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Directory 

THE  ARIZONA  MEDICAL  ASSOCIATION.  INC 
Organized  1892  826  Security  Buildinc 

234  NORTH  CENTRAL  AVE.,  PHOENIX, TrKONA  ® 

, OFFICERS  AND  COUNCIL 

Abe  I.  M.D  President 

IbOl  Fifth  Avenue,  Yuma,  Arizona 

Carlos  C.  Craig  M.D  President-Elect 

^ 1313  North  Second  Street,  Phoenix,  Arizona 

W.  R.  Manning,  M.D Vice  President 

770  North  Country  Club  Road,  Tucson,  Arizona 

Dermont  W.  Melick,  M.D Secretary 

1005  Professional  Building,  Phoenix,  Arizona 

Clarence  E.  Yount,  Jr.,.  M.D Treasurer 

P.  O.  Box  1626,  Prescott,  Arizona 

Lindsay  M.D Speaker  of  the  House 

1650  North  Campbell  Avenue,  Tucson,  Arizona 

Jesse  D.  Hamer  M.D Delegate  to  AMA 

yiO  Professional  Building,  Phoenix,  Arizona 

Robert  E.  Hastings,  M.D Alternate  Delegate  to  AMA 

1014  North  Country  Club  Road,  Tucson,  Arizona 

Darwin  W.  Neubauer,  M.D Editor-in-Chief 

720  N.  Country  Club  Rd.,  Tucson,  Arizona 
DISTRICT  COUNCILORS 

Joseph  Bank.  M.D Central  District 

800  North  First  Avenue,  Phoenix,  Arizona 

Frank  W.  Edel,  M.D Central  District 

738  East  McDowell  Road,  Phoenix,  Arizona 

John  A.  Eisenbeiss,  M.D Central  District 

926  E.  McDowell  Rd.,  Phoenix,  Arizona 

Paul  B.  Jarrett.  M.D Central  District 

2021  N.  Central  Ave.,  Phoenix,  Arizona 

Donald  F.  DeMarse,  M.D Northeastern  District 

P.  O.  Box  397,  Holbrook,  Arizona 

Walter  Brazie,  M.D Northwestern  District 

Masonic  Building,  Kingman,  Arizona 

Frederick  W.  Knight,  M.D Southeastern  District 

618  Central  Avenue,  Safford,  Arizona 

Walter  T.  Hileman,  M.D Southern  District 

23  East  Ochoa  Road,  Tucson,  Arizona 

William  B.  Steen.  M.D Southern  District 

116  North  Tucson  Boulevard,  Tucson,  Arizona 

James  T.  O Neil,  M.D Southwestern  District 

113  West  Second  Street,  Casa  Grande,  Arizona 
COUNCILOR  AT  LARGE 

Harry  E.  Tliompson,  M.D Past  President 

433  North  Tucson  Boulevard,  Tucson,  Arizona 
STANDING  BOARDS  - 1956-57 
PROFESSIONAL  BOARD:  Ronald  S.  Haines,  M.D.,  Chairman 
(Phoenix);  Edward  H.  Bregman,  M.D.  (Phoenix);  Robert  H. 
Cummings,  M.D.  (Phoenix);  Richard  E.  H.  Duisberg,  M.D. 
(Phoenix);  Orin  J.  Famess,  M.D.  (Tucson);  Joseph  M.  Kin- 
kade,  M.D.  (Tucson);  Daniel  W.  Kittredge,  Jr.,  M D.  (Flag- 
staff); Clarence  H.  Kuhlman,  M.D.  (Tucson);  Charles  S. 
Powell,  M.D.  (Yuma);  Norman  A.  Ro.ss,  M.D.  (Phoenix); 
Stuart  Sanger,  M.D.  (Tucson);  Milton  C.  F.  Semoff,  M.D. 
(Tucson);  Lowell  C.  Wormley,  M.D.  (Phoenix). 

PUBLIC  RELATIONS  BOARD:  James  T.  O’Neil,  M.D.,  Chair- 
man (Casa  Grande);  Donald  A.  Poison,  M.D.,  Vice  Chairman 
(Phoenix);  Harry  S.  Beckwith,  M.D.  (Winslow);  Paul  H. 
Case,  M.D.  (Phoenix);  Max  Costin,  M.D.  (Tucson);  Donald 
F.  DeMarse,  M.D.  (Holbrook);  Paul  B.  Jarrett,  M.D.  (Phoe- 
nix); Leo  J.  Kent,  M.D.  (Tucson);  Herbert  C.  Kling,  M.D. 
(Yuma). 


STANDING  COMMITTEES  - 1956-57 
GRIEVANCE  COMMITTEE:  Harry  E.  Thompson,  M.D.,  Chair- 
man (Tucson);  Walter  Brazie,  M.D.  (Kingman);  Richard 
E.  H.  Duisberg,  M.D.  (Phoenix);  Edward  M.  Hayden.  M.D. 
(Tucson);  Royal  W.  Rudolph,  M.D.  (Tucson);  Oscar  W. 
Thoeny,  M.D.  (Phoeni.x);  Otto  E.  Utzinger,  M.D.  (Scotts- 
dale). 

HISTORY  AND  OBITUARIES  COMMITTEE:  Nelson  G.  Bled- 
soe, M.D.  (Tucson);  Howell  S.  Randolph,  M.D.,  Historian 
(Phoenix);  Robert  S.  Flinn,  M.D.  (Phoenix);  D.  W.  Melick, 
M D.  (Phoenix);  Darwin  W.  Neubauer,  M.D.  (Tucson). 
INDUSTRIAL  RELATIONS  COMMITTEE:  Lindsay  E.  Beaton, 
M.D.,  Chairman  (Tucson);  Francis  M.  Findlay,  M.D.  (King- 
man);  Robert  E.  Hastings,  M.D.  (Tucson);  Joseph  Saba, 
M.D.  (Bisbee);  Leo  L.  Tuveson,  M.D.  (Phoenix). 
LEGISLATION  COMMITTEE:  J.  D.  Hamer,  M.D.,  Chair- 

man (Phoenix);  Charles  Kalil,  M.D.,  Vice  Chairman  (Phoe- 
nix); Floyd  B.  Bralliar,  M.D.  (Wickenburg);  Nelson  D.  Bray- 
ton,  M.D.  (Miami);  Walter  Brazie,  M.D.  (Kingman);  Ellis  V. 
Browning,  M.D.  (Springerville);  Zeph  B.  Campbell,  M.D. 
(Phoenix);  Owen  L.  Cranmer.  M.D.  (Cottonwood);  Frank  W. 
Edel,  M.D.  (Phoenix);  Carl  H.  Cans.  M.D.  (Morenci);  Elmer 

L.  Heap,  M.D.  (Florence);  Stanton  (j.  Lovre,  M.D.  (Clifton); 
Charles  H.  Karr,  M.D.  (Safford);  Leo  J.  Kent,  M.D.  (Tucson) 
Millard  Jeffrey,  M.D.  (Phoenix);  Delmar  R.  Mock,  M.D. 
(Patagonia);  Donald  E.  Nelson,  M.D.  (Safford);  William  A. 
Phillips,  M.D.  (Yuma);  C.  C.  Piepergerdes,  M.D.  (Phoenix); 
Wallace  A.  Reed,  M.D.  (Phoenix);  Leslie  B.  Smith,  M.D. 
(Phoenix);  LaVern  D.  Sprague,  M.D.  (Tucson);  Arthur  C. 
Stevenson.  M.D.  (Phoenix);  C.  R.  Swackhamer,  M.D.  (Globe); 
Thomas  C.  Wilmoth,  M.D.  (Phoenix);  Myron  G.  Wright, 

M. D.  (Winslow);  Roy  O.  Young,  M.D.  (Flagstaff);  P.  Paul 
Zinn,  M.D.  (Bisbee). 

MEDICAL  DEFENSE  COMMITTEE:  Ernest  A.  Bom,  M.D., 
Chairman  (Prescott);  Preston  T.  Brown,  M.D.  (Phoenix); 
Harold  W.  Kohl.  M.D.  (Tucson). 

PUBLISHING  COMMITTEE:  Darwin  W.  Neubauer,  M.D.,  Chair- 
man (Tucson);  R.  Lee  Foster,  M.D.  (Phoenix);  Frederick 
W.  Knight,  M.D.  (Safford);  Donald  E.  Nelson,  M.D.  (Saf- 
ford). 

SCIENTIFIC  ASSEMBLY  COMMITTEE:  Carlos  C.  Craig,  M.D. 
Chairman  (Phoenix);  Joseph  Bank,  M.D.  (Phoenix);  David 
E.  Engle,  M.D.  (Tucson);  Francis  M.  Findlay,  M.D.  (King- 
man);  W.  R.  Manning,  M.D.  (Tucson);  Donald  E.  Nelson, 
M.D.  (Safford);  Claude  H.  Peterson,  M.D.  (Winslow);  E. 
Henry  Running,  M.D.  (Phoenix);  Robert  A.  Stratton,  M.D. 
(Yuma);  Ashton  B.  Taylor,  M.D.  (Phoenix). 


Woman's  Auxiliary 


OFFICERS  TO  THE  AUXILIARY  TO  THE  ARIZONA 
MEDICAL  ASSOCIATION  - 1956-1957 

President Mrs.  Oscar  W.  Thoeny 

721  Encanto  Dr.,  S.  E.,  Phoenix 

President-Elect Mrs.  Charles  Powell 

698  9th  Avenue,  Yuma 

1st  Vice  President  Mrs.  Melvin  W.  Phillips 

829  Flora  Ave.,  Prescott  j 

2nd  Vice  President Mrs.  Hiram  D.  Cochran 

2716  E.  4th  St.,  Tucson 

Treasurer Mrs.  Ian  M.  Chesser 

2909  E.  Alta  Vista,  Tucson  ' 

Recording  Secretary Mrs.  Claire  W.  Johnson 

305  E.  Tuckey  Lane,  Phoenix 

Corresponding  Secretary  Mrs.  Paul  Jarrett 

501  E.  Pasadena,  Phoenix  ‘ 

Director  (1  year) Mrs.  Paul  Jarrett  . 

501  E.  Pasadena,  Phoenix  j 

Director  (1  year) Mrs.  Roy  Hewitt  ‘ 

130  Camino  Miramonte,  Tucson 

Director  (2  years) Mrs.  John  S.  Stanley  ! 

201  1st  Avenue,  Yuma  : 

STATE  COMMITTEE  CHAIRMEN  - 1956-57 

Chaplain  Mrs.  James  Moore 

305  W.  Granada,  Phoenix 

Bulletin  Mrs.  William  R.  Shepard 

Box  1187,  Prescott 

Civil  Defense  Mrs.  Thomas  W.  Woodman 

3203  Country  Club  Manor,  Pboenix 

Finance  Mrs.  C.  E.  Henderson 

3125  N.  18th  Ave.,  Phoenix 

Historian  Mrs.  Thomas  H.  Bate 

610  W.  North  View  Ave.,  Phoenix 

Legislation  Mrs.  Paul  Causey 

220  N.  Alvarado  Rd.,  Phoenix 

Today’s  Health Mrs.  William  A.  Phillips 

Yuma 

Nominating  Mrs.  Brick  Storts 

3228  E.  Fifth  St.,  Tucson 

Mental  Health Mrs.  R.  W.  Hussong 

44  E.  Pierson,  Phoenix 

Nurse  Recruitment  Mrs.  Donald  McLeod 

2801  E.  Kleindale,  Tucson 

Parliamentarian  Mrs.  Roy  Hewitt 

130  Camino  Miramonte,  Tucson 

Publicity  Mrs.  F.  C.  Jordan 

302  W.  Cambridge,  Phoenix 

Public  Relations Mrs.  Robert  H.  Cummings 

5830  E.  Arcadia  Lane,  Phoenix 

Revisions Mrs.  Jesse  Hammer 

1819  N.  11th  Ave.,  Phoenix 

Student  Nurse  Loan  Fund  Mrs.  Donald  Poison 

1817  Palmcroft  Dr.,  N.W.,  Phoenix 

Medical  Education  Fund  Mrs.  Robert  A.  Stratton 

1928  5th  Ave.,  Yuma 

Newsletter  Mrs.  Robert  B.  Leonard 

3041  N.  Evergreen,  Phoenix 
COUNTY  PRESIDENTS  AND  OFFICERS  1956-57 
GILA  COUNTY 

President  Mrs.  William  E.  Bishop 

605  South  Third  Street,  Globe,  Arizona 

Vice  President  Mrs.  Albert  J.  Harris 

38  East  Cedar  Street,  Globe,  Arizona 

Secretary -Treasurer  Mrs.  Robert  U.  Horan 

Box  1296.  Miami.  Arizona 
MARICOPA  COUNTY 

President  Mrs.  John  A.  Eisenbeiss 

3121  N.  17th  Avenue,  Phoenix 

President-Elect  Mrs.  L.  A.  Stapley,  Jr. 

1604  W.  Clarendon,  Phoenix,  Arizona 

1st  Vice  President  Mrs.  Philip  Windrow 

39  W.  Windsor.  Phoenix,  Arizona 

2nd  Vice  President  Mrs.  Shaw  McDaniel 

114  E.  Tuckey  Lane,  Phoenix,  Arizona 

Recording  Serretary  Mrs.  Chester  Bennett 

30  W.  Ocotillo  Road,  Phoenix,  Arizona 

Corresponding  Secretary  Mrs.  Howard  Purcell 

100  E.  Ocotillo  Road,  Phoenix,  Arizona 

Treasurer  Mrs.  L.  L.  Stolfa 

204  E.  Pomona  Road,  Phoenix,  Arizona 
PIMA  COUNTY 

President  Mrs.  Louis  Hirsch 

Route  5,  Box  362,  Tucson 

President-Elect  Mrs.  John  Bennett 

2325  E.  Waverly,  Tucson 

1st  Vice  President  Mrs.  Ina  Chesser 

2909  East  Alta  Vista,  Tucson 

2nd  Vice  President Mrs.  William  Goodin 

4501  E.  San  Carlos  Place,  Tucson 

Recording  Secretary Mrs.  Donald  McLeod 

2801  E.  Kleindale,  Tucson 

Corresponding  Secretary  Mrs.  Arthur  Dudley 

2910  E.  Hardy  Place,  Tucson 

Treasurer Mrs.  George  Boone 

3762  Calle  DeSoto,  Tucson 
YAVAPAI  COUNTY 

President  Mrs.  Louis  A.  Packard 

342  Park  Avenue,  Prescott 

Vice  President  Mrs.  William  H.  Marlowe 

520  Highland  Ave.,  Prescott 

Treasurer  Mrs.  Joseph  P.  McNally 

208  Grove  Ave.,  Prescott 
YUMA  COUNTY 

President  Mrs.  A.  I.  Podolsky 

1601  5th  Avenue,  Yuma 

Vice  President  Mrs.  Robert  M.  Matts 

1425  7th  Ave.,  Yuma 

Secretary  Mrs.  William  A.  Phillips 

633  8th  Avenue,  Yuma 

Treasurer  Mrs.  James  Volpe 

1801  6th  Avenue,  Yuma 


Vol  14,  No.  1 


Arizona  MEDiaNE 


7A 


SPECIAL  COMMITTEES  - 1956-57 

UR  POLLUTION  COMMITTEE:  George  G.  McKhann,  M.D., 
Ghairman  (Phoenix). 

ARIZONA  AMEF  GOMMITTEE:  Harold  W.  Kohl,  M.D.,  Ghair- 
man (Tucson);  Hayes  W.  Caldwell,  M.D.  (Phoenix);  (Clarence 
H.  kuhlman,  M.D.  (Tucson);  William  A.  Phillips,  M.D. 
(Yuma);  Kent  H.  Thayer,  M.D.  (Phoenix). 

BENEVOLENT  & LOAN  FUND  COMMITTEE:  Ernest  A.  Bom, 
M.D.  (Prescott);  Preston  T.  Brown,  M.D.  (Phoenix);  Harold 
W.  Kohl,  M.D.  (Tucson);  D.  W.  Melick,  M.D.  (Phoenix); 

C.  E.  Yount,  Jr.,  M.D.  (Prescott). 

BLOOD  BANK  COMMITTEE:  Zeph  B.  Campbell,  M.D.,  Chair- 
man (Phoenix);  Ralph  H.  Fuller,  M.D.  (Tucson);  William 
A.  Phillips,  M.D.  (Yuma). 

BLUE  SHIELD,  JOINT  COMMISSION  ON:  Ernest  A.  Bom, 
M.D.  (Prescott);  Hollis  H.  Brainard,  M.D.  (Tucson);  Jack 
E.  Brooks,  M.D.  (Phoenix);  John  L.  Cogland,  M.D.  (Phoenix); 
Howard  D.  Cogswell,  M.D.  (Tucson);  Robert  H.  Cummings, 
M.D.  (Phoenix);  Willard  V.  Ergenbright,  M.D.  (Phoenix); 
V.  Eugene  Frazier,  M.D.  (Mesa);  Elvie  B.  Jolley,  M.D. 
(Bisbee);  Hilary  D.  Ketcherside,  M.D.  (Phoenix);  Leslie 
R.  Kober,  M.D.  (Phoenix);  Harold  W.  Kohl,  M.D.  (Tucson); 
Donald  E.  Nelson,  M.D.  (Salford);  James  M.  Ovens,  M.D. 
(Phoenix);  Wallace  A.  Reed,  M.D.  (Phoenix);  Frank  A. 
Shallenberger,  Jr.,  M.D.  (Tucson);  Hugh  C.  Thompson,  M.D. 
(Tucson);  William  P.  Tucker,  M.D.  (Florence);  James  Volpe, 
Jr.,  M.D.  (Yuma). 

IIENTRAL  OFFICE  ADVISORY  COMMITTEE:  W.  R.  Man- 
ning, M.D.,  Chairman  (Tucson);  Lindsay  E.  Beaton,  M.D. 
(Tucson);  Jesse  D.  Hamer,  M.D.  (Phoenix);  D.  W.  Melick, 
(Phoenix);  C.  E.  Yount,  Jr.,  M.D.  (Prescott). 

CIVIL  DEFENSE  COMMITTEE:  G.  Robert  Barfoot,  M.D. 

(Phoenix);  Ernest  A.  Bom,  M.D.  (Prescott);  Ben  P.  Frissell, 
M.D.  (Phoenix);  Robert  M.  Matts,  M.D.  (Yuma);  Donald  E. 
Nelson,  M.D.  (Safford);  Charles  W.  Sechrist,  M.D.  (Flag- 
staff). 

CONSTITUTION  AND  BY-LAWS  COMMITTEE:  W.  R.  Man- 
ning, M.D.,  Chairman  (Tucson);  Paul  B.  Jarrett,  M.D.  (Phoe- 
nix); Leslie  B.  Smith,  M.D.  (Phoenix). 

DOCTOR’S  RETIREMENT  & INVESTMENT  COMMITTEE: 
Oscar  W .Thoeny,  M.D.,  Chairman  (Phoenix);  G.  Robert 
Barfoot,  M.D.  (Phoenix). 

INSURANCE  INVESTIGATING  COMMITTEE:  Jesse  D.  Hamer, 
M.D.,  Chairman  (Phoenix);  W.  R.  Manning,  M.D.  (Tucson); 

D.  W.  Melick,  M.D.  (Phoenix);  Royal  W.  Rudolph,  M.D. 
(Tucson);  Paul  L.  Singer,  M.D.  (Phoenix);  Kent  H.  Thayer, 
M.D.  (Phoenix);  Oscar  W.  Thoeny,  M.D.  (Phoenix). 

LEGAL  SERVICES  COMMITTEE:  Oscar  W.  Thoeny,  M.D., 
Chairman  (Phoenix);  Jesse  D.  Hammer,  M.D.  (Phoenix); 
Howard  C.  Lawrence,  M.D.  (Phoenix);  D.  W.  Melick,  M.D. 
(Phoenix);  C.  E.  Yount,  Jr.,  M.D.  (Prescott). 

MEDICOLEGAL  COMMITTEE:  Jesse  D.  Hamer,  M.D.,  Chair- 
man (Phoenix);  Otto  L.  Bendheim,  M.D.  (Phoenix);  Preston 
T.  Brown,  M.D.  (Phoenix);  Joseph  M.  Greer,  M.D.  (Phoenix); 
Robert  E.  Hastings,  M.D.  (Tucson);  W.  R.  Manning,  M.D. 
(Tucson). 

NURSING  SERVICES,  JOINT  COMMITTEE  ON  IMPROVE- 
MENT OF:  Francis  J.  Bean,  M.D.,  Chairman  (Tucson); 
Lucille  M.  Dagres,  M.D.  (Phoenix);  Bertram  L.  Snyder, 
M.D.  (Phoenix). 

OSTEOPATHY  COMMITTEE:  Reed  D.  Shupe,  M.D.,  Chairman 
(Phoenix);  Sebastian  R.  Caniglia,  M.D.  (Phoenix);  David  E. 
Engle,  M.D.  (Tucson);  Jesse  D.  Hamer,  M.D.  (Phoenix). 

PROCUREMENT  & ASSIGNMENT  COMMITTEE:  Joseph  M. 
Greer,  M.D.,  Chairman  (Phoenix);  Arnold  H.  Dysterheft, 
M.D.  (McNary);  Francis  M.  Findlay,  M.D.  (Kingman); 
Hilary  D.  Ketcherside,  M.D.  (Phoenix);  Jesse  B.  Littlefield, 
M.D.  (Tucson);  Robert  M.  Matts,  M.D.  (Yuma);  Joseph  P. 
McNally,  M.D.  (Prescott);  Donald  E.  Nelson,  M.D.  (Safford); 
William  G.  Shultz,  M.D.  (Tucson). 

PROFESSIONAL  LIAISON  COMMITTEE:  William  B.  Steen, 
M.D.,  Chairman  (Tucson);  Angus  J.  DePinto,  M.D.  (Phoe- 
nix); Harold  W.  Kohl,  M.D.  (Tucson). 

SAFETY  COMMITTEE:  MacDonald  Wood,  M.D.,  Chairman 
(Mesa);  Paul  B.  Jarrett,  M.D.  (Phoenix);  Henry  P.  Lim- 
bacher,  M.D.  (Tucson). 

SCHOOL  HEALTH,  COORDINATING  COMMITTEE  ON:  Eliza- 
beth H.  Laidlaw,  M.D.,  Chairman  (Tucson);  Trevor  G. 
Browne,  M.D.  (Phoenix);  Marcus  W.  Westervelt,  M.D. 
(Tempe). 

VETERANS  MEDICAL  AFFAIRS  LIASION  COMMITTEE:  Hil- 
ary D.  Ketcherside,  M.D.,  Chairman  (Phoenix);  John  L. 
Cogland,  M.D.  (Phoenix);  John  A.  Eisenbeiss,  M.D.  (Phoe- 
nix); Robert  E.  Hastings,  M.D.  (Tucson);  Walter  T.  Hile- 
man,  M.D.  (Tucson);  Frederick  J.  Lesemann,  M.D.  (Tucson); 
C.  Selby  Mills,  M.D.  (Phoenix);  John  F.  Stanley,  M.D. 
(Yuma). 

WOMAN’S  AUXILIARY,  ADVISORY  COMMITTEE  ON  THE: 
Oscar  W.  Thoeny,  M.D.,  Chairman  (Phoenix);  Melvin  W. 
Phillips,  M.D.  (Prescott);  Donald  A.  Poison,  M.D.  (Phoenix); 
Charles  S.  Powell,  M.D.  (Yuma). 
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PATENTED  ARCH  SUPPORT  CONSTRUC- 
TION — WIDE  STEEL  SHANK  IMBEDDED 
IN  PLASTIC  COMPOUND^ 


® Insole  extension  and  wedge  at  inner  corner  of 
heel  where  support  is  most  needed. 

The  patented  arch  support  construction  is  guaran- 
teed not  to  break  down. 

• Innersoles  guaranteed  not  to  crack  or  collapse. 

• Foot-so-Port  lasts  designed  and  the  shoe  construc- 
tion engineered  with  orthopedic  advice. 

• Conductive  Shoes  for  surgicol  and  operating  room 
personnel.  N.B.F.U.  specifications. 

• We  are  also  the  manufacturer  of  the  Gear-Action 
Shoe  designed  by  noted  orthopedic  surgeon. 

• We  make  more  shoes  for  polio,  club  feet  and  dis- 
abled feet  than  any  other  shoe  manufacturer. 

Send  for  free  booklet,  “The  Preservation  of  the  function  of  the 
Foot  6a/ancing  and  Synchronizing  the  Shoe  with  the  Foot." 

Write  for  details  or  contact  your  local  FCOT-SO-PORT 
Shoe  Agency.  Refer  to  your  Classified  Directory 

Foot-so-Port  Shoe  Company/  Oconomowoc,  Wis. 

A Division  of  Musebeck  Shoe  Company 

V 


Phone  ALpine  4-4398 

FOOT-so-PORT  SHOE 

25  South  1st  Street 
PHOENIX,  ARIZONA 


“If  You  Care  For  Your  Feet” 
Foot-So-Port  Shoes  Sold  m Tucson  At 

DEE  S COMFORT  SHOE  SHOP 

Phone  4-2981 

48  No.  6th  Avenue  — Tucson,  Arizona 


COCCIDIOIDOMYCOSIS 

Notes  on  E cologic  and  Endemiologic  Factors  in  Arizona 
By  Peter  R.  Meis,  M.D. 

Tucson,  Arizona 


OCCIDIOIDOMYCOSIS  has  been  known  for 
a generation  to  be  endemic  in  Arizona.  This 
discussion  is  to  elaborate  in  some  detail,  first 
the  factors  which  may  influence  the  infestation 
rate  in  man  and  airimals,  and  second,  on  the 
rate  itself  as  demonstrated  in  studies  at  Davis- 
Monthan  Air  Force  Base. 

Physical  characteristics  which  are  commonly 
said  to  be  necessary  for  the  growth  of  the 
organism  are:  1.  Hot  summer  weather.  2.  Mild 
winter  weather.  3.  Moderate  rainfall.  4.  Mildly 
alkaline  soil.  5.  Dust  blowing  winds.  These 
factors,  however,  are  present  in  areas  not  known 
to  be  infested.  Some  further  factor  may  be 
present.  In  an  unpublished  paper  read  at  the 
meeting  of  the  American  Veterinary  Medical 
Association  at  San  Antonio  on  16  October  1956, 
Keith  T.  Maddy,  Sen.  Asst.  Vet.  of  the  United 
States  Public  HealHh  Service  made  several 
extremely  interesting  observations.  He  discussed 
the  Lower  Sonoran  Life  Zone,  a biologic  zone 
which  covers  southern  Arizona  and  extends  in 
a half  circle  to  the  northwestern  corner  of  the 
state.  This  zone  extends  from  the  valleys  to 
an  altitude  of  about  3,500  feet,  more  or  less. 
Areas  above  3,500  ft.  such  as  Fort  Huachuca, 
are  islands  in  the  zone  with  no  small  animal 
life  characteristic  of  the  zone.  Maddy  made 
the  original  observation  that  the  creosote  bush, 
Larrea  tridentata,  appears  only  in  this  zone  and 
that  therefore,  the  natural  habitat  of  Coc- 
cidioides  immitis  could  be  identified  by  the  co- 
incidental presence  of  the  plant.  He  found 
several  isolated  valleys  in  central  Arizona  where 
the  creosote  bush  grew  and  coccidioidomycosis 


was  not  known  to  be  endemic.  In  these  areas, 
he  found  the  cattle  to  be  coccidiodin  positive, 
as  they  are  in  all  endemic  areas. 

The  reported  incidence  in  Arizona  of  coc- 
cidioidomycosis in  the  past  three  years  shows 
more  than  half  the  cases  to  be  in  Pima  County. 
The  expected  incidence  should  be  higher  than 
reported  in  Pinal  and  Maricopa  Counties.  The 
writer  has  knowledge  of  many  cases  in  Maricopa 
County  that  are  unreported. 

Correlation  with  the  annual  rainfall  may  well 
show  relationship  to  the  incidence  in  the  fol- 
lowing year.  Reported  incidence  in  Pima  County 
in  each  calendar  year  has  varied  with  the  rain- 
fall of  the  previous  year,  the  infestation  rate 
being  mueh  greater  in  the  years  following  an 
unusually  heavy  rainfall.  The  soil  infestation 
is  very  much  greater  in  areas  where  water  has 
remained  for  a day  or  two  after  a heavy  rain- 
fall. The  author  has  trenched  through  such  areas 
and  found  them  rich  in  the  mold  at  depths  of 
more  than  1 foot,  whereas  in  soils  on  whieh 
water  has  not  remained  for  many  hours  the 
fungus  is  rarely  found  at  depth  greater  than 
1 inch.  Disturbances  of  the  soil,  as  is  done  in 
clearing  of  vegetation  preparatory  to  real  estate 
development  produces  a distinct  high  infesta- 
tion rate  in  both  dogs  and  humans  who  move 
to  the  new,  dust  laden  environment.  The  in- 
cidence rate  at  Davis-Monthan  Air  Force  Base 
was  studied  in  the  second  half  of  the  year  1953. 
Both  1952  and  1953  were  years  of  little  rainfall. 
1,090  persons  with  negative  histories,  negative 
chest  x-rays  and  negative  skin  test  were  followed 
carefully  by  rechecks  of  skin  test,  x-rays  and 
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(questioning  as  to  symqitoins.  The  q^roven  in- 
festation rate  was  11.8%  in  six  months.  The 
writer  concurs  in  the  general  oqiinion  that  the 
infestation  rate  is  at  least  20%  annually,  so  that 
fi\e  years  residence  in  the  Tucson  area  should 
theoretically  qiroduce  a q^ositive  skin  test  in 
everyone. 

In  this  study,  25  asymqitomatic  cases  were 
found  for  each  one  having  sufficiently  severe 
syinqDtoms  that  the  q^atient  required  bed  rest. 

The  morbidity  rate  in  the  irrigated  cotton 
areas  of  Pima  County  is  seemingly  decreased 
sharqDly  with  the  increased  use  of  mechanical 
cotton  q^ickers;  however,  the  total  number  of 
human  qiickers  is  still  very  large,  so  that  the 
question  arises  as  to  soil  infestation  being  q^ar- 
tially  controlled  by  the  use  of  qiowder  fungi- 
cide dusted  from  aircraft.  Of  qiarticular  interest 
is  a new  fungicide  used  exq^erimentally  in  1955 


and  1956,  sold  under  the  trade  names  of  CAP- 
TAN  and  ORTHOCIDE.  This  is  N-tri  chlor- 
methyl  mercapto-4-cyclohexane  -1,2  dicarboxi- 
mide.  It  has  been  used  in  cotton  fields,  as  a 
seed  treatment,  and  on  small  fruits  such  as 
aqDricots.  The  toxicity  for  rats®  is  rated  as 
LD50mg/kg  x 15,000,  which  is  so  little  that 
serious  consideration  should  be  given  to  its 
use  in  both  animal  and  human  cases.  At  the 
instigation  of  Maddy  several  dogs  with  dis- 
seminated infestations,  with  draining  surface 
lesions,  qmsitive  sq^uta,  and  q^ositive  feces  have 
been  treated  in  the  Phoenix  area  with  CAPTAN. 
The  q^roduction  of  sqiherules  ceased  and  tissues 
became  negative.  No  kidney  or  liver  function 
studies  were  done  either  q^rior  to  or  after  treat- 
ment. 

“Fischer,  Carl  D.  “Chemical  Week”  Vol.  79  No.  20,  17  Nov.  .56 
NOTE:  Orthocide  is  a production  of  California  Spray  Chemical 
Co.  and  Captan  is  a production  of  Stauffer  Chemical  Co. 
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COMMENTS  ON  ARTIFACTUAL  P.B.I.  VALUES 

Original  Report  of  Vaginal  Absorption  of  lodinated  Drug 
By  Clarence  Robbins,  M.D. 


Tucson, 

N THE  1930’s  the  Journal  of  Biological 
Chemistry  published  several  reports  of  efforts 
to  analyze  blood  for  iodine.  These  reports  are 
interesting  to  review  because  they  describe 
the  early  steps  in  the  evolution  of  analytic  tech- 
niques and  physiological  experiments  and  in- 
terpretation that  led  to  our  present  day  ac- 
ceptance of  serum  iodine  determination  as  a 
nice  diagnostic  procedure.  The  concentration 
of  S P I,  serum  precipitable  iodine,  (or  the 
synonymous  P.B.I.,  protein  bound  iodine)  or 
of  its  younger,  more  refined  relative  B.E.I., 
butyl  extractable  iodine,  can  be  measured  with 
considerable  accuracy  and  is  probably  the  best 
available  method  for  estimating  functional  ac- 
tivity of  the  thyroid  gland.  Some  investigators 
have  gone  so  far  as  to  declare  that  previous 
methods  of  estimating  thyroid  activity,  notably 
the  B.M.R.  are  hopelessly  out  of  date  and  should 
be  discarded.  It  was  recently  remarked  that  the 
B.M.R.  machine  had  no  value  except  as  a 
money  maker  for  the  doctor  who  owned  one. 
Like  most  extravagant  statements,  this  is  un- 
true. Measurement  of  total  metabolism  in  terms 
of  oxygen  consumption  can  be  a very  important 
adjunct  in  evaluating  therapy  in  thyroid  dis- 
orders especially  where  inorganic  iodides  are 
used  for  their  well  known  beneficial  effects, 
as  preoperatively  in  cases  of  toxic  goitre,  and 
also  where  the  newer  potent  thyroid  hormones 
such  as  levo-tri-iodo  thyronine  are  used  in  the 
treatment  of  hypothyroidism.  In  these  situa- 
tions P.B.I.  concentrations  may  be  quite  un- 
reliable. Likewise  radioactive  iodine  up-take 
studies  may  be  seriously  misleading.  There  can 
be  no  dispute  as  the  value  of  P.B.I.’s  and  1-131 
uptake  studies  as  diagnostic  tools,  but  I venture 
to  say  it  will  be  a long  time  before  Magnus 
Levy’s  contribution  to  thyroid  physiology  can 
be  scrapped. 

It  would  seem  unnecessary  to  remark  here 
that  the  ultimate  value  of  P.B.I.  measurement 
depends  upon  the  accuracy  of  the  analytic 
methods  employed  except  to  emphasize  that  the 
element  is  being  measured  in  micrograms  and 
accordingly  technical  and  artifactual  errors  as- 
sume great  importance.  The  fact  that  the  range 

“(Presented  at  Staff  Meeting,  Tucson  Medical  Center,  4 Septem- 
ber, 1956.) 


Arizona 

of  normal  values  is  closely  restricted,  4 to  8 
mcgms.  per  ml.  of  serum,  further  heightens  the 
importance  of  artifactual  errors.  Different  an- 
alytic methods  admit  different  technical  errors. 
Thus  the  widely  used  acid  oxidizing  procedure 
yields  a false  low  value  in  the  presence  of 
mercury.  The  euthyroid  patient  who  has  re- 
ceived a mercurial  diuretic  as  recently  as  48 
hours  prior  to  sampling  of  his  blood  may  show 
a P.B.I.  concentration  at  myxedema  level. 
Mercury  does  not  disturb  the  alkaline  ashing 
procedure.  In  most  laboratories  the  methods 
employed  admit  of  errors  due  to  administra- 
tion of  inorganic  iodides  whether  given  openly 
as  Lugol’s  solution  or  sodium  or  potassium 
iodides,  or  hidden  in  a capsule  of  pan-vitamin 
mineral  complex.  The  increments  of  P.B.I.  fol- 
lowing administration  of  inorganic  iodine  are 
particularly  confusing.  If  they  were  always  large 
they  could  be  detected  at  once  but  in  fact 
they  are  of  variable  and  unpredictable  magni- 
tude. They  are  not  composed  of  simple  in- 
organic iodine  because  they  cannot  be  washed 
from  the  precipitated  protein  with  water.  They 
can,  however,  be  removed  from  a butanol  ex- 
tract by  alkali  which  differentiates  them  from 
thyroxine  or  the  material  produced  in  blood 
by  organic  iodine  dyes  and  drugs.  It  would 
appear  that  the  method  employing  butyl  alcohol 
extraction,  simple  because  it  obviates  the  com- 
mon errors  caused  by  iodides,  would  be  the 
method  of  choice.  Furthermore  there  is  good 
statistical  evidence  that  the  B.E.I.  is  a more 
precise  measure  of  circulating  thyroid  hormones 
than  the  usual  P.B.I.  Nevertheless  B.E.I.  de- 
terminations remain  in  the  ivory  towers  while 
P.B.I.  methods  are  increasingly  employed  by 
commercial  laboratories. 

Obviously  what  we  need  is  a reliable  method 
for  determining  the  circulating  thyroid  hormones 
which  obliterates  errors  due  to  organic  iodine 
compounds  as  well  as  inorganic  iodides.  This 
may  not  be  far  in  the  future  and  it  seems  reason- 
able to  expect  that  present  studies  of  thyroxine 
migration  by  paper  chromotography  will  yield 
important  steps  to  a precise  method. 

In  the  meantime  we  have  to  be  discontent 
with  the  fact  that  all  of  the  iodinated  contrast 
media  used  in  x-ray  diagnosis  foul  up  any  and 
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all  of  the  present  chemical  methods.  We  have 
to  wait  at  least  two  weeks  after  I.  V.  pyelograms 
probably  more  than  16  weeks  after  G B series, 
POSSIBLY  forever  after  bronchograms,  and 
PROBABLY  forever  after  myelograms.  Some 
drugs,  notably  di-iodoquin,  the  popular  remedy 
for  amoebiasis  and  iodo-thiouracil  used  in  the 
treatment  of  hyperthyroidism,  make  P.B.I.  de- 
terminations futile  for  many  weeks  or  even 
months.  Apparently  the  iodine  of  the  drug  com- 
bines with  protein  of  the  serum.  This  occurs  in 
vivo,  but  not  in  vitro. 

Fortunately,  the  artif actual  values  produced 
by  iodinated  dyes  and  drugs  are  for  the  most 
part  large  enough  to  be  detected  immediately. 
One  commercial  laboratory  in  California  adver- 
tises with  ethical  delicacy  that  it  would  rather 
not  analyze  contaminated  specimens  and  urges 
the  physician  to  secure  a careful  history  of  dye 
and  drug  intake  before  subjecting  his  patients 
to  the  invalid  and  expensive  test. 

I am  sure  all  of  us  are  careful  most  of  the 
time  to  inquire  about  ingestion  or  injection 
of  iodine  containing  substances  but  one  ques- 
tion I suspect  we  frequently  overlook  is  “What 
have  you  inserted  into  your  vagnia  lately?”  A 
careful  search  of  the  literature  fails  to  reveal 
any  mention  of  artifactual  values  of  P.B.I. 
caused  by  the  vaginal  absorption  of  iodinated 
drugs. 

We  have  it  from  no  less  an  authority  than 
the  ladies’  journals  that  millions  of  women  in 
the  United  States  are  suffering  from  Tricho- 
monas v'aginitis.  How  many  of  these  millions  are 
using  Floraquin  suppositories  for  treatment  is 
the  business  of  the  G.  D.  Searle  & Co.,  but 
certainly  it  must  be  a considerable  number. 
Each  Floraquin  tablet  contains  100  ml.  of 
Di-iodo(juin.  Diodoquin  itself  contains  B3.9 
iodine.  Therefore  each  Floraquin  tablet  contains 
63.9  mg.  of  iodine.  This  is  equivalent  to  the 
iodine  content  of  500  tablets  of  U.S.P.  Thyroid 
Grs.,  1 ea.,  which  would  make  a rather  clumsy 
suppository. 

Studies  conducted  during  the  past  year  and 
reported  here  for  the  first  time  indicate  that 
enough  organic  iodine  is  absorbed  through  the 
vaginal  membrane  to  significantly  alter  the 
P.B.I.  of  serum. 

Serum  P.B.I.  determinations  were  made  in 
paired  samples  of  blood  drawn  before  and  after 
treatment.  The  before  treatment  specimen  was 
obtained  within  16  hours  prior  to  vaginal  in- 


sertion of  one  or  in  most  cases  two  tablets  of 
Floraquin  each  containing  100  ml.  Di-iodoquin. 
The  after  treatment  specimen  was  drawn  within 
12  hours  following  the  last  insertion.  In  a few 
instances  additional  later  specimens  were  ob- 
tained in  an  effort  to  ascertain  the  “decay  time” 
of  the  artifactual  values. 

In  a total  of  23  paired  serum  analyses  an 
artifactual  increment  was  found  without  a single 
exception.  Sera  from  16  euthyroid  subjects  and 
from  7 hypothyroid  patients  showed  essentially 
the  same  increment  with  a mean  value  of  2.2 
mcgms.,  a maximum  of  6.3  mcgms.  and  a 
minimum  of  0.6  mcgms. 

The  largest  increase  occurred  in  the  case 
of  a patient  who  began  treatment  the  day 
following  conization  of  the  cervix.  One  of  the 
two  smallest  increases  occurred  in  a patient 
who  had  been  taking  “Thyrar”,  one-half  grain, 
daily  for  many  months  prior  to  the  first  blood 
sampling. 

The  data  indicate  that  duration  of  treatment 
may  not  be  significant  in  respect  to  the  size 
of  the  increment:  a single  two  tablet  dose 
may  yield  a rise  in  P.B.I.  nearly  as  large  as  that 
found  after  fourteen  consecutive  days  of  treat- 
ment. From  scanty  data  available  in  3 subjects 
whose  sera  were  analyzed  serially  it  appears 
that  significant  traces  of  artifactual  increment 
may  persist  for  at  least  one  week  after  cessa- 
tion of  treatment.  In  one  case  serum  P.B.I.  had 
dropped  to  pre-treatment  level  after  10  days. 

The  real  significance  of  the  artifactual  values 
caused  by  vaginal  absorption  of  di-iodoquin  be- 
comes apparent  in  the  following  observations: 

1.  In  8 of  the  16  euthyroid  subjects  the  arti- 
factual increment  pushed  normal  P.B.I.  values 
into  the  zone  of  suspect  or  probable  hyper- 
thyroidism, 8.2  to  11.0  mcgms. 

2.  In  6 of  the  7 hypothyroid  patients  whose 
original  P.B.I.  values  fell  within  the  range  of 
0.6  to  3.5  mcgms.,  the  increment  resulted  in 
pushing  the  P.B.I.  values  into  the  zone  of 
normal.  One  frankly  myxedematous  patient  with 
an  original  P.B.I.  of  1.0  mcgms.  ended  up  with 
a P.B.I.  of  4.7  mcgms.  after  one  week  of  nightly 
insertion  of  2 Floraquin  tablets. 

It  would  seem  obvious  that  the  small  arti- 
factual values  are  more  likely  to  be  confounding 
than  the  artifacts  whose  magnitude  immediately 
jumps  to  the  least  discerning  eye. 

The  author  gratefully  acknowledges  the  generous  cooperation 
of  G.  D.  Searle  and  Co.  in  supplying  Floraquin  tablets  and 
funds  to  pay  for  the  serum  P.B.I.  analyses,  all  of  which  were 
made  by  the  Bio-Science  Laboratories,  Los  Angeles. 
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TABULATED  DATA 


Floraquin  intravaginally 

Serum  P.B.I. 

mcgms.  per  ml. 

Patient 

Tabs,  inserted  daily 

No.  of  days 

Before 

After 

Increment 

EUTHYROID 

PATIENTS: 

V.  K 

2 

3 

6.1 

6.7 

0.6 

M.  P 

2 

1 

5.5 

6.3 

0.8 

M.  P.  (later  study)  

2 

1 

5.3 

6.5 

1.2 

C.  D 

2 

8 

5.9 

7.0 

1.1 

L.  B 

2 

3 

6.2 

7.5 

1.3 

W.  W 

2 

1 

6.6 

8.5 

1.9 

6.8  p 

10  days 

6.8  p 

20  days 

L.  H 

2 

5 

6.3 

8.3 

2.0 

A.  G 

I 

14 

4.2 

6.3 

2.1 

M.  S 

1 

10 

5.0 

7.2 

2.2 

D.  P 

1 

10 

6.0 

8.3 

2.3 

J.  C 

2 

5 

5.4 

7.9 

2.5 

H.  T 

2 

7 

7.8 

11.0 

3.2 

D.  C 

2 

8 

4.7 

8.2 

3.5 

D.  L 

I 

10 

6.1 

9.7 

3.6 

I.  R 

1 

5 

4.8 

9.0 

4.2 

5.8  p 

10  days 

4.6  p 

5 mos. 

V.  L 

2 

10 

4.7 

11.0 

6.3 

HYPOTHYROID 

PATIENTS: 

M.  C 

2 

2 

3.5 

4.1 

0.6 

A.  C 

2 

9 

0.6 

1.7 

1.1 

E.  P 

2 

3 

3.4 

4.8 

1.4 

K.  W 

2 

1 

3.4 

5.1 

1.7 

W.  W 

2 

5 

3.2 

5.4 

2.2 

P.  B 

2 

4 

3.4 

5.8 

2.4 

A.  W 

2 

7 

1.0 

4.7 

3.7 

3.3  p 

9 days 

2.6  p 

13  days 
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PAINFUL  SHOULDER 

By  S.  Kent  Conner,  M.D. 
Phoenix,  Arizona 


K 

HOULDER  pain  is  one  of  the  most  common 
complaints  and  often  its  etiology  is  difficult  to 
determine.  The  painful  shoulder  may  not  be 
due  to  intrinsic  lesions  of  the  shoulder  itself; 
the  etiology  may  be  located  in  the  cervical 
region,  thoracic  region  or  abdominal  region. 
This  paper  will  deal  with  the  more  common 
causes  of  shoulder  pain. 

The  pertinent  facts  of  the  history  should  in- 
clude the  following:  (1)  PREDISPOSING 

FACTORS  such  as  trauma,  occupation,  ex- 
posure, and  illness;  (2)  NATURE  OF  ONSET  - 
gradual  or  acute;  (3)  DURATION  of  previous 
attacks;  (4)  LOCATION  — is  it  limited  to  the 
shoulder  with  marked  tenderness?  Is  it  associ- 
ated with  neck  stiffness  and  pain?  Is  it  radiated 
to  other  locations?  Is  the  hand  involved?  (5) 
MOTION  — Is  there  limitation  of  arm  move- 
ment? Is  the  pain  aggravated  by  motion  of  the 
shoulder  or  cervical  spine?  Is  it  associated  with 
other  peripheral  joint  involvement?  At  this  point 
it  is  well  to  remember  a few  generally  accepted 
statistics  — (1)  Approximately  80%  of  all  painful 
shoulders  are  due  to  tendinitis  with  or  without 
bursitis;  (2)  Arthritis  of  the  shoulder  joint  alone 
probably  does  not  exceed  5%  of  all  cases  of 
shoulder  pain;  (3)  Fibromyositis  probably  ac- 
counts for  8%;  (4)  Approximately  10%  of  painful 
shoulders  is  accounted  for  by  acute  traumatic 
lesions,  such  as  soft  tissue  contusions,  sprains, 
ruptured  tendons  and  skeletal  derangements 
such  as  fractures  and  dislocations. 

Examination  is  best  performed  with  the  pa- 
tient stripped  to  the  waist  and  seated  on  a 
stool.  INSPECTION  of  both  shoulders  for  any 
asymmetry  due  to  muscular  atrophy  or  swelling 
should  be  made.  PALPATION  should  be  for 
tenderness  over  the  head  of  the  humerus,  muscu- 
lar tenderness  of  the  shoulder  girdle  and  of  the 
cervical  region  and  acromioclavicular  and  ster- 
noclavicular joints,  the  hand  and  the  scalenus 
muscles.  MOTION  should  be  evaluated  first  by 
the  patient  actively  attempting  to  raise  the  hands 
above  his  head,  then  placing  his  forearm  hori- 
zontally behind  his  back.  Passive  motion  by  the 
examiner  should  then  be  attempted.  At  this 
point  it  is  well  to  remember  that  the  sum  of 
the  shoulder  motion  is  due  to  the  simultaneous 


participation  of  the  scapular  humeral,  scapular 
thoracic,  acromioclavicular  and  sternoclavicular 
articulations.  Is  there  limitation  of  extension, 
flexion,  rotation  and  lateral  flexion  of  the  cer- 
vical spine?  It  is  most  helpful  if  one  is  ac- 
quainted with  the  anatomy  of  the  shoulder 
girdle,  as  well  as  the  cervical  region.  The  rotary 
muscular  tendinous  cuff  is  formed  by  the  con- 
joined tendons  of  the  supraspinatus,  infraspin- 
atus, teres  minor  and  subscapularis  muscles 
being  responsible  for  the  rotation  of  the  humerus 
and  the  setting  of  the  head  of  the  humerus  in 
the  glenoid  cavity  for  abduction  by  the  deltoid. 
Degeneration  in  this  conjoined  tendon  is  fre- 
quent, and  with  elevation  of  the  arm  friction 
is  produced  in  the  rotary  cuff  as  it  slides 
under  the  acromium  process  and  adjoining  liga- 
ments. Attrition,  due  to  the  upright  position  of 
man,  is  the  usual  primary  cause  of  muscular 
tenderness  and  degeneration  in  this  area,  and 
other  forms  of  trauma  may  be  responsible  in 
some  cases. 

Table  I presents  a simplified  classification  of 
etiological  causes  of  painful  shoulder.  Such  a 
classification  is  difficult,  usually  unsatisfactory, 
and  often  incomplete.  The  most  frequent  and 
important  causes  of  painful  shoulder  will  be 
discussed  separately  at  this  time,  as  to  diagnosis 
and  treatment.  The  pathological  findings  in  the 
various  tissues  will  be  dispensed  with  in  this 
paper. 

I.  TENDINITIS  OF  THE  SHOULDER, 
MORE  COMMONLY  KNOWN  AS  BURSITIS. 
Tendinitis  may  involve  one  tendon  or  it  may 
be  multiple,  and  usually  involves  the  tendon 
of  the  supraspinatus  muscle.  As  previously 
noted,  there  is  usually  a focal  degeneration  of 
the  tendon  fibers  which  may  be  associated  with 
rupture  of  some  of  these  fibers  and  calcific 
deposits.  This  may  produce  an  inflammatory 
reaction  of  the  subacromial  bursa  and  expulsion 
of  the  degenerated  material  into  the  bursa, 
where  it  may  be  absorbed  in  a matter  of  hours 
or  produce  intrabursal  adhesions,  resulting  in 
limitation  of  motion.  The  cause  may  be  con- 
sidered to  be  trauma,  whether  due  to  postural 
strain,  overuse,  partial  rupture  of  the  musculo- 
tendinous cuff,  direct  injury,  prolonged  im- 
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TABLE  I 

Etiological  Classification 

ARTICULAR:  (Shoulder  or  Cervical  Spine) 

1.  Traumatic  (Fractures,  dislocations,  disc 
rupture,  sprains,  occupational,  whip-lash, 
radiculitis). 

2.  Infectious  (Specific). 

3.  Arthritis  (Rheumatoid,  degenerative,  trau- 
matic, infectious). 

4.  Collagen  Diseases  (Lupus  erythematosus, 
scleroderma,  dermatomyositis). 

5.  Neuropathic  (Diabetic,  Charcot’s). 

6.  Neoplastic  (Osseous,  primary,  metastatic). 

NON-ARTICULAR:  (Shoulder  and  cervical  soft 

tissue  — inflammation,  degeneration,  trauma, 

congenital  anomalies,  postural,  occupational, 

neurological,  vascular). 

1.  Tendinitis  (Degenerative,  traumatic,  oc- 
cupational and  others)  and/or  Bursitis  (In- 
flammatory). 

2.  Periarthritis  (Frozen  shoulder). 

3.  Shoulder-Hand  Syndrome  (Reflex,  neuro- 
vascular, dystrophy,  viscerogenic  — thoracic 
and  abdominal). 

4.  Scalenus  Anticus  Syndrome  and  Cervical 
Rib  (Hypertrophy  and  congenital  ano- 
malies). 

5.  Fibromyopathies  (Myalgias,  capsulitis,  trau- 
matic, collagen  diseases). 

6.  Vascular  (Arterial,  venous,  lymphatic  — 
obliterative,  traumatic,  inflammatory,  sur- 
gical). 

7.  Neurological  (Radiculitis,  neuritis,  neo- 
plastic, infectious,  syringomyelia,  and 
others). 

8.  Neoplastic  (Primary,  metastatic,  lymph- 
omas). 

PSYCHOGENIC: 


mobilization,  or  repeated  irritation  due  to  pres- 
sure of  the  rotary  cuff  against  the  coraco- 
acromial  ligaments  and  the  acromion  process. 
In  this  condition  diagnosis  is  relatively  easy  as 
there  is  usually  acute  pain  involving  the  point 
of  the  shoulder,  with  point  tenderness  over  the 
involved  tendon,  which  is  usually  over  the 
greater  tuberosity  below  the  acromial  process. 
This  is  associated  with  marked  limitation  of 
rotation  and  abduction  of  the  humerus.  On 
occasion  pain  may  be  radiated  into  the  arm, 
usually  near  the  insertion  of  the  deltoid,  and 
occasionally  in  the  fingertips.  The  patient  may 


also  experience  pain  radiation  into  the  cervical 
region  of  the  involved  side,  associated  with 
muscular  spasm  due  to  the  tendency  to  hold 
the  arm  in  the  least  painful  position.  The  diag- 
nosis may  be  aided  by  fluoroscopic  or  x-ray 
examination  of  the  shoulder  girdle.  Only  ap- 
proximately 50%  of  the  cases  of  acute  tendinitis 
and  bursitis  reveal  x-ray  evidence  of  calcifica- 
tion. Calcification  may  occasionally  be  present 
in  these  tendons  without  any  particular  symp- 
toms. 

The  first  aim  of  therapy  in  this  condition  is 
the  relief  of  pain  for  the  patient’s  comfort,  as 
well  as  the  mobilization  of  the  shoulder  joint 
to  prevent  permanent  limitation  of  motion  by 
adhesions  and  occasionally  associated  periar- 
ticular arthritis.  This  may  be  accomplished  most 
rapidly  by  procaine  injections  into  the  area  of 
point  tenderness.  In  the  absence  of  calcification 
this  is  an  important  diagnostic  aid,  as  acute  pain 
is  relieved  almost  immediately  and  the  shoulder 
motion  is  increased.  At  the  same  time,  the  im- 
portant problem  is  to  relieve  the  inflammation 
of  the  tendon,  bursa,  and  other  periarticular 
tissues  if  it  be  present. 

While  the  majority  of  these  cases  will  recover 
by  conservative  therapy  of  mild  pain-relieving 
drugs  and  physiotherapy  (consisting  of  heat, 
passive  and  graduated  active  exercises),  this 
form  of  treatment  alone  usually  takes  several 
days  and  frequently  prolonged  periods  of  con- 
valescence. I find  that  combining  this  form  of 
therapy  with  procaine  infiltration  of  the  bursa 
and  tendon,  and  the  injection  of  hydrocortisone 
acetate,  one  or  two  cc  (25-50  mgm),  in  the  same 
area  usually  gives  relief  within  fifteen  to  thirty- 
six  hours.  It  is  necessary  to  give  this  form  of 
injection  usually  on  one  to  four  occasions,  every 
other  or  every  third  day.  In  approximately  90% 
of  the  cases  this  will  give  the  most  prompt  and 
complete  relief  in  the  shortest  period  of  time, 
thereby  reducing  the  hazard  of  prolonged,  con- 
tinuous, and  increasing  inflammation  which  may 
eventually  limit  joint  motion.  It  may  be  pre- 
sumed that  the  infiltration  of  procaine  and  hy- 
drocortisone also  possibly  hastens  rupture  of  the 
necrotic  material  into  the  bursa,  aiding  more 
rapid  absorption  of  the  degenerated  and  calci- 
fied products. 

The  second  choice  of  treatment  is  Butazolidin, 
200  mgm  t.i.d.,  p.c.,  for  five  to  ten  days  in 
conjunction  with  the  previously  mentioned  con- 
servative program.  It  will  give  relief  in  approxi- 
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mately  70%  to  80%  within  two  to  seven  days. 
In  patients  where  there  are  contraindications 
to  the  use  of  this  drug,  it  should  be  avoided. 

Roentgen  therapy  will  give  adequate  relief 
in  approximately  60%;  however,  this  is  slower 
and  usually  more  expensive. 

With  these  three  forms  of  therapy  practically 
all  these  patients  will  obtain  adequate  results. 
The  calcifications  usually  disappear  in  weeks 
with  either  therapy.  Decompression  by  needle 
or  surgical  intervention  is  seldom  necessary.  It 
may  be  possible  on  occasions  to  remove  some 
of  the  calcific  deposit  while  infiltrating  procaine 
preceding  hydrocortisone  acetate  injections. 

II.  PERIARTHRITIS  of  the  shoulder  is 
characterized  by  stiffness,  limitation  of  motion, 
and  pain  at  rest,  which  is  aggravated  by  at- 
tempted motion.  This  is  due  to  periarticular 
fibrosis  mainly  involving  the  capsule  of  the 
joint,  and  may  be  caused  by  any  of  the  factors 
which  produce  shoulder  pain.  Coventry  believes 
that  for  this  condition  three  factors  must  be 
present;  (1)  The  periarthritis  personality  must 
be  present;  (2)  Disuse;  (3)  Pain  of  any  sort,  even 
including  viscerogenic  reflex  pain.  The  involve- 
ment and  disability  may  vary  from  slight  limi- 
tation of  motion  with  minor  pain,  which  usually 
occurs  early,  to  severe  pain  and  limitation  with 
the  so-called  “frozen  shoulder.”  This  pain  may 
be  referred  into  the  arm,  forearm  and  hand, 
with  associated  stiffness  and  contractures,  as 
well  as  being  referred  into  the  cervical  region. 
This  may  be  associated  with  swelling  of  the 
hand  and  forearm,  and  limitation  of  motion  of 
the  fingers  which  also  become  tender  and  pain- 
ful. Therapy  in  this  condition  is  usually  other 
than  satisfactory,  due  mainly  to  the  fact  that 
it  is  not  recognized  until  the  later  stages  of  its 
progress;  therefore,  early  recognition  and  pre- 
vention of  immobilization  in  certain  individuals 
is  the  secret  of  successful  therapy.  Treatment 
should  be  directed  toward  relief  of  the  pain  and 
early  mobilization,  prevention  of  original  disuse, 
associated  with  physiotherapy  consisting  mainly 
of  deep  heat,  massage,  stretching,  passive  and 
active  exercises.  Hormonal  therapy  in  this  con- 
dition will  be  discussed  under  Shoulder-Hand 
Syndrome. 

HI.  TRAUMATIC  LESIONS,  fractures,  dis- 
locations, ruptured  tendons,  direct  contusions 
and  sprains,  both  of  the  shoulder  and  cervical 
spine,  will  not  be  discussed.  Ruptured  disc  or 
cervical  arthritis  may  produce  radiculitis  of  the 


brachial  plexus  with  radiation  into  the  shoulder, 
arm,  forearm  and  hand.  This  can  usually  be 
diagnosed  from  the  history,  physical  examina- 
tion and  roentgenographic  inspection  of  the 
cervical  spine.  Occasionally  there  will  be  motor 
involvement  with  atrophy  and  weakness  of 
muscles  involving  the  shoulder  girdle  and  upper 
extremities.  There  may  be  other  evidence  of 
nerve  root  involvement,  as  shown  by  paresthesia, 
anesthesia,  etc. 

Worthy  of  discussion  is  the  so-called  “whip- 
lash” injury  of  the  neck.  This  is  usually  the 
result  of  a sudden  snapping  hyperextension  fol- 
lowed by  flexion  of  the  cervical  spine,  most 
commonly  occurring  when  a car  in  which  the 
patient  is  riding  is  struck  from  behind.  The 
majority  of  this  type  of  injury  are  followed  by 
pain  and  stiffness,  with  limitation  of  motion 
of  the  cervical  spine  associated  with  muscular 
spasm  and  tenderness  of  the  cervical  region, 
usually  being  aggravated  by  hyperextension, 
flexion,  rotation,  or  pressure  on  the  top  of  the 
head.  This  is  usually  relieved  by  cervical  trac- 
tion, deep  heat  and  massage.  It  may  be  neces- 
sary to  repeat  this  on  several  occasions.  It  is 
always  advisable  to  precede  any  treatment  of 
these  cases  by  x-ray  of  the  cervical  spine,  which 
frequently  will  reveal  loss  of  the  normal  lordotic 
curve.  Most  cases  of  this  type  are  found  in 
individuals  past  the  age  of  forty  and  usually 
there  will  be  evidence  of  marginal  osteophyte 
formation  which  may  reveal  definite  evidence 
of  encroachment  as  well  as  narrowing  of  one 
or  more  of  the  intervertebral  discs,  which  is 
usually  indicative  of  previous  degenerative  dis- 
ease or  injury  and  may  prolong  the  period  of 
recovery.  Surgical  intervention  is  seldom  neces- 
sary in  patients  adequately  treated  with  traction, 
heat,  massage,  and  from  a postural  standpoint. 

IV.  SCALENUS  ANTICUS  SYNDROME 
AND  CERVICAL  RIB.  This  condition  is  pro- 
duced by  pressure  and  irritation  of  the  brachial 
plexus  and  compression  at  the  subclavian  artery, 
usually  involving  the  nerves  of  the  lower  portion 
of  the  brachial  plexus.  The  scalenus  anticus 
muscle  is  enervated  by  the  brachial  plexus 
itself  and  this  may  produce  a secondary  spasm 
of  the  scalenus  anticus  muscle,  thereby  adding 
further  pressure  and  irritation.  The  onset  of 
this  condition  is  usually  in  the  fourth  decade 
when  the  shoulder  girdle  has  become  lower, 
stretching  the  brachial  plexus  or  subclavian 
artery  over  a cervical  rib  or  the  first  thoracic 
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rib.  The  scalenus  anticus  muscle  may  become 
hypertrophied  or  may  be  injured  by  trauma; 
there  may  be  a high  fixation  of  the  ribs  to 
the  sternum,  or  a low  origin  of  the  brachial 
plexus.  There  may  be  other  lesions  of  the  cervical 
spine,  neoplastic  or  infectious  in  nature.  In  some 
instances  pain  of  the  shoulder  joint  may  produce 
spasm  of  the  scalenus  anticus  muscle  with  the 
resultant  syndrome.  Subjectively  the  patient 
complains  of  mild  to  excruciating  pain,  tingling, 
numbness,  and  occasionally  coldness  which  may 
extend  from  the  cervical,  scapular  or  pectoral 
regions  down  the  entire  arm,  usually  being  more 
pronounced  along  the  ulnar  nerve  distribution. 
In  many  instances  this  may  resemble  the  pain 
of  angina.  It  may  be  described  as  a tired,  heavy, 
dragging,  weak  sensation  in  the  involved  ex- 
tremity. Objectively  there  is  usually  tenderness 
over  the  lower  portion  of  the  scalenus  anticus 
muscle  just  above  the  clavicle.  There  may  be 
anesthesia,  paresthesia,  and  occasionally  hyper- 
esthesia. The  involved  extremity  may  be  cold; 
there  may  be  discoloration,  evidence  of  skin 
atrophy  and  absence  of  the  radial  pulse,  par- 
ticularly when  the  head  is  rotated  to  the  opposite 
side.  Shoulder  motion  is  usually  unimpaired.  The 
important  diagnostic  features  are  aggravation 
of  the  symptoms  by  pressure  over  the  lower 
portion  of  the  scalenus  anticus  muscle,  certain 
activities  or  downward  stretching  of  the  arm, 
turning  of  the  head  to  the  opposite  side,  and 
there  is  occasional  relief  by  elevation  of  the 
shoulder. 

Therapy  in  this  condition  depends  entirely 
upon  the  severity  of  the  symptoms.  Where  the 
symptoms  are  mild  or  recurrent  in  nature,  they 
may  be  treated  conservatively  with  correction 
of  postural  defects,  and  sleeping  habits;  eleva- 
tion of  the  arm,  and  avoiding  activities  that 
precipitate  these  attacks.  In  the  more  persistent, 
disabling,  painful  scalenus  anticus  syndromes 
procaine  injection  of  the  scalenus  anticus  muscle 
may  give  temporary  relief;  also,  sleeping  with 
the  arm  in  certain  positions;  physiotherapy  to 
strengthen  the  trapezius  muscles  as  an  aid  in 
producing  better  elevation  of  the  shoulder  and 
the  section  of  the  scalenus  muscle  at  its  inser- 
tion next  to  the  first  rib.  In  those  cases  where 
a cervical  rib  is  present,  the  rib  should  be  re- 
moved surgically,  as  well  as  division  of  the 
scalenus  anticus  muscle.  In  this  condition  the 
sedimentation  rate  is  usually  normal.  Other  con- 
ditions that  may  produce  brachial  plexus  ir- 


ritation with  symptoms  of  the  scalenus  anticus 
syndrome  should  be  corrected.  X-rays  of  the 
cervical  spine,  shoulder  girdle  and  chest  are 
important  diagnostically,  particularly  in  deter- 
mining the  presence  of  cervical  rib  and  other 
lesions  which  may  cause  brachial  plexus  ir- 
ritation. 

V.  THE  SHOULDER-HAND  SYNDROME 
OR  POSSIRLY  SYMPATHETIC  AND  SPINAL 
REELEX  DSYTROPHY.  This  condition  may 
occur  without  any  apparent  cause  but  the  ma- 
jority of  eases  are  noted  following  myocardial 
infarction,  cerebrovascular  accident  with  hemi- 
plegia, immobilization  of  the  - arm  as  a result 
of  injury  or  fracture,  or  degenerative  changes 
of  the  cervical  spine  with  encroachment  of  the 
foramen.  Apparently  disuse  is  an  important  fac- 
tor. It  may  be  bilateral  but  is  usually  unilateral, 
and  apparently  there  is  a close  relationship 
between  this  and  periathritis  of  the  shoulder. 
Symptoms  usually  begin  as  painful  disability  of 
the  shoulder,  either  gradual  or  acute,  develop- 
ing over  a few  hours  to  several  weeks.  This  is 
soon  followed  by  generalized  swelling  and  stiff- 
ness of  the  fingers  and  hand,  and  at  times  the 
hand  may  be  involved  first.  Over  a period  of 
a few  months  there  is  gradual  relief  of  shoulder 
pain,  as  well  as  decreased  swelling  of  the  fingers 
and  hand,  but  flexion  deformities  and  stiffness 
of  the  fingers  usually  remain  and  become  more 
pronounced.  This  may  be  accompanied  or  fol- 
lowed by  atrophic  changes  of  the  skin  and 
osteoporosis  of  the  bones  of  the  wrist,  fingers 
and  head  of  the  humerus.  The  resulting  stiffness 
and  contractures  of  the  fingers  usually  remain 
indefinitely.  Associated  with  these  changes  are 
other  vasomotor  disturbances,  sweating,  temper- 
ature changes,  and  occasionally  changes  of  color. 
Important  therapeutic  success  results  from  keep- 
ing constantly  in  mind  the  possibility  of  this 
condition  following  certain  illnesses  and  injuries. 
The  earlier  treatment  is  instituted,  the  better 
the  results  obtained.  Conservatively  this  consists 
mainly  of  physiotherapy,  (massage  and  heat), 
and  prevention  or  relief  of  the  exciting  cause. 
Probably  one  of  the  most  important  measures 
to  use  in  this  condition  is  repeated  stellate 
ganglion  blocks,  which  theoretically  should  in- 
terrupt the  sympathetic  reflex  influence;  and 
early  institution  of  steroid  therapy,  particularly 
prednisone  and  prednisolone,  and  local  infiltra- 
tion of  hydrocortisone.  Often  relief  is  of  short 
duration  or  none  at  all.  There  is  no  completely 
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satisfactory  therapy  in  this  condition  and  con- 
traindications to  steroid  therapy  should  be  kept 
in  mind. 

VI.  ARTHRITIS.  As  arthritic  involvement  of 
the  shoulder  alone  occurs  in  probably  less  than 
5%  of  the  cases  of  painful  shoulder,  this  does 
not  become  a very  difficult  problem.  If  there 
is  general  involvement  of  other  peripheral  joints 
with  rheumatoid  arthritis  or  degenerative  ar- 
thritis, the  etiological  cause  is  more  simplified. 
Here  x-ray  findings,  as  well  as  laboratory,  are 
often  helpful.  Traumatic  or  infectious  arthritis 
may  also  be  included,  as  well  as  neuropathic 
forms  due  to  conditions  such  as  diabetes  and 
Charcot’s  disease  of  the  joints.  Cervical  spondy- 
litis, whether  traumatic,  degenerative,  rheuma- 
toid or  infectious,  is  usually  apparent  by  the 


distribution  of  pain,  x-ray  findings  of  the  cervical 
spine,  laboratory  examinations,  and  lack  of 
shoulder  findings  on  physical  examination. 

VII.  MISCELLANEOUS  CAUSES  OF 
SHOULDER  PAIN.  These  consist  of  fibro- 
myopathies,  neoplasms,  collagen  diseases  other 
than  rheumatoid  arthritis,  neuritis,  syringo- 
myelia, herpes  zoster,  vascular  lesions,  and 
surgical  procedures.  These  will  not  be  discussed; 
the  majority  of  these  become  self  evident  with 
adequate  history,  physical  examination,  roent- 
genographic  studies,  and  laboratory  procedures. 

SUMMARY;  The  most  common  and  difficult 
causes  of  shoulder  pain  have  been  discussed, 
and  therapy  of  each  has  been  outlined.  While 
this  discussion  is  far  from  complete,  it  does 
cover  the  most  common  problems  encountered. 
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RATIONALE  FOR  VASOCONSTRICTIVE  THERAPY 
OF  INFLAMMATORY  EDEMA* 

By  Wallace  Marshall,  M.D.,  A.  William  Kozelka,  Ph.D.,  M.D. 
and  Dominic  Kuljis,  M.D.,  Two  Rivers,  Wisconsin 
and  Nelson  Bonner,  M.D.,  Manitowoc,  Wis. 


The  PERSUAL  of  current  dermatologie 
literature  for  specifie  information  as  to  the  role 
of  edema  in  various  dermatologic  disorders 
reveals  a paucity  of  information  on  edema  which 
is  applicable  for  the  busy  physician.  Edema 
is  a commonly  concomitant  finding  which  ac- 
companies many  diseases,  both  of  the  skin  and 
of  other  tissues  and  organs. 

Edema  causes  the  omnipresent  swelling  in 
parenchymatous  tissue  whieh  is  produced  by  the 
process  of  inflammation.  Edema  (1)  is  defined 
as  an  “excessive  accumulation  of  fluid  in  the 
tissue  spaces;  due  to  disturbances  in  the  mecha- 
nisms of  fluid  exchange.  There  may  be  a de- 
crease in  osmotic  pressure  of  the  plasma  from 
reduction  in  protein  coneentration,  increased 
hydrostatic  pressure  in  the  eapillaries  due  to 
cardiac  failure,  increased  permeability  of  the 
capillary  walls  from  injury  or  inflammation,  or 
there  may  be  obstruction  of  the  lymph  chan- 
nels.” 

The  significance  of  edema  in  disease  has 
been  of  prime  importance  to  most  inquisitive 
physicians  since  the  first  description  of  Celsus. 

Edema  is  only  one  manifestation  for  the 
presence  of  inflammation.  Hence,  one  cannot 
exclude  the  fundamental  condition  of  inflam- 
mation when  the  highly  important  subject  of 
edema  is  to  be  considered.  Dible(2)  recorded 
that  “the  reaction  of  living  tissues  to  injury  is 
known  as  inflammation.”  Christopher(3)  wrote 
that  inflammation  is  the  most  fundamental  of 
all  pathologic  processes.  He  noted  that  “not 
only  is  the  surgeon  concerned  with  removing 
irritants  and  aiding  the  tissues  to  resist  their 
action,  but  he  produces  some  degree  of  in- 
flammation with  every  stroke  of  the  knife. 
Moreover,  inflammation  blends  so  impereeptibly 
with  the  process  of  repair  that  it  is  impossible 
to  say  in  any  given  ease  where  one  ceases  and 
the  other  begins.” 

Wounds  are  characterized  by  the  cardinal 
signs  of  inflammation  which  are  rubor  (redness) 
turgor  (edema  or  swelling),  calor  (heat),  dolor 
(pain  or  itching)  and  functio  laesa  (loss  of  func- 
tion). Some  pathologists  include  only  those  as- 

“Read  before  the  monthly  medical  staff  meeting,  Two  Rivers 
Municipal  Hospital,  May  8,  19.56. 


pects  of  local  change  which  are  exudative  in 
nature  when  considering  the  process  of  in- 
flammation(4). 

In  spite  of  being  obviously  important,  the 
subject  of  tissue  edema  has  not  received  much 
enlightening  information  in  the  literature  as 
to  its  exact  role  in  disease. 

The  authors  questioned  some  colleagues  about 
their  thoughts  as  to  the  significance  of  edema. 
Few  of  these  doetors  placed  much  stress  on  its 
presence.  The  mutual  thought  on  this  topic  was 
that  something  should  be  done  to  relieve  its 
pressure  if  it  produced  discomfort  to  the  patient 
or  if  it  interfered  with  normal  function. 

This  reaction  reminded  the  authors  of  the 
profession’s  attitude  to  the  presence  of  pus 
many  years  ago.  Pus  was  laudable  at  that  time. 
However,  the  passing  years  have  changed  the 
profession’s  attitude  to  “laudable  pus”  when 
its  real  significance  became  both  known  and 
understood. 

Karsner(5)  wrote;  “The  inflammatory  reaction 
is  principally  on  the  part  of  the  mesoblastic 
tissue.  Included  are  (a)  changes  in  the  blood 
vessels  and  blood  within  them,  and  (b)  prolifera- 
tion of  cells  of  the  supporting  connective  tissue. 
These  are  concerned  with  all  kinds  of  exuda- 
tive inflammation.  Parenchymal  cells  are  in- 
volved in  what  is  called  alternative  inflamma- 
tion, but  that  involves  degeneration  and  necrosis 
rather  than  proliferation.  The  blood  vascular 
reaction  begins  almost  immediately  after  injury. 
The  reaction  in  the  connective  tissue  is  delayed 
for  a short  time  but  may  be  observed  in  less 
than  a half  hour.  The  vascular  alterations  lead 
to  exudation.  Cells  of  the  exudate  and  some 
of  those  of  the  fixed  tissues  remove  debris 
and  bacteria;  they  cleanse  the  region.” 

However,  this  cleansing  action  through  exuda- 
tion, if  it  reaches  uneontrollable  proportions,  can 
create  a most  serious  situation  by  this  out- 
pouring of  blood  serum,  as  in  the  case  with 
extensive  burns.  Hence,  such  an  untoward  and 
unbridled  exudative  situation  can  very  well  lead 
to  a very  serious  and  severe  state  of  hypopro- 
teinemia(6). 

One  of  us  demonstrated  the  pathologic  action 
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which  trauma  is  (juite  capable  of  exerting  on 
parenchymatous  tissue.  The  mere  presence  of 
“locked-in”  blood  serum  might  be  capable  of 
releasing  leukotaxin  (Menkin)  which  is  capable 
of  attracting  a definite  fibroblastic  response(7). 
Such  a bodily  reaction  is  connected  definitely 
with  the  early  phase  of  tissue  healing.  How- 
ever, if  such  a response  becomes  marked  it 
can  initiate  a piling-up  of  fibroblasts.  Keloids 
or  hypertrophic  scars  may  well  be  the  end 
result. 

In  order  to  treat  such  unwarranted  tissue 
response,  Gathings(8)  employed  hyaluronidase 
and  Kutapressin.  This  investigator  reported  that 
“this  is  probably  the  best  method  for  treating 
keloids  and  hypertrophic  scars  with  the  aim 
of  causing  softening  and  resolution.” 

Recently,  it  has  been  demonstrated  that 
hyaluronidase  is  biologically  antagonistic  to  the 
bioflavinoids,  such  as  hesperidin(9)  and  quite 
possibly  the  concomitant  use  of  vitamin  C, 
which  definitely  exerts  a synergistic  action  with 
these  bioflavinoids. 

The  exudative  phase,  connected  with  the 
highly  important  phenomenon  of  inflammation, 
is  enhanced  definitely  through  vasodilatation. 
The  blood  vessels  in  tlie  affected  area  become 
dilated  and  hyperemia  is  produced.  Along  with 
vasodilatation  goes  increased  capillary  perme- 
ability and  a disturbed  osmotic  pressure  of  the 
walls  in  the  vascular  tree.  Hence,  an  outpouring 
of  fluid  results  in  the  parenchymatous  tissue. 
This  is  known  as  edema. 

Edema  is  the  principal  cause  for  tissue  swell- 
ing. Boyd(lO)  stated  that  “the  exudate  which 
collects  at  the  site  of  irritation  is  partly  de- 
rived from  the  blood  (hematogenous),  partly 
from  the  tissues  (histogenous).  The  various  forms 
of  leucocytes  of  the  blood  migrate  through  the 
vessel  walls;  the  blood  plasma  also  passes  out, 
and  gives  rise  to  the  formation  of  fibrin;  the 
wandering  cells  of  the  tissues  accumulate  at 
the  site  of  irritation.  These  three  constitute  the 
inflammatory  exudate.”  Boyd  states  also  that 
“the  amount  of  the  exudate  varies  greatly,  de- 
pending on  two  main  factors,  the  irritant  and 
the  site.  (1)  The  bite  of  a moscpiito  and  the 
sting  of  a nettle  are  examples  of  irritants  which 
cause  a marked  outpouring  of  fluid.  lu  a blister 
the  exudate  is  almost  serous  ...  (2)  The  more 
open  the  tissue,  the  greater  will  be  the  exudate. 
It  is  most  marked  in  serous  sacs  (pleurisy, 
peritonitis).  In  loose  cellular  tissues  the  fluid 


may  be  abundant  ...  In  such  dense  structures 
as  bone  the  amount  is  negligible”(ll). 

Boyd  gave  a poignant  relationship  of  inflam- 
matory changes  to  the  well-known  cardinal  signs 
of  inflammation(12).  He  related  that  “the  heat 
is  due  to  the  increased  amount  of  blood  flow- 
ing through  the  part.  The  redness  is  also  caused 
by  the  local  hyperemia.  The  swelling  is  to 
be  attributed  in  part  to  the  vascular  dilatation, 
but  much  more  to  the  accumulation  of  exudate 
in  the  tissues.  The  chief  constituent  of  the 
exudate  responsible  for  the  swelling  is  the 
lymph,  the  accumulation  of  which  leads  to 
inflammatory  edema  . . . The  pain  is  caused 
by  pressure  on  the  nerve  endings  . . . Loss  of 
function,  varying  in  degree  is  partly  due  to 
pain,  partly  due  to  destruction  of  tissue,”  and 
possibly,  we  might  add,  because  of  the  infiltra- 
tion of  tissue  by  the  edema  which  invades  the 
injured  areas. 

According  to  Moore(13)  the  causes  for  shock 
are  due  to  capillary  injury  and  increased  cap- 
illary and  cellular  permeability,  which  produce 
marked  changes  in  fluid  and  electrolytic  eco- 
nomies of  the  body.  Moore(14),  in  discussing 
the  pathologic  alterations  in  effective  filtering 
pressure,  states  that  “normally  the  outflow  and 
the  inflow  from  the  vessels  are  delicately  bal- 
anced, but  under  pathological  conditions  the 
outflow  may  greatly  exceed  the  inflow,  and 
fluid  may  accumulate  in  the  tissues  — a con- 
dition designated  as  ‘edema’.  Thus  if  the  gradient 
of  pressure  is  shifted  toward  the  venous  side 
by  arteriolar  dilatation,  as  in  local  or  general 
increase  of  temperature  and  inflammation, 
greater  amount  of  fluid  will  promote  the  move- 
ment of  fluid  from  blood  to  tissue.  Generalized 
edema  or  an  anasarca  is  usually  more  con- 
spicuous in  the  lower  extremities,  where  the 
hydrostatic  pressure  of  the  long  column  of 
blood  is  effective.” 

It  appears  obvious  that  the  production  of 
tissue  swelling  is  the  result  of  edema  forma- 
tion. Edema  is  but  a part  of  any  viable  tissue’s 
reaction  to  injury.  If  this  formation  becomes 
excessive,  many  substances  wholly  important 
to  the  body’s  economy  can  become  lost.  Vital 
protein  substances  and  electrolytes  are  excreted 
in  the  bandages  which  cover  such  wounds.  Any 
clinician  has  only  to  remember  such  marked 
losses  which  arise  in  connection  with  extensive 
burns.  If  allowed  to  persist  for  some  time,  and 
if  these  precious  substances  and  fluids  are  not 
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replaced  rapidly,  shock  can  be  expected.  Hence, 
transfusions  are  employed  to  replace  such  losses. 
Pressure  bandages  are  used  to  stop  or  at  least 
control  the  loss  of  these  life-sustaining  ma- 
terials. 

Therefore,  it  is  mandatory  that  each  clinician 
employ  every  therapeutic  means  to  conserve 
those  important  elements  which  are  found  in 
the  exudative  outpouring  as  the  result  of  burns, 
disease,  or  other  aspects  due  to  trauma. 

This  subject  is  too  comprehensive  to  review 
all  the  conditions  where  such  massive  loss  of 
tissue  fluids  exist. 

This  subject  of  edema  formation  and  its 
extravasation  from  the  body’s  economy  has  been 
a problem  which  has  intrigued  the  writers  for 
many  years.  Perhaps  this  conservation  of 
edematous  exudate  with  vasoconstrictive  means 
is  the  reason  why  Sano  and  Smith(15)  studied 
the  effect  of  lowered  temperature  upon  fibro- 
blasts which  were  grown  in  vitro.  These  in- 
vestigators found  that  temperatures  between  5 
and  10  degrees  Centigrade  were  bacteriostatic. 
Furthermore,  these  observers  discovered  that 
temperature  of  20  to  25  degrees  Centigrade  were 
adequate  for  wound  healing  in  the  deeper  tissues 
where  connective  tissue  repair  was  taking  place. 
It  has  been  known  generally  for  many  years  that 
cold  causes  a narrowing  of  the  apertures  in 
blood  vessels.  Vasoconstriction,  through  the  ap- 
plication of  cold  as  with  the  use  of  ice  packs 
slows  the  circulation  around  a healing  wound. 
Thus,  the  products  of  metabolism  remain  in 
close  contact  with  the  cells  for  a longer  time 
than  they  could  if  the  blood  stream  became 
accelerated. 

It  is  known  that  the  use  of  a firm  compres- 
sion bandage  produces  some  vasoconstriction. 
This  same  vasoconstriction  effect  can  be  pro- 
duced at  least  partially  through  the  use  of 
tension  sutures  which  compress  the  gauze  dress- 
ing of  wounds.  We  have  had  plenty  of  oppor- 
tunities to  test  this  belief,  and  we  have  ob- 
served both  the  better  conservation  of  tissue 
fluid  coupled  with  a more  rapid  healing  rate 
of  such  surgical  wounds.  Furthermore,  the 
chance  for  the  formation  of  hypertrophic  scars 
and  keloids  appears  to  be  lessened  markedly  if 
the  above  measures  are  employed. 

As  has  been  stated  heretofore,  severe  burns 
are  notorious  for  producing  marked  losses  of 
precious  tissue  fluids  through  overproduction 
and  loss  of  edematous  fluids.  To  put  our  hypo- 


thesis to  a test,  and  in  order  to  determine  if 
vasoconstriction  of  a burned  area  can  enhance 
the  healing  process,  we  compared  vasocon- 
stricted  burns  with  those  cases  who  were  not 
given  vasoconstrictive  measures(16).  It  was 
found  that  the  excessive  formation  of  tissue 
edema  distinguished  second  degree  from  first 
degree  burns.  We  thought  that  second  degree 
burns  could  be  converted  into  first  degree  burns 
by  inhibiting  this  serous  exudate.  And  so  a small 
series  of  cases  with  second  degree  burns  were 
treated  with  a sulfathazole-allantoin  ointment 
with  compression  bandages.  The  average  heal- 
ing time  was  34  days  per  case.  Then  a similar 
series  of  cases  with  second  degree  burns  were 
treated  in  like  fashion.  However,  beforehand, 
each  case  was  given  a non-toxic  injectable 
material*  subcutataneously  to  vasoconstrict  the 
burned  areas.  It  was  found  that  when 
vasoconstriction,  ointment,  and  compression 
bandaging  were  employed,  these  burns  healed 
nearly  five  times  as  fast  as  when  this  vaso- 
constricting  agent  was  not  used.  Therefore,  it 
seemed  possible  to  convert  second  degree  burns 
into  first  degree  burns  and  thus  lessen  the 
average  healing  time  for  these  burned  areas. 

We  felt  that  the  trauma  connected  with  child 
birth  produces  marked  edema  in  the  post-gravid 
uterus.  Hence,  post-partum  lochia  could  be 
considered  as  a special  form  of  exudation.  It 
was  our  desire  to  determine  if  vasoconstrictive 
measures  in  these  post-partum  patients  would 
control  the  lochial  discharge(I7).  It  was  found 
that  Kutapressin,  a new  non-toxic  selective  vaso- 
constrictor, was  successfully  used  in  68  con- 
secutive post-partum  cases  to  suppress  lochial 
discharges.  By  the  sixth  post-partum  day,  the 
lochial  discharges  were  eliminated.  Furthermore, 
uterine  involution  appeared  to  keep  pace  with 
lochial  control  under  this  therapy,  while  those 
patients  in  the  control  group,  and  who  had 
not  received  Kutapressin  (vasoconstrictive) 
therapy,  showed  no  similar  findings. 

Edema  production  is  marked  in  cases  with 
poison  ivy  dermatitis.  Local  measures,  such  as 
moist  compresses  with  Burow’s  solution,  are 
used  routinely  to  relieve  the  intense  itching 
caused  by  the  excessive  formation  of  tissue 
edema  in  the  integument.  It  has  been  found 

^Kutapressin,  a non-toxic  vasoconstricting  aqueous  solution  which 
is  prepared  from  liver  by  a series  of  fractionations.  This  ma- 
terial is  manufactured  by  the  Kremers-Urban  Company  of  Mil- 
waukee. It  has  been  demonstrated  definitely  that  Kutapressin 
will  not  affect  systemic  blood  pressure. 
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that  the  signs  and  symptoms  produced  by  con- 
tact with  poison  ivy  in  susceptible  patients  can 
be  relieved  rather  dramatically  by  producing 
vasoconstriction  in  these  edematous  skin  areas 
with  the  use  of  Kutapressin(18). 

Unpublished  observations  by  the  authors  have 
been  obtained  in  other  cases  where  the  presence 
of  edema  is  an  important  factor.  Cases  with 
angioneurotic  edema,  Quincke’s  disease,  and 
pruritus  ani  have  responded  adequately  to 
therapy  with  the  non-toxic  vasoconstricting  in- 
jections. Although  our  experiences  with  cases 
of  hydrocele,  hydrothorax,  and  ascites,  due  to 
hypoproteinemia  are  not  extensive,  the  thera- 
peutic results  have  borne  out  the  contention 
that  vasoconstrictive  measures,  as  with  the  use 
of  Kutapressin,  bring  highly  acceptable  results 
wherever  the  presence  of  edema  happens  to 
occur,  and  if  other  concomitant  serious  patho- 
logic lesions,  such  as  malignancies  and  cardiac 
decompensation,  are  not  present. 

It  is  not  the  intent  of  the  authors  to  give 
anyone  the  idea  that  the  use  of  this  vaso- 
constriction procedure  produces  a completely 
specific  result.  But  as  far  as  we  are  aware,  this 
procedure  appears  to  be  the  best  which  happens 
to  be  available  at  this  time. 

We  feel  sure  some  colleague  will  desire  to 
mention  the  use  of  the  steroids  for  the  treat- 
ment of  such  edematous  conditions  as  have 
been  mentioned  in  the  course  of  this  paper. 
Allow  us  to  quote  the  experience  of  Professor 
Cleveland  J.  White,  of  Chicago,  who,  while  dis- 
cussing the  problem  of  chronic  urticaria(19), 
had  the  following  to  state:  “I  might  mention 
at  this  time  that  Kutapressin  used  sympto- 
matically in  my  hands  over  the  past  seven 
months,  has  given  brilliant  results.  This  prepa- 
ration is  a vasoeonstrictor  put  out  by  the 
Kremers-Urban  people  in  Milwaukee  ...  It  is 
amazing  the  number  of  cases  I have  had  which 
did  not  respond  to  the  steroids,  but  did  respond 
to  Kutapressin  in  symptomatic  relief;  and  some- 
times resulted  in  a definite  cure  while  we  were 
attempting  to  uncover  the  etiologic  factors.” 


CONCLUSIONS 

The  exudative  aspects  of  edema  probably 
exert  a cleansing  action  in  traumatized  tissue.  If 
the  exudate  becomes  inspissated,  fibromatous 
changes  may  occur,  as  exemplified  by  hyper- 
trophic scars  and  keloid  formations.  The  treat- 
ment of  edematous  states,  as  in  burns,  the  post- 
partum uterine  lochias,  and  exudative  lesions, 
as  seen  in  poison  ivy  cases,  show  more  marked 
and  more  rapid  healing  when  such  areas  are 
vasoconstricted.  It  is  the  opinion  of  the  authors 
that  edema  does  not  serve  a very  useful  purpose. 
Its  suppression  brings  about  better  healing  in 
those  varied  diseases  which  have  been  treated 
by  the  authors  with  vasoconstrictive  measures. 

Recently,  Overman(20)  wrote:  “.  . . Some  at- 
tempts should  be  made  to  reduce  edema  when- 
ever and  wherever  it  forms  . . .”  This  constitutes 
important  advice  to  the  clinician  whenever  this 
aspect  of  inflammation  is  discovered. 
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TRICHINOSIS  MYALGIA;  ITS  CONTROL  AND 
TREATMENT  WITH  REPOSITORY  TUBOCURARINE 

A Case  Report 

By  Edwin  A.  Busse,  M.D. 

Tucson,  Arizona 


T HE  CONSUMPTION  of  raw  or  inadequately 
cooked  pork  sooner  or  later  makes  the  eater 
liable  to  trichinosis,  one  of  the  more  serious 
parasitic  diseases.  Gould(l)  has  conservatively 
estimated  that  at  some  time  during  their  lives 
25%  of  all  Americans  will  harbor  trichina  larvae 
in  their  muscles. 

Viable  larvae  of  Trichinella  spiralis  are  liber- 
ated when  infected  pork  is  ingested.  The  larvae 
mature  to  worm  adulthood  early  (3  to  4 days) 
in  the  small  intestine.  After  copulation,  the 
fertilized  female  discharges  fully  formed  em- 
bryos which  give  rise  to  a new  generation  of 
larvae.  These  travel  widely  in  the  blood  stream 
and  then  encyst  in  muscle  fiber  where  they 
remain  viable  for  years. 

Gould  and  associates(2)  indicate  that  1.5% 
of  all  hogs  slaughtered  in  this  country  are  in- 
fected with  the  larvae  of  trichina  and  the  aver- 
age mortality  in  trichina  infected  people  in  this 
country  is  from  5 to  6%. 

The  symptoms  and  severity  of  trichinosis  bear 
a direct  relationship  to  the  quantity  of  tri- 
chinella ingested.  The  symptoms  of  trichinosis 
which  primarily  compel  the  patient  to  see  his 
doctor  are  those  resulting  from  the  invasion  of 
the  muscles  by  the  larvae:  muscle  tenderness 
and  pain,  and  pains  in  the  extremities.  The 
muscle  pain  may  be  so  severe  that  extreme 
disability  results  with  generalized  muscular 
stiffening  from  spasm,  and  weakness.  Extreme 
involvement  of  respiratory  muscles,  diaphragm 
and  intercostals  causes  difficulty  in  breathing 
and  occasionally,  death. 

The  diagnosis  of  trichinosis  is  suggested  by  a 
history  of  the  consumption  of  raw  or  uncooked 
pork  and  may  be  confirmed  by  muscle  biopsy. 
The  supporting  evidence  consists  of  a history 
of  initial  gastrointestinal  upset  characterized  by 
diarrhea,  abdominal  pains,  nausea  accompanied 
by  fever,  fatigue,  and  headache  — a syndrome 
resembling  the  onset  of  acute  ’flu;  pain  and 
tenderness  of  skeletal  muscle,  are  at  times 
severe  and  excruciating.  There  may  also  be 
dysphagia;  weakness,  and  occasionally  paralysis, 
of  extra-ocular  muscles;  pain  on  movement  of 


the  eyes  and  fundal  hemorrhage;  periorbital 
edema;  marked  eosinophilia  in  the  peripheral 
blood  smear;  positive  trichinella  skin  test. 

The  following  case  record  is  interesting  from 
several  points  of  view:  a fairly  typical  history, 
complaints  and  physical  findings;  the  apparent 
failure  of  adrenocorticotropic  hormone  and 
hydrocortisone  to  provide  clinical  relief  and 
otherwise  alter  the  progress  of  the  disease;  the 
addiction  to  narcotics  required  for  the  relief  of 
the  severe  muscle  pain;  the  value  of  Tubadil, 
a long-acting  skeletal  muscle  relaxant,  in  con- 
trolling the  myalgia  incidental  to  the  trichinosis 
and  the  presumptive  value  of  this  same  drug 
in  the  prevention  of  narcotics  withdrawal  muscle 
spasms  and  convulsions. 

GASE  BEPORT 

The  patient  was  a 42  year  old  retired  marine 
engineer  whose  past  history  is  significant  in 
that  while  in  the  Pacific  he  was  hospitalized 
on  three  occasions  for  “tropical  worms”.  He 
has  been  seen  two  years  previously  for  amebic 
colitis  at  which  time  systic  and  motile  forms 
of  E.  histolytica  were  identified  on  proctoscopic 
examination. 

The  current  illness  began  when  the  patient 
complained  of  pain  in  the  muscles  of  legs,  thighs, 
and  arms  during  the  latter  part  of  September 
1954. 

A system  review  disclosed  nausea  and  diarrhea 
of  3 days  duration  associated  with  a nocturnal 
temperature  of  102°  for  two  days. 

The  physical  examination  was  significant  in 
that  there  was  moderate  puffiness  under  the 
eyes  without  peripheral  edema.  The  blood  pres- 
sure was  135/88,  however,  splinter  hemorrhages 
were  noted  in  the  conjunctivae  and  retinae 
(these  eye  manifestations  were  confirmed  by  an 
ophthalmologist).  There  was  exquisite  tender- 
ness of  the  gastrocnemius,  thigh  muscles,  deltoid, 
biceps,  and  triceps.  The  temperature  was  101°. 

The  sedimentation  rate  by  the  Wintrobe 
method  was  8-15-25-45  mm.  at  fifteen  minute 
intervals.  There  was  a white  blood  cell  count 
of  10,000  with  12%  eosinophiles.  Skin  test  with 
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trichinella  extract  (Lederle)  1-10,000  was  3-l- 
in  different  minutes;  the  control  was  negative. 
A diagnosis  of  acute  trichinosis  was  made. 

Upon  further  inquiry,  it  was  determined  that 
this  man  had  visited  a sausage  factory  one  week 
previously  where  he  had  observed  a sausage 
maker  at  work.  He  rather  sheepishly  admitted 
that  the  mixture  smelled  so  good  and  the  spices 
so  fragrant  that  he  had  furtively  dipped  his 
finger  into  the  mixture  before  it  had  been 
processed  and  ingested  about  one  and  one  half 
ounces. 

Treatment  consisted  of  adrenocorticotropin 
gel,  80  units  a day,  hydrocortisone,  20  mgs.  four 
times  a day,  and  an  oral  salicylate  compound. 
However,  his  muscular  pain  was  so  extreme 
that  despite  this  medication  it  was  necessary 
to  give  injections  of  dihydromorphinone  (Di- 
laudid®),  4 mg.  (1/16  gr.)  as  often  as  every 
two  hours. 

Since  it  was  necessary  to  maintain  the  patient 
on  this  heavy  narcotic  schedule  for  three  months 
during  which  time  he  became  habituated,  he 
was  hospitalized  for  the  purpose  of  withdrawing 
narcotics.  His  muscular  pain  was  so  well  con- 
trolled with  1 cc.  of  TubadiU  intramuscularly 
daily  that,  in  spite  of  the  rather  severe  addic- 
tion, we  were  able  to  withdraw  the  dihydro- 
morphinone slowly.  By  the  end  of  the  first  week- 
in  hospital,  he  was  completely  free  of  further 
need  for  this  narcotic.  Chlorpromazine,  50  mg. 
was  administered  intramuscularly  every  six 
hours.  There  were  no  withdrawal  symptoms  and 
no  further  muscular  pain.  The  Tubadil  was 
given  for  a total  of  14  days. 

He  was  seen  for  a checkup  one  year  later 
and  his  condition  was  found  satisfactory. 

COMMENTS 

The  diagnosis  of  acute  trichinosis  ordinarily 
presents  little  or  no  difficulty  as  in  the  case 
reported  here.  With  respect  to  treatment,  how- 
ever, the  situation  is  quite  different.  Chemo- 
therapeutic agents  with  a direct  larvicidal  effect 
on  trichinella  in  the  tissues  have  yet  to  be 
developed.  Treatment  therefore  has  been  di- 
rected primarilv  along  supportive  and  sympto- 
matic lines.  ACTH  and  the  adrenal  steroids  are 
beneficial,  lessening  the  severity  of  the  patient’s 
reaction  to  the  disease  by  modifying  the  body’s 
defense  mechanisms.  While  this  was  not  en- 

*TUBADIL,  manufactured  by  Endo  Laboratories  Inc.,  Richmond 
Hill,  N.  Y.,  contains  25  mg.  tubocurarine  per  cc.  in  a men- 
struum composed  of  peanut  oil,  beeswax  and  oxycholesterol 
derivatives. 


tirely  apparent  in  oui  patient,  the  value  of 
adrenocorticotropic  hormone  and  cortisone  had 
been  reported  by  others(3). 

The  value  of  Tubadil  for  our  patient  lies 
in  its  having  provided  prolonged  relief  from 
the  severe  muscle  pain  of  the  myositis.  The 
accomplishment  of  this  type  of  analgesia  is  a 
function  of  the  alkaloid,  tubocurarine,  which,  in 
Tubadil,  is  suspended  in  a special  menstruum. 
This  suspension  decreases  the  hazards  accom- 
panying the  use  of  the  aqueous  forms  of  curare 
and  provides  prolonged  relaxant  effect.  It  is 
this  long-lasting  relaxation  of  muscle  in  spasm 
by  Tubadil  which  has  been  shown  (4-13)  to  be 
responsible  for  the  salutary  result,  relief  from 
pain. 

In  our  patient,  Tubadil  appeared  to  offer 
more  than  the  desired  clinical  effect,  namely, 
alleviation  of  muscle  pain.  Its  use  decreased  and 
ultimately  eliminated  the  need  for  dihydro- 
morphinone. In  our  opinion,  Tubadil  contributed 
significantly  to  the  absence  of  symptoms  of 
narcotics  withdrawal. 

We  can  only  conjecture  as  to  the  possible 
useful  role  of  Tubadil  to  relieve  the  severe 
pain  of  the  acute  triehinal  myositis  at  the 
onset  of  muscle  symptoms.  It  is  possible  that 
had  we  used  it  at  the  onset  of  muscular  symp- 
toms, we  might  not  have  had  to  resort  to 
narcotics  for  relief  of  muscle  pain  and  might 
thereby  have  lessened  the  likelihood  of  addic- 
tion. 
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attended  a Christmas  concert  presented  by  the  orchestra  and  chorus  of  my 
daughter’s  grammar  school.  With  true  parental  pride,  I sat  in  the  audience,  and  beamed  like 
the  other  fathers.  The  voices  of  the  children  were  immature,  but  the  tones  that  came  forth 
were  sweet  and  true,  and  the  singers  were  angelic.  The  orchestral  endeavors  were  not  the 
polished,  suave  performances  of  a Boston  Symphony,  but  the  performers  were  sincere  and 
enthusiastic.  To  my  own  usually  critical  ears,  the  music  praising  the  wondrous  birth  of  the 
Christ  child  and  the  story  of  the  Magi  was  like  a great  choir  of  polyphonic  music  of  Pales- 
trina ascending  to  heaven  like  “cathedrals  built  of  sound.  ’ 

Why?  Because  my  child  was  in  that  group  of  wonderful  children,  many  of  whom  I delivered, 
attended  their  illnesses,  fixed  their  broken  limbs,  and  gave  them  immunizations.  I enjoyed  a 
warm,  glowing  pride  for  all  of  them. 

Now,  you  may  wonder,  “Why  does  a doctor,  — a man  of  science,  become  so  emotional  over 
the  musical  endeavors  of  a bunch  of  kids?’’  Well,  — I am  a father  first,  — then  a doctor,  I 
am  also  a member  of  my  community,  and  am  proud  of  these  children. 

My  pride  in  the  children  of  this  community  made  me  muse  about  children  in  other  com- 
munities all  over  the  world.  They  do  not  differ,  — except  possibly  in  color,  geographic  loca- 
tion, basic  freedoms,  and  the  amount  of  food  their  parents  are  able  to  provide  for  them.  They 
are  good  and  sweet,  like  my  own,  and  just  as  bright  and  eager.  They  are  like  the  bright  star  in 
the  East,  promising  redemption,  and  possessing  such  a great  potential  for  goodness  and  kind- 
ness in  a troubled  world  that  cries  in  the  agonies  of  Hungary,  Poland,  East  Germany  and  Korea. 

Recognizing  the  goodness  of  our  children  strengthens,  (or  shall  I say,  stimulates)  my  too- 
often  sagging  resolve  to  be  a better  man  and  a better  doctor.  It  prompts  me  to  be  a little  kinder, 
to  offer  a little  extra  service,  and  to  be  less  grumpy  when  I am  called  out  for  that  night  house 
call.  I believe  that  I am  a little  more  humane  and  gentle  with  my  patients. 

Maybe  I should  go  to  children’s  concerts  every  night! 

The  best  to  all  of  you  in  1957. 

A.  I.  Podolsky,  M.D. 

President 

THE  ARIZONA  MEDICAL  ASSOCIATION,  INC. 
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CONTRIBUTORS 

The  Editor  sincerely  solicits  contributions  of  scientific 
articles  for  publication  in  ARIZONA  MEDICINE.  All  such 
contributions  are  greatly  appreciated.  All  will  be  given  equal 
consideration. 

Certain  general  rules  must  be  followed,  however,  and  the 
Editor  therefore  respectfully  submits  the  following  suggestions 
to  authors  and  contributors: 

1.  Follow  the  general  rules  of  good  English,  especially  with 
regard  to  construction,  diction,  spelling,  and  punctuation. 

2.  Be  guided  by  the  general  rules  of  medical  writing  as 
followed  by  the  JOURNAL  OF  THE  AMERICAN  MEDICAL 
ASSOCIATION. 

3.  Be  brief,  even  while  being  thorough  and  complete.  Avoid 
unnecessary  words.  Try  to  limit  the  article  to  1500  words. 

4.  Read  and  re-read  the  manuscript  several  times  to  cor- 
rect it,  especially  for  spelling  and  punctuation. 

5.  Manuscripts  should  be  typewritten,  double  spaced,  and 
the  original  and  a carbon  copy  submitted. 

6.  Articles  for  publication  should  have  been  read  before 
a controversial  body,  e.g.,  a hospital  staff  meeting,  or  a 
county  medical  society  meeting. 

7.  Exclusive  Publication— Articles  are  accepted  for  publi- 
cation on  condition  that  they  are  contributed  solely  to  this 
Journal.  Ordinarily  contributors  will  be  norifed  within  60 
days  if  a manuscript  is  accepted  for  publication.  Every  effort 
will  be  made  to  return  unused  manuscripts. 

8.  Illustrations  — Ordinarily  publication  of  2 or  3 illustra- 
tions accompanying  an  article  will  be  paid  for  by  Arizona 
Medicine.  Any  number  beyond  this  will  have  to  be  paid  for 
by  the  author. 

9.  Reprints  — Reprints  must  be  paid  for  by  the  author 
at  established  standard  rates. 

The  Editor  is  always  ready,  willing,  and  happy  to  help 
in  any  way  possible. 


THE  WORLD  MEDICAL 

ASSOCIATION 

V 

13  TNCE  many  physicians  have  recently  re- 
ceived invitations  to  join  this  organization, 
which  is  now  in  its  ninth  year,  some  informative 
comment  may  be  apropos.  The  World  Medical 
Association  is  a federation  of  the  most  repre- 
sentative national  medical  associations  in  each 
of  fifty-two  nations  with  these  organizations 
representing  more  than  700,000  of  the  world’s 
physicians,  and  the  Ameriean  Medical  Associa- 
tion being  a leading  member.  The  assoeiation 
is  seeking  to  uphold  the  ideals  of  conduct 
and  concern  for  the  welfare  of  mankind  whieh 
is  common  to  conscientious  doetors  of  medieine 
wherever  in  the  world  they  may  be  found. 

It  publishes  a journal  printed  in  three 
languages.  It  provides  traveling  physicians  with 
introductions  to  their  colleagues  in  other  coun- 
tries. It  provides  them  an  opportunity  for  meet- 
ing with  their  colleagues  from  other  countries 
in  the  general  assemblies  held  at  various  plaees 
in  the  world.  Among  its  accomplishments  are 
the  promulgation  in  1948  of  the  Declaration  of 
Geneva,  eomprising  a modern  re-statement  of 
the  Hippocratie  Oatli,  and  eontributing  to  the 
unity  and  solidarity  of  the  profession  through- 
out the  world.  In  1949  an  International  Code 
of  Medical  Ethics  was  adopted.  It  has  striven 
on  an  international  basis  to  eounteraet  efforts 
of  various  nations  and  organizations  to  promote 
state  medieine  under  social  security  programs. 
We  find  that  many  of  the  efforts  which  the 
medical  profession  is  putting  forth  through  the 
A.M.A.  in  our  own  eountry  is  being  done  by 
the  World  Med.  Ass’n.  on  an  international  scale. 

Every  individual  physician  in  the  United 
States  is  eligible  for  membership  in  the  United 
States  Committee  and  may  obtain  further  in- 
formation by  addressing  the  Secretary-Treasurer 
of  the  United  States  Committee,  Dr.  L.  H. 
Bauer,  at  the  World  Medical  Association,  10 
Columbus  Circle,  New  York  19,  New  York. 
In  the  interest  of  furtherance  of  an  international 
understanding  among  the  members  of  the 
medical  profession,  and  the  furtheranee  of  aims, 
interests,  and  ideals  common  to  and  cherished 
by  us  all,  we  urge  you  to  join.  R.L.F. 


Vol  14,  No.  1 


Arizona  Medicine 


19 


AN  INTERNIST  LOOKS  AT  THE 
STATE  INDUSTRIAL  COMMISSION 

A PHYSICIAN  practicing  internal  medicine 
is  little  associated  with  the  problems  that  arise 
in  industrial  practice.  Recently  decision  by  the 
State  Industrial  Commission  to  aecept  certain 
diseases  in  the  field  of  internal  medicine  as 
resulting  from  the  work  of  the  individual,  have 
brought  the  Industrial  Commission  into  mueh 
sharper  foeus  from  the  internist’s  viewpoint.  It 
has  been  common  practice  to  accept  cases  of 
coceidiomycosis  as  being  related  to  the  occupa- 
tion of  the  individual.  Recent  deeisions  by  the 
Industrial  Commission  to  include  myoeardial 
infaretion  suffered  in  the  pursuance  of  the  usual 
occupation  has  been  far  more  difficult  to  under- 
stand. 

There  are  two  problems  that  arise  with  the 
aceeptance  of  these  cases  as  being  related  or 
due  to  a man’s  occupation.  One  is  that  it  is 
extremely  difficult  to  see  how  they  rationalize 
the  etiology  of  coronary  thrombosis  as  being 
due  to  work.  Secondly,  the  fee  that  is  paid 
to  the  internist  for  the  care  of  sueh  a disease 
as  myocardial  infarction  is  wholly  inadequate 
and  is  not  suffieient  to  pay  a physician’s  over- 
head for  the  time  spent. 

Recently  a colleague  was  involved  in  the  treat- 
ment of  such  a myocardial  infarction  in  which 
the  entire  fee  for  the  month  of  hospitalization 
was  $65.00.  It  is  obvious  that  this  is  a ridieulous- 
ly  low  figure.  Then  to  add  insult  to  injury 
there  are  innumerable  forms  that  must  be  pro- 
vided to  the  Industrial  Commission.  A myo- 
cardial infarction  is  a serious  medical  illness 
and  its  proper  care  requires  as  much  skill  as 
any  other  procedure  in  the  field  of  medicine 
or  surgery.  In  looking  at  the  sehedule  sheet 
of  returns,  it  is  easy  to  find  several  operative 
proeedures  that  are  eompensated  at  the  rate  of 
$300.00.  It  is  not  my  intent  to  say  that  these 
procedures  are  not  worth  this  figure.  In  fact, 
the  fee  sehedule  is  far  lower  in  the  Industrial 
Commission  than  our  like-surgical  fees  provided 
by  private  insurance  companies. 

Another  point  that  would  emphasize  the 
ridieulous  fee  rate  of  the  Industrial  Commission 
is  the  fee  for  consultation  on  seriously  ill  pa- 
tients by  an  internist.  In  the  past  year  I have 
personally  seen  two  such  cases.  Both  have 
been  complicated  illnesses  requiring  much  time 


and  thought  and  in  each  case,  my  compensa- 
tion was  $12.50  which  actually  on  an  hourly 
rate  is  considerably  less  than  the  present 
plumber’s  code  in  the  State  of  Arizona. 

As  one  talks  to  his  medieal  eolleagues  it  is 
obvious  that  it  is  not  only  the  internist  that 
is  dissatisfied  with  the  present  level  of  the 
Industrial  Commission  fees,  but  this  dissatisfac- 
tion is  extremely  widespread  in  the  medical 
profession  and  includes  many  people  of  the 
orthopedie  group,  general  surgeons,  neuro-sur- 
geons, general  practicioners,  etc.  The  difficulty 
in  understanding  the  very  low  fee  rate  is  that 
the  Industrial  Commission  is  an  insuranee  car- 
rier and  can  so  adjust  its  fee  sehedule  to  provide 
adequate  remuneration  for  the  time  of  the 
physician. 

It  is  my  opinion  that  a serious  effort  should 
be  made  to  overhaul  the  fee  schedule  of  the 
Industrial  Commission  of  Arizona  to  a level 
that  will  permit  a return  to  the  physician  equal 
or  slightly  greater  than  that  allowed  at  this 
time  for  plumbers. 

E.E.Y. 


A MARTYR  TO  SCIENCE 
UNDERGOES  90th  OPERATION 

I T IS  seldom,  if  ever,  that  anyone  can  refer 
to  a physician  as  a “hero”  or  as  “a  martyr  to 
science.” 

It  can  be  done  unhesitatingly,  however,  in 
referring  to  Dr.  Emil  H.  Grubbe,  81,  of  1205 
West  Sherwin  Avenue,  Chicago. 

He  underwent  his  90th  operation  for  eancerous 
burns  suffered  more  than  50  years  ago  when 
he  pioneered  as  the  world’s  first  scientist  to 
use  x-rays  for  human  therapy.  Last  week  sur- 
geons removed  his  nose  and  most  of  the  right 
side  of  his  face.  Previously  he  had  lost  his  left 
hand,  his  upper  lip  and  jaw. 

Dr.  Grubbe  was  only  20  when  he  employed 
X-rays  to  treat  a Chicago  woman  suffering  from 
breast  cancer.  The  historic  event  took  place  on 
January  29,  1896  at  the  old  Hahnemann  Medical 
College  where  he  first  taught  as  a physicist  and 
later  graduated  as  a physician.  The  date  was 
only  a few  months  after  Roentgen  announced 
the  discovery  of  “the  mysterious  rays.” 

Dr.  Grubbe’s  original  X-ray  tubes,  the  first 
ones  used  for  therapeutic  purposes,  are  pre- 
served and  exhibited  in  the  Gallery  of  Medical 
History  at  the  Smithsonian  Institution. 


a highlight  in  therapeutics 


Hydrochloride 
Tetracycline  HCI  Lederle 


*Reg,  U.  S,  Pat.  Off. 


acknowledged  as  competent 


Spontaneously  acknowledged  by  physicians  everywhere  as  an  outstanding 
therapeutic  advance,  repeatedly  confirmed  during  more  than  three  years  of 
clinical  usage,  achromycin^'  Tetracycline  ranks  among  the  foremost  in  its  field 
today...  judged  on  its  exceptional  effectiveness  against  a wide  range  of  pathogens, 
prompt  control  of  infections  most  commonly  encountered  in  medical  practice, 
low  incidence  of  side  reactions,  minimal  emergence  of  resistance. 

ACHROMYCIN  is  available  in  21  dosage  forms-each  with  full  tetracycline  effect— 
to  meet  the  exacting  requirements  of  modern  medicine. 


DERLE  LABORATORIES  DIVISION!.  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER.  NEW  YORK 
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1957  ANNUAL  MEETING 
PRELIMINARY  PROGRAM 

Wednesday,  April  10 
10:00  A.M.  Council  Meeting 
12:30  P.M.  Council  Luncheon 
2:00  P.M.  Bine  Shield  Annual  Corporation 
Meeting  (House  of  Delegates) 

6:30  P.M.  Reception 
8:00  P.M.  Buffet  Supper 

Thursday,  April  11 

8:00  A.M.  House  of  Delegates  — First  Session 
9:30  A.M.  General  Session  — Opening 
10:00  A.M.  Scientific  Session: 

1.  Panel  — “Backache” 

Henry  D.  Brainerd,  M.D.  (1-Ped) 

Leon  Goldman,  M.D.  (S) 

Albert  G.  Bower,  M.D.  (I) 

Raymond  R.  Lanier,  M.D.  (R) 

Joseph  C.  Risser,  M.D.  (Or) 

2:00  P.M.  Scientific  Session: 

1.  “Present  Status  of  Chemotherapy” 

Henry  D.  Brainerd,  M.D. 

2.  “The  Threat  of  Strangulation  in  Acute 
Intestinal  Obstruction” 

Leon  Goldman,  M.D. 

3.  “Roentgen  Diagnosis  of  the  Commonplace 
Arthritides” 

Raymond  R.  Lanier,  M.D. 

4.  “Diagnosis  and  Treatment  of  the  Great 
Simulator,  Infectious  Mononucleosis” 
Albert  G.  Bower,  M.D. 

5.  “Management  of  Acute  Anuria” 

Joseph  H.  Holmes,  M.D. 

6.  (To  be  announced) 

Joseph  C.  Risser,  M.D. 

6:30  P.M.  Reception 

Friday,  April  12 
9:00  A.M.  Scientific  Session: 

1.  “Diagnosis  of  Acute  Chest  Pain” 

Henry  D.  Brainerd,  M.D. 

2.  “Jaundice” 

Philip  Thorek,  M.D. 

3.  “Recent  Advances  in  Surgery  of  the 
Gastrointestinal  Tract” 

Leon  Goldman,  M.D. 

4.  “Treatment  of  Mumps  and  Its 
Complications  in  the  Adult  Male” 

Albert  G.  Bower,  M.D. 

5.  “Office  Gynecology” 

N.  Paul  Isbell,  M.D. 

6.  “Early  Clinical  Differentiation  of  Benign, 
Pre-malignant,  and  Malignant  Cutaneous 


Neoplasms” 

Donald  J.  McNairy,  M.D. 

2:00  P.M.  Scientific  Session: 

1.  “AMA  and  Its  Stand  on  Accreditation” 
Dwight  H.  Murray,  M.D. 

2.  “Only  an  Appendix” 

Phillip  Thorek,  M.D. 

3.  “The  Diagnostic  Roentgen  Findings  in 
Study  of  the  Acute  Abdomen” 

Raymond  R.  Lanier,  M.D. 

4.  “Medical  Management  of  Patients  with 
Recurring  Renal  Calculi” 

Joseph  H.  Holmes,  M.D. 

5.  “Examination  of  the  Patient  for 
Carcinoma” 

N.  Paul  Isbell,  M.D. 

6.  (To  be  announced) 

Joseph  C.  Risser,  M.D. 

6:30  P.M.  Reception 
8:00  P.M.  President’s  Dinner  Dance 
Saturday,  April  13 
8:00  A.M.  House  of  Delegates  — 

Second  Session 
9:30  A.M.  Scientific  Session: 

1.  Panel  — “Post-Operative  Care” 

Philip  Thorek,  M.D.  (S) 

N.  Paul  Isbell,  M.D.  (ObG) 

Joseph  H.  Holmes,  M.D.  (I) 

Ashton  B.  Taylor,  M.D.  (Ca) 

1:00  P.M.  Annual  Handicap  Golf  Tournament 
SPECIALTY  GROUP  MEETINGS 
Thursday,  April  11 

12:30  P.M.  Arizona  Pediatric  Society 
“Management  of  Infectious  Diseases  of  the 
Central  Nervous  System: 

Henry  D.  Brainerd,  M.D. 

Friday,  April  12 

12:30  P.M.  Arizona  Academy  of  General 
Practice 

“Future  of  Medicine” 

Dwight  H.  Murray,  M.D. 

(To  be  announced) 

Philip  Thorek,  M.D. 

Date  Undetermined 

12:30  P.M.  Arizona  Arthritis  Association 

“Treatment  of  the  Rheumatoid  Diseases”  — 
panel 

Arizona  State  Society  of  Anesthesiologists 
Arizona  Chapter,  American  College  of  Chest 
Physicians 

Arizona  Heart  Association 
Arizona  Chapter,  Western  Orthopaedic 
Association 
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DIAGNOSTIC  AID 


Reduced  Hypermotility  with  Pro-Banthine® 


Improves  Visualization 


Posterior-anterior  film:  definite  hyperper- 
istalsis with  poor  duodenal  visualization.* 


The  same  anticholinergic  action  which 
has  made  Pro-BanthIne  (brand  of  pro- 
pantheline bromide)  the  outstanding 
therapeutic  agent  in  peptic  ulcer  has  also 
proved  valuable  in  diagnosis. 

By  controlling  the  hypermotility,  Pro- 
Banthine  may  permit  delineation  of  a 
lesion  otherwise  not  clearly  visualized. 

The  technic  is  simple:  If  the  first  set 
of  films  shows  hypermotility  but  no  filling 
defect  is  demonstrable,  reexamination  is 


Posterior-anterior  film  after  15  mg.  of  Pro- 
Banthine  intramuscularly:  chronic  duode- 
nal ulceration  clearly  disclosed. 


done  a few  minutes  after  intramuscular 
injection  of  15  mg.  or  a half  hour  after 
oral  administration  of  30  mg.  of  Pro- 
Banthine . 

This  procedure  has  the  additional  ad- 
vantage of  demonstrating  the  patient’s 
response  to  a given  dosage  of  the  drug. 

G.  D.  Searle  & Co.,  Chicago  80,  Illinois, 
Research  in  the  Service  of  Medicine. 


♦Roentgenograms  courtesy  of  I.  Richard  Schwartz,  M.D., 
Kings  County  Gastrointestinal  Clinic,  Brooklyn,  N.Y. 


SEARLE 
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“Roentgen  Demonstration  of  Unusual 
Fractures” 

Raymond  R.  Lanier,  M.D. 

Arizona  Radiological  Society 
Arizona  Chapter,  American  College  of 
Surgeons 

“The  Injured  Common  Duct,  Prevention 
and  Correction” 

Philip  Thorek,  M.D. 

“Getting  the  Surgeon  Ready  for  Surgery” 
Leon  Goldman,  M.D. 


1957  ANNUAL  MEETING 

Introducing  N.  Paul  Isbell,  M.D.,  As- 
sociate Clinical  Professor  of  Obstetrics  and 
Gynecology  at  the  University  of  Colorado  School 
of  Medicine,  Denver. 

Doctor  Isbell  received  his  doctor  of  medicine 
degree  from  the  University  of  Colorado  School 
of  Medicine  in  1930.  He  was  research  associate 
in  pathology  at  Harvard  University  School  of 
Medicine  in  1947,  and  has  served  for  four 
years  in  the  army  air  force.  Currently  he  serves 
as  Associate  Clinical  Professor  of  Gynecology 
and  Obstetrics  at  the  University  of  Colorado 
School  of  Medicine;  Chief  of  Division  of  Gyne- 
cology and  Obstetrics  at  Denver  General  Hos- 
pital Rranch  of  the  University;  and  is  a practic- 
ing gynecologist  in  Denver.  He  is  a diplomate 
of  the  American  Board  of  Obstetrics  and  Gyne- 
cology, fellow  of  the  American  College  of 
Surgeons,  and  fellow  of  the  International  Col- 
lege of  Surgeons. 

Introducing  Donald  J.  McNairy,  M.  D.,  derma- 
tologist from  Phoenix,  Arizona. 

Doctor  McNairy  graduated  from  the  Uni- 
versity of  Wisconsin  and  received  his  doctor  of 
medicine  degree  from  Louisville  University 
School  of  Medicine  in  1939.  He  served  a fellow- 
ship in  dermatology  at  the  Mayo  Clinic  and 
was  junior  consultant  in  the  Department  of 
Dermatology  at  the  Mayo  Clinic  from  1943-44. 
Doctor  McNairy  was  Medical  Officer  in  Charge 
of  the  United  States  Public  Health  Service  Hos- 
pital at  Charleston,  West  Virginia.  Following 
two  years  in  the  armed  services,  he  engaged  in 
private  practice  in  Fort  Wayne,  Indiana,  and 
during  the  past  three  years  in  Phoenix.  He 
is  a diplomate  of  the  American  Board  of 
Dermatology,  a member  of  the  American  Medi- 


cal Association,  member  of  the  Mayo  Founda- 
tion Alumni  Association,  member  of  the  Ameri- 
can Academy  of  Dermatology,  and  consultant 
in  dermatology  to  Williams  Air  Force  Base 
Hospital. 


N.  Paul  Isbell,  M.D. 


Donald  J.  McNairy,  M.D. 
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How  +o  wiv^  *f riends  ... 


The  Best  Tasting  Aspirin  you  can  prescribe. 

The  Flavor  Remains  Stable  down  to  the  last  tablet. 
25^5  Bottle  of  48  tablets  (IM  grs.  each). 


We  will  be  pleased  to  send  samples  on  request. 

THE  BAYER  COMPANY  DIVISION 

of  sterling  Drug  Inc. 

1450  Broadway,  New  York  18,  N.  Y. 
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EARLY  DAY  MEDICAL  PRACTICE  IN  WILLIAMS,  ARIZONA 

DERMONT  W.  MELICK,  M.D. 


My  father.  Dr.  P.  A.  Melick,  practiced  in 
Williams,  Arizona  from  1895  to  1934. 

His  introduction  to  Williams  began  in  an 
unusual  manner  when  he  was  accused  of  prac- 
ticing medicine  without  a license.  This  par- 
ticular circumstance  occured  when  he  stopped 
to  see  some  of  his  old  Missouri  friends  (his 
destination  was  California).  In  the  process  of 
his  visit  my  father  was  asked  to  examine  a 
sick  man  and  suggest  treatment.  This  he  did 
as  an  act  of  friendship  rather  than  in  the 
capacity  of  a physician.  This  mistake  was  soon 
brought  to  his  attention  when  he  was  called 
before  the  local  police  magistrate  and  con- 
fronted with  a complaint  to  the  effect  that 
he  had  been  practicing  medicine  in  the  Ter- 
ritory of  Arizona  without  a license.  This  ac- 
tion, initiated  by  the  local  physician,  made  my 
father  vow  that  he  would  obtain  an  Arizona 
license  and  return  to  Williams  and  show  the 
complaining  doctor  “who  could  or  could  not 
practice  in  Williams.”  Thirty-nine  years  later 
both  doctors  were  still  practicing  medicine  in 
Williams  and  were  the  best  of  friends. 

Williams  in  those  days  was  a tough  little 
Western  village.  The  population  was  small.  The 
drinking  ability  was  large.  There  were  seventeen 
saloons  in  the  town.  The  Saginaw  and  Manistee 
Lumber  Company  had  hired  a number  of  large, 
husky,  raw-boned  Swedes  to  man  the  hand 
saws  used  in  the  woods.  These  Swedes  not 
infrequently  imbibed  excessively  when  they 
came  to  town.  One  particular  night  my  father 
had  to  convince  one  of  these  drunken  Swedes 
that  the  hospital  was  not  a hotel.  He  was  twice 
informed  he  could  not  get  a room  there  for 
the  night.  The  Swede  returned  a third  time 
at  two  o’clock  in  the  morning  determined  to 
“get  a bed  even  if  the  doctors  did  insist  it 
was  a hospital.”  The  front  door  was  locked 
and  he  attempted  to  unhinge  it  by  main  force. 
This  created  a bit  of  noise.  My  father  heard 
the  commotion  and  immediately  recognized  the 
source  as  the  same  inebriated  Swede.  He  de- 
cided the  time  had  come  for  action  instead  of 
words.  He  opened  the  front  door,  gave  the 
Swede  a good  solid  punch  between  the  eyes 
which  knocked  him  sprawling  into  the  street. 


This  convinced  the  Swede  he  was  not  being 
properly  welcomed  and  he  took  off  down  the 
street  at  an  erratic  but  rapid  gallop.  Dad  was 
in  his  pajamas  and  bare  feet,  but  for  some 
reason  he  chased  after  him.  In  those  days  the 
trees  had  been  cut  down  in  the  streets  of 
Williams,  but  the  stumps  had  not  been  re- 
moved. Dad  stumbled  over  one  of  these  stumps 
in  the  dark  and  abruptly  sat  down  to  nurse 
a broken  toe.  The  Swede  continued  on  his 
hasty  retreat. 

Transportation  in  Williams  in  the  early  days 
was  usually  by  horse,  wagon,  or  buggy.  When  any 
new  mechanical  conveyance  came  along  my 
father  was  only  too  glad  to  abandon  the  horses 
and  accept  the  mechanical  transportation  de- 
spite the  fact  that  it  was  often  less  reliable 
than  a horse.  He  bought  one  of  the  first 
motorcycles  and  used  it  to  make  his  sick  calls. 
The  neighborhood  dogs  were  often  vicious  and 
they  made  his  rounds  unpleasant  because  of 
their  attempt  to  bite  him  as  he  rode  by.  He 
solved  this  situation  by  obtaining  a small  pistol 
grip  squirt  gun.  A squirt  of  ammonia  water 
from  this  gun  soon  diverted  the  dogs  into 
other  less  painful  pursuits. 

One  of  the  really  long  trips  my  father  took 
as  soon  as  he  had  confidence  in  his  motorcycle 
was  the  64  mile  trip  to  the  Grand  Canyon.  He 
made  this  trip  around  1909.  His  picture  was 
taken  on  the  rim  of  the  Grand  Canyon.  It 
proved  to  be  of  mild  historical  interest  as  it 
was  the  first  time  a motorcycle  had  been  ridden 
to  the  Grand  Canyon.  The  photograph  was 
preserved  and  a copy  is  presented  herewith. 
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Another  episode  had  to  do  with  a breech 
delivery  in  the  home.  I cannot  recall  why  the 
woman  was  unattended  by  neighbors,  husband 
or  anyone  else,  but  the  event  was  strictly  be- 
tween the  pregnant  woman  at  term  and  her 
attending  physician,  my  father.  In  those  days 
it  was  not  uncommon  for  women  to  participate 
in  the  event  by  self  administration  of  ether 
using  a heavy  bi-nasal  metal  ether  “inhaler.” 
When  the  ether  reached  such  concentration  as 
to  anesthesize  the  patient  and  cause  relaxation, 
the  heavy  inhaler  would  automatically  drop 
away  from  the  patient’s  nose.  The  patient  was 
trussed  up  in  a proper  position  for  delivery  by 
using  bed  sheets.  These  were  passed  around  the 
thighs  and  looped  over  the  bed  posts  in  order 
to  accomplish  flexion  and  abduction.  With  the 
help  of  this  improvised  sling  plus  the  afore- 
mentioned anesthesic  equipment  and  a kerosene 
lamp,  the  delivery  was  accomplished  success- 
fully. 

A typhoid  epidemic  started  at  one  of  the 
lumber  camps  when  the  drinking  supply  became 
contaminated.  The  “bed  capacity”  of  the  small 
hospital  in  Williams  at  the  time  was  ten  pa- 
tients. Twenty-one  cases  of  typhoid  were  hos- 
pitalized. Army  cots  were  used  to  supplement 
the  shortage  of  beds.  This  called  for  a great 
deal  of  attention  on  the  part  of  both  my 
father  and  mother.  The  food  item  may  not 
have  been  important  in  view  of  the  prevailing 
therapy  for  typhoid,  but  the  ordinary  “nursing” 
care  in  such  cramped  quarters  presented  a 
problem.  I vaguely  remember  receiving  the 
usual  routine  typhoid  shots.  They  were  received 
with  a lack  of  appreciation. 

One  particularly  interesting  case  my  father 
liked  to  describe  was  of  a severe  necrotizing 
infection  of  the  anterior  one-half  of  the  thorax. 
The  skin  and  subcutaneous  tissue  sloughed 
away  leaving  a very  large  raw  surface.  The 
only  grafting  that  my  father  knew  about  was 
pinch  grafting.  He  believed  this  enormous  area 
demanded  a covering  in  a more  rapid  manner. 
To  do  this  he  used  “skins”  removed  from  boiled 
eggs  and  applied  them  over  the  raw  surface. 
Pinch  grafts  were  interspersed  between  these 
“skins.”  The  patient  recovered.  This  unique 
method  did  not  find  favor  with  my  economic- 
ally minded  mother  as  she  found  her  larder 
in  an  over  supply  of  hard  boiled  eggs. 

A doctor’s  wife  must  have  a sympathetic  ear 
and  a quiet  tongue.  It  would  be  remiss  to 


describe  any  experiences  in  my  father’s  practice 
in  the  early  days  of  northern  Arizona  without 
paying  tribute  to  my  mother.  She  was  a school 
teacher  before  marriage  and  had  accumulated 
$1200.  This  nest  egg  was  used  to  help  finance 
the  building  of  the  Williams  Hospital  in  1898. 
During  the  forty  years  the  Williams  Hospital 
was  in  existence,  the  greater  portion  of  the 
menial  work  that  kept  the  hospital  “in  working 
order”  rested  squarely  on  her  shoulders.  She 
worked  long  hard  hours  at  many  tasks.  She  was 
“chief  cook  and  bottle  washer.”  She  was  secre- 
tary and  nurse.  She  lived  the  adage  “woman’s 
work  is  never  done.”  My  father  worshiped  her 
with  a rare  devotion  that  in  retrospect  adds 
luster  and  a deep  sense  of  contentment  to  the 
visual  images  that  arise  in  the  recounting  of 
these  past  episodes. 

On  one  particular  occasion,  my  father  was 
involved  in  a wreck,  his  car  being  struck 
by  a railroad  train,  which  resulted  in  a basal 
skull  fracture  and  a fracture  of  the  right  clavicle. 
His  condition  was  critical  and  the  physician 
in  attendance  at  that  time.  Dr.  C.  D.  Jeffries, 
decided  consultation  was  necessary.  My  father 
had  great  admiration  for  Dr.  E.  Payne  Palmer, 
Sr.,  and  Dr.  Jeffries  asked  him  to  come  from 
Phoenix  to  Williams  in  consultation.  My  father 
made  a slow  recovery.  He  eventually  became 
aware  of  the  fact  that  Dr.  Palmer  had  seen  him 
in  consultation.  He  sent  his  a check  for  $150. 
Dr.  Palmer  immediately  returned  the  check  with 
a little  note  to  the  effect  that  such  financial 
obligations  between  medical  colleagues  was  un- 
heard of  and  he  would  not  accept  the  check. 
My  father  again  sent  the  check  to  Dr.  Palmer. 
How  many  times  this  check  was  exchanged  be- 
tween Phoenix  and  Williams,  Williams  and 
Phoenix,  I cannot  say,  but  I believe  it  became 
so  “dog-eared”  that  Dr.  Palmer  finally  put  an 
end  to  it  by  tearing  it  up  and  throwing  it  in 
the  wastebasket. 

One  stormy  Christmas  Eve  a call  was  re- 
ceived from  Anita,  Arizona,  (40  miles  north  on 
the  Williams-Grand  Canyon  Highway).  An 
anxious  mother  made  the  request  that  my 
father  come  to  Anita  as  soon  as  humanly  pos- 
sible in  order  to  see  her  very  sick  child.  An 
unusually  heavy  snow  had  fallen  and  the  road 
to  Anita  was  hazardous.  The  choice  was  to  go 
by  automobile  or  by  a “speeder”  belonging  to 
the  Santa  Fe  Railroad.  The  “speeder”  had  no 
protection  from  the  weather  and  any  forty 
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mile  trip  on  such  a conveyance  was  impossible 
in  cold  weather  unless  one  happened  to  have 
the  resistance  of  a polar  bear.  At  eight  o’clock 
on  this  Christmas  Eve  the  trip  was  undertaken 
by  auto.  At  the  last  minute  my  mother  decided 
to  accompany  my  father.  Four  hours  later  at 
a point  five  miles  from  Anita,  the  car  stopped 
for  no  apparent  reason.  The  question  then  arose 
whether  to  stay  with  the  car  or  attempt  to 
walk  to  Anita.  Dad  decided  they  should  go 
on  to  Anita.  It  was  then  found  that  my  mother 
had  forgotten  to  put  on  her  galoshes  in  the 
rush  of  her  last  minute  decision  to  accompany 
my  father  on  this  “call.”  Dad  gave  her  his 
galoshes.  They  were  much  too  big  and  so 
cumbersome  that  walking  was  difficult.  They 
walked  one-half  mile  across  country  in  deep 
snow  to  the  railroad  and  then  for  five  miles 
along  the  railroad  to  the  Anita  Section  Station. 
It  would  be  a dramatic  conclusion  to  state  that 
he  arrived  at  the  Section  House  just  in  time 
to  save  the  child’s  life,  but  this  is  far  from 
the  fact.  Between  the  time  of  the  original  tele- 
phone call  and  the  arrival  at  the  Anita  Station 
House,  the  child  had  completely  recovered 
from  its  “serious  illness”  and  the  need  for  medi- 
cal services  were  no  longer  apparent.  A touch 
of  ironic  comedy  could  have  been  added  to 
the  situation  if  the  mother  had  opened  the 
door  when  my  father  and  mother  arrived  and 
said,  “Everything  is  all  right  now  Doctor,  we 
don’t  need  you.”  My  mother  in  commenting 
about  this  experience  did  not  minimize  the 
danger  of  the  long  hard  walk  in  the  snow,  but 
she  seemed  to  be  critical  of  the  actions  of  my 
father.  She  stated,  “walking  in  those  oversize 
galoshes  was  had  enough  but  on  top  of  that 
your  father  tried  to  be  funny.  Every  so  often 
he  would  get  out  in  front  of  me  and  say  climb 
on  my  back  Cora  and  I will  carry  you.” 

As  far  as  my  impressions  with  regard  to 
my  father  as  a doctor  are  concerned,  it  is 
now  apparent  to  me  that  he  possessed  the  ideal 
bedside  manner  so  often  ascribed  to  the  family 
physician.  I still  vividly  recall  the  deep  sense 
of  relief  I experienced  whenever  he  entered 
my  sick  room.  It  was  characteristic  of  him  to 
come  to  the  bedside  and  gently  grasp  my  wrist 
to  feel  the  pulse  and  at  the  same  time  extract 
a large  pocket  watch  in  order  to  determine  the 
rate.  If  there  is  anything  to  the  old  adage  about 
healing  by  the  “laying  on  of  hands”  this  memory 
makes  me  believe  such  a thing  is  possible. 


SCIENTIFIC  MEETING  OF  THE 
AMERICAN  HEART  ASSOCIATION 
Cincinnati,  Ohio  (October  1956) 

By  Wm.  Butcher,  M.D. 

NOTHER  experimental  approach  to  the  prob- 
lem of  myocardial  ischemia  — direct  anastomosis 
of  an  extracardiac  vessel  to  the  coronary  artery 
(dogs)  distal  to  the  point  of  occlusion.  Also  a 
slightly  different  technic  for  implanting  a capil- 
lary bed  into  the  myocardium  using  intercostal 
muscle  bundles  containing  artery,  vein,  and 
nerve  (Thai). 

More  statistics  of  internal  mammary  artery 
transplantation  — 85  patients  with  coronary 
artery  insufficiency  were  reported  to  be  relieved 
of  anginal  pain  after  internal  mammary  artery 
transplantation  into  the  wall  of  the  left  ven- 
tricle. Surgical  mortality  of  patients  with  no 
angina  at  rest  was  3-6%;  with  angina  decubitus, 
45-50%  mortality.  Good  results  in  75%  of  cases 
with  no  angina  at  rest  and  in  21%  of  cases  with 
angina  decubitus.  (Vineberg  & Walker) 

Surgical  removal  of  a ventricular  aneurysm 
has  been  successfully  performed  in  6 of  7 cases. 
In  5 patients  the  aneurysm  developed  from  4-12 
months  after  an  extensive  anterolateral  or  pos- 
terolateral myocardial  infarction.  In  2 patients 
it  followed  direct  trauma  to  the  left  ventricle. 
When  secondary  to  myocardial  infarction,  con- 
gestive heart  failure  and  paroxysmal  arrhythmias 
were  the  major  clinieal  problem.  — An  excisional 
procedure  was  used  in  each  patient.  Six  of  the 
patients  recovered  after  surgery,  and  in  these, 
compensation  was  restored,  gallop  rhythm  cor- 
rected, and  paroxysmal  arrhythmias  arrested. 
(Likoff  & Bailey) 

Beck  and  his  followers  continue  to  advocate 
the  Beck  operation  or  operations  based  upon 
the  principles  of  the  Beck  operation  for  the  de- 
velopment of  intercoronary  arterial  communica- 
tions by  the  heart  as  the  result  of  various  stimuli 
such  as  partial  carotid  sinus  ligation,  mechanical 
abrasion  of  the  pericardium  and  epicardial  sur- 
face of  the  heart,  the  application  of  0.2  Gm. 
powdered  asbestos.  They  claim  reduction  of 
pain  and  improved  exercise  tolerance  in  9 out 
of  10  patients  and  increase  in  life  expectancy. 

Acetylcholine  has  been  used  to  induce  cardiac 
arrest  during  open  heart  surgery  (pump-oxygen- 
ator  system),  thereby  increasing  the  ease  of 
correction  of  intracardiac  defects.  The  hearts 
were  easily  restarted  by  perfusing  the  aorta 
and  coronary  arteries  (Lam).  o' 
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Calcium  gluconate  in  dosage  of  1 Gm.  intra- 
venously was  shown  to  have  a rapid  and  striking 
effect  in  augmenting  the  force  of  contraction 
of  the  failing  heart.  Calcium  gluconate  was 
successfully  administered  as  the  sole  therapeutic 
agent  in  7 consecutive  patients  with  severe  acute 
pulmonary  edema  due  to  hypertensive  heart  dis- 
ease and  acute  myocardial  infarction.  Since  the 
action  of  the  caleium  gluconate  was  brief,  digi- 
talis was  administered  immediately  after  relief 
was  obtained,  to  maintain  cardiac  compensa- 
tion. (Gubner  and  Kallman) 

Electrocardiograms,  preoperative  and  post- 
operative, of  patients  45  years  of  age  or  older, 
are  helpful  in  detecting  postoperative  myo- 
cardial infarction,  because  the  clinical  course  is 
frequently  atypical  and  may  go  unrecognized. 
(Kahn  & Calabresi) 

Lipoprotein  (S-f  12-20  and  S-f  20-100)  measure- 
ments were  NOT  found  to  have  the  unique 
diagnostic  value  which  has  been  claimed  for 
them.  The  level  of  serum  cholesterol  was  a 
somewhat  better  index  of  the  presence  of  cor- 
onary artery  disease  than  were  either  of  the 
lipoprotein  measures.  (Mann) 

Hot  and  humid  environment  was  shown  to 
be  a strong  stimulant  to  cardiac  output,  stroke 
volume,  and  work,  both  in  normals  and  in 
patients  with  congestive  heart  failure  even  at 
rest.  (Burch  & Hyman) 

Data  was  presented  to  indicate  that  in  dogs 
with  coronary  arterial  narrowing,  exercise  is  a 
significant  stimulus  to  collateral  growth. 
(Eckstein) 

A method  for  measuring  oxygen  tension  of 
tissues  in  vivo  was  described.  The  method  has 
the  advantage  of  a fine-pointed  electrode  that 
can  be  inserted  into  the  tissue;  the  flow  of 
electric  current  is  proportional  to  the  rate  of 
delivery  of  oxygen  from  the  tissue  to  the  elec- 
trode. (Montgomery) 

Left  heart  catheterization  was  reported  by 
several  groups  of  investigators  to  be  helpful 
in  the  evaluation  of  aortic  and  mitral  stenosis. 
Simultaneous  left  and  right  heart  catheterization 
studies  were  said  to  permit  identification  of 
the  cause  of  existing  pulmonary  hypertension 
(i.e.,  left  ventricular  failure,  or  mitral  stenosis 
with  block,  or  increased  pulmonary  vascular 
resistance). 

The  Lewis  A.  Conner  Memorial  Lecture  was 
given  by  Dr.  Jesse  Edwards,  pathologist.  He 
discussed  at  great  length  the  role  of  the  pul- 


monary vascular  tree  in  eongenital  cardiac  dis- 
ease. A summary  of  his  remarks  follow. 

In  the  presenee  of  a free  communication  be- 
tween the  ventrieles  or  great  arteries,  and  of 
pulmonary  stenosis  also,  the  structure  of  the 
pulmonary  vascular  bed  is  essentially  normal 
and  its  functional  response  is  evidently  normal. 
However,  if  there  is  no  pulmonary  stenosis, 
thick  muscular  medial  coats  in  the  small  pul- 
monary arteries  are  present.  This  condition  cor- 
relates with  the  functional  feature  of  a high 
resistance  to  pulmonary  flow.  The  high  resist- 
ance is  a governing  factor  in  the  direction  and 
magnitude  of  shunts  across  the  abnormal  com- 
munication. Pulmonary  hypertension  is  an  as- 
sociated condition. 

Obstruction  to  pulmonary  venous  flow  like- 
wise results  in  hypertrophy  of  the  medial  coats 
of  the  small  pulmonary  arteries  and  a high 
arteriolar  resistance  to  flow.  Pulmonary  arterial 
hypertension  may  develop. 

Simple  muscular  medial  thickening  seems  to 
be  associated  with  a readily  changeable  re- 
sponse on  the  part  of  the  pulmonary  vascular 
bed.  In  time  the  associated  pulmonary  hyper- 
tension may  be  complicated  by  intimal  lesions 
that  cause  anatomic  occlusion  of  lumens.  This 
condition  is  followed  not  only  by  an  intensifica- 
tion of  the  high  degree  of  pulmonary  vascular 
resistance  but  also  by  loss  in  the  flexibility  of 
response,  (finis) 

In  other  papers,  these  observations  of  Dr. 
Edwards  assumed  particular  significance  in  re- 
lation to  the  mortality  rate  of  surgical  repair 
of  ventricular  septal  defects: 

In  the  presence  of  a pulmonary  artery  pres- 
sure greater  than  70%  of  the  aortic  pressure, 
the  mortality  rate  was  about  55%,  in  contrast 
to  a mortality  rate  of  less  than  10%  if  the 
pulmonary  artery  pressure  was  less  than  70% 
of  the  aortic  pressure  (University  of  Minnesota). 
The  suggestion  was  made  that  in  patients  show- 
ing nearly  balanced  pulmonary  artery  and  sys- 
temic pressures,  lung  biopsy  might  be  con- 
sidered as  a preliminary  procedure  which  is 
justified  to  avoid  major  surgery  with  little 
hope  of  survival.  No  patients  survived  surgery 
whose  lung  biopsy  specimens  showed  5 or  more 
vessels  with  intimal  proliferation  per  cm. -2  In 
those  patients  whose  biopsy  specimens  showed 
3 to  5 vessels  with  intimal  proliferations  per 
cm. 2,  only  half  survived  surgieal  closure  of  the 
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ventricular  septal  defect.  (University  of  Min- 
nesota) 

DuShane  & Kirklin  (The  Mayo  Clinic),  how- 
ever, reported  somewhat  different  criteria  for 
selection  of  symptomatic  patients  with  ven- 
tricular septal  defects  for  surgical  repair.  Oper- 
ation was  recommended  for  those  patients  hav- 
ing increased  pulmonary  flow  in  spite  of  the 
degree  of  pulmonary  hypertension  or  the  pres- 
ence of  a right-to-left  shunt.  If  the  pulmonary 
flow  was  less  than  the  systemic,  surgical  inter- 
\ention  was  not  recommended.  Thus,  selection 
of  candidates  for  operation  depended  on  proper 
assessment  of  the  dominant  intracardiac  shunt. 
Criteria  of  importance  are  cardiac  hyperactivity, 
X-ray  signs  of  increased  pulmonary  blood  flow, 
electrocardiographic  evidence  of  increased  left 
\entricular  work,  and  the  determination  of 
intracardiac  hemodynamics  by  cardiac  catheteri- 
zation, studies  of  arterial  oxygen  saturation  and 
dye-dilution  curves. 


CRASH  RESEARCH 

T HE  ARIZONA  State  Committee  on  Trauma 
of  the  American  College  of  Surgeons,  with  the 
cooperation  of  the  Greater  Tucson  Safety  Coun- 
cil, arranged  for  the  showing  of  two  films 
to  Tucson  High  School  students  registered  for 
the  Driver  Training  program.  These  flims  are 
“The  Search,”  put  out  by  CBS,  and  “Crash 
Research,”  produced  by  the  Ford  Motor  Com- 
pany. H.  P.  Limbacher,  M.D.,  116  No.  Tucson 
Blvd.,  Tucson,  can  obtain  these  excellent  films 
for  showing  elsewhere. 


NEWS  NOTICE 

On  NOVEMBER  14  and  15  the  Arizona  State 
Medical  Association  representatives  met  with 
the  Army  representatives  of  the  Defense  De- 
partment in  Washington  to  negotiate  the  con- 
tract for  operation  of  Medicare  in  Arizona. 

Association  members  attending  were  A.  I. 
Podolsky,  President,  F.  W.  Edel,  Chairman 
Medicare  Committee,  Paul  Jarrett,  Member 
Medicare  Committee,  along  with  Robert  Car- 
penter, Executive  Secretary  and  Edward  Jacob- 
son, Association  Attorney  and  L.  Donald  Lau, 
Executive  Director  of  Blue  Shield,  the  fiscal 
agent. 
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THE  PERSON  BEHIND  THE  DISEASE  by  Julius  Bauer,  M.D. 

136  pages.  (1956)  Grune  & Stratton.  $3.50. 

In  an  unusual  monograph  Dr.  Bauer  dis- 
cusses the  art  of  treating  the  patients  rather 
than  the  diseases.  From  more  than  40  years 
of  clinical  experience,  he  discusses  considera- 
tion of  the  genetic,  constitutional,  and  psycho- 
logic makeups  of  patients  relative  to  their 
medical  problems.  The  author  is  a Clinical 
Professor  of  Medicine,  College  of  Medical  Evan- 
gelists. Stacey’s  Medical  Books,  S an  Francisco 

HANDBOOK  OF  MEDICAL  TREATMENT  by  Milton  J. 
Chatton,  M.D.,  Sheldon  Margen,  M.D.,  and  Henry  Brainerd,  M.D. 
5th  ed.  571  pages.  (1956)  Lange.  $3. 

Readers  of  these  reviews  will  have  noted 
that  no  volume  is  tagged  a “must”  book.  Here, 
however,  is  one  that  every  practicing  physician 
ought  to  have  in  his  bag,  a wonderful  com- 
pendium of  concise  and  useful  information.  It 
would  be  a bargain  at  twice  its  price. 

Stacey’s  Medical  Books,  San  Francisco 

CLINICAL  HEMATOLOGY  by  Maxwell  W.  Wintrobe,  M.D. 
4th  ed.  1184  pages.  Illustrated.  (19.56)  Lea  & Febiger.  $15. 

Advances  have  been  made  in  so  many  areas 
of  hematology  within  the  past  few  years  that 
Dr.  Wintrobe  has  found  it  necessary  to  add  to, 
rewrite,  and  revise  in  all  divisions  of  the  text. 
New  chapters  have  been  added  on  blood  groups 
and  blood  transfusion,  and  on  the  abnormal 
hemoglobin  syndromes.  Chapters  or  sections 
which  have  been  rewritten  include  those  on 
the  production  and  destruction  of  red  corpuscles, 
coagulation,  hemolytic  anemias  and  hemorrhagic 
disorders.  Many  other  chapters  have  had  ex- 
tensive revision.  There  are  23  new  helpful 
tables,  numerous  new  illustrations  and  1600 
new  references.  To  quote  the  Journal  of  the 
A.M.A.,  “The  best  . . . retains  the  preeminence 
established  by  its  predecessors  and  remains  the 
best  available  book  for  both  hematologists  and 
internists.”  (January  12,  1952:156  from  a review 
of  the  previous  edition). 

Stacey’s  Medical  Books,  San  Francisco 

(Continued  on  Page  38) 
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'Ifydrospray 

C®  VA/ITW  DOOPAnRIM  AND  NEOMYCIN) 


NASAL 

SUSPENSION 


(HYDROCORTONE®  WITH  PROPADRINE®  AND  NEOMYCIN) 

Anti-inflammatory— 
Decongestant — Antibacterial 


Topically  applied  hydrocortisone ‘ in  therapeutic 
concentrations  has  been  shown  to  afcord  a sig- 
nificant degree  of  subjective  and  objective  im- 
provement in  a high  percentage  of  patients 
suffering  from  various  types  of  rhinitis.  Hydro- 
spray  provides  Hydrocortone  in  a concentra- 
tion of  0.1  % plus  a safe  but  potent  decongestant, 
Propadrine,  and  a wide-spectrum  antibiotic. 
Neomycin,  with  low  sensitization  potential.  This 
combination  provides  a three-fold  attack  on  the 
physiologic  and  pathologic  manifestations  of 
nasal  allergies  which  results  in  a degree  of  relief 
that  is  often  greater  and  achieved  faster  than 
when  any  one  of  these  agents  is  employed  alone. 
INDICATIONS:  Acute  and  chronic  rhinitis,  vaso- 
motor rhinitis,  perennial  rhinitis  and  polyposis. 


SUPPLIED:  In  squeezable  plastic  spray  bottles 
containing  15  cc.  Hydrospray,  each  cc.  sup- 
plying 1 mg.  of  Hydrocortone,  15  mg.  of 
Propadrine  Hydrochloride  and  5 mg.  of  Neo- 
mycin Sulfate  (equivalent  to  8.5  mg.  of  neo- 
mycin base). 


MERCK  SHARP  a DOHME 

DIVISION  OF  MERCK  » CO.. INC. 
PHILADELPHIA  I.  PA, 


REFERENCE:  1.  SUcox,  L.  E.,  A.JW.A.  Arch,  Otolaryng.  60:431,  Oct.  1954. 
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RX.,  DX.,  AND  DRS. 

By  GUILLERMO  OSLER,  M.D. 


I*  DRAMATIC  use  of  a hydrocortisone  ointment 

has  been  described  in  the  Archives  of  Industrial 

Health  (A.M.A.)  ‘Neo-Cortef  has  been  applied  to 

swollen  and  bruised  fingers  for  relief  of  pain 

and  to  prevent  inflammation.  ...  It  is  said  that 

the  effects  begin  in  two  minutes,  and  the  swelling 

is  markedly  reduced  in  6 to  48  hours.  . . . The 

authors  (McLaughlin  and  Schector)  should  know 

about  such  injuries,  since  % of  the  38,000  calls 

per  year  in  their  first-aid  station  are  for  finger 

and  hand  injuries.  . . . We  intend  to  try  it,  and 

we  suspect  it  may  also  be  of  value  in  burns,  tho 

we  have  not  seen  such  a report. 

... 

V V 

Each  of  us  physicians/citizens  must  be  embar- 
rassed to  read  the  following  — "CIVIL  DEFENSE 
strategy  is  in  for  a major  overhauling."  Etc.  . . . 
If  there  is  a possible  need  for  civil  defense  (as 
there  surely  is)  there  should  be  preparations  and 
precautions.  They  shouldn't  be  voluntary,  and 
partial,  and  possibly  ineffective:  they  should  be 
universal  and  regular  and  certain.  . . . The 
medical  angles  should  be  updated  and  prepared, 
just  like  all  the  other  aspects.  Then  we  may  be 
less  embarrassed  at  a future  time. 

g,t  « 

There  are  many  people  who  knew  Dr.  Vivian 
Tappan  during  the  years  when  she  was  a noted 
pediatrician  in  Tucson.  She  spent  many  of  her 
summers  directing  the  pediatric  out-patient  service 
at  Johns  Hopkins.  Many  of  her  patients  in  Tucson 
were  referred  by  famous  eastern  physicians.  She 
would  make  no  compromise  with  inefficiency, 
expediency,  or  expense.  ...  It  is  good  to  hear 
that  she  is  back  in  a practicing  position.  She  is 
now  assistant  director  of  pediatrics  at  Yale,  the 
head  of  a new  cystic  fibrosis  clinic. 

We  should  give  a loud  "Ole!"  for  fwo  different 
medical  Ireafs.  Firsf,  the  notice  that  BLUE 
SHIELD  will  provide  extra  benefits  is  good 
news.  . . . Second,  the  'HISTORY  OF  MEDICINE' 
section  in  ARIZONA  MEDICINE  is  a very  good 
idea.  Several  journals  have  such  a section.  Ari- 
zona's medical  history  is  so  recent,  comparatively, 
that  it  can  be  readily  found  by  the  historians,  and 
lots  of  it  from  first-hand  sources.  We  have  a fine 
chance  to  know  about  our  heroes,  our  average 
predecessors,  and  even  our  scoundrels.  The  last- 
named  did  some  rootin',  and  even  some  shootin'. 
♦ * # 

Where  was  the  Land  of  the  Lotus  Eaters?  Was 
it  in  the  northeast  Mediterranean?  Is  it  a village 
near  Phoenix?  Or  is  it  the  patients  who  take  the 
Winthrop  Lab’s  new  butylbarbiturate,  called 


‘Lotusate’?  . . . They  hit  the  jackpot  on  that  name, 
no  matter  how  well  the  drug  works  (and  it  is 
said  to  be  of  value  as  a sedative,  or  in  larger 
doses,  as  a hypnotic). 

* * ❖ 

A couple  of  years  ago  we  menlioned  fhe  slarfling 
number  of  GRADUATES  OF  FOREIGN  MEDICAL 
SCHOOLS  who  were  licensed  to  practice  medicine 
and  surgery  in  Ohio.  . . . Again  we  have  seen  fhe 
lisf  in  fhe  Ohio  State  Medical  Journal  and  again 
it  is  amazing.  Seventy-two  of  the  list  of  392  were 
graduated  from  schools  in  just  about  every  foreign 
country.  . . . Ohio  must  really  be  able  to  integrate, 
tho  one  would  suspect  an  occasional  attack  of 
social  indigestion. 

Dr.  Alvarez  wrestles  with  the  problem  of  asthma 
and  climate.  He  balances  pollens,  dryness,  heat, 
wind,  distance,  livelihood,  et  al.,  and  comes  up 
with  the  conclusion  that  in  some  people,  after 
a trial,  and  with  the  advice  of  a good  allergist, 
sometimes  ‘yes’.  . . . Perhaps  he  would  write  a 
more  strongly  favorable  article  during  a Chicago 
midwinter  day,  with  sleet  underfoot,  no  sun  over- 
head, the  steam-heat  drying  out  a respiratory  tract 
loaded  with  the  results  of  a ‘cold’  and  house- 
dust,  and  barely  over  the  effects  of  fall  hay-fever. 
. . . The  balance  then  would  tip  southwestwards, 
and  by  airplane. 

9{:  * 

CHEMOTHERAPY  FOR  TUBERCULOSIS  is 
still  not  uniform  down  at  the  'grass  roots',  which 
means  me  and  you.  . . . The  V.A.  and  Trudeau 
meetings  provide  huge  analyses,  and  some  fairly 
definite  conclusions  on  use  of  the  drugs,  a couple 
of  times  per  year.  There  is  some  leeway,  and 
some  equality  in  various  regimens,  so  that  we 
all  have  a choice,  ...  A 'show  of  hands'  at  a 
recent  California  Sanatorium  meeting  indicated 
that  one  third  of  the  specialists  present  used 
streptomycin,  another  third  dihydrostreptomycin, 
and  the  remainder  used  both.  About  two  thirds 
used  a 'dual  drug'  therapy  (INH  & PAS)  for 
cases  which  had  become  inactive  by  x-ray  and 
bacterial  tests,  and  one  third  continued  to  use  the 
'triple  drug'  routine  (including  SM). 

* ^ ^ 

Do  you  feel  67?  One  hundred?  A hundred  and 
sixty  seven?  . . . Javier  Pereira  feels  just  fine, 
and  the  physicians  at  New  York  Hospital  say  he 
is  in  good  condition.  They  also  believe  that  he 
probably  is  167  years  of  age,  tho  there  is  no 
certain  way  to  tell  the  exact  age  of  an  adult.  . . . 
We  can’t  all  be  that  old,  but  we  can  feel  that  way 
once  in  a while. 
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An  Ethical  Professional 
Service  for  Your  Patients 
Founded  1936 


195 

Medical  & Dental  Finance  Bureau 
can  mean  a better  1957  for  your 
patients  and  you,  doctor!  For 
through  the  M & D Budget  Plan 
for  Health  your  patients  have  the 
opportunity  to  pay  for  their  med- 
ical or  dental  care  out  of  income, 
in  small  convenient  monthly  pay- 
ments. And  through  M & D,  you, 
the  doctor,  are  paid  without  re- 
course. 

For  the  complete  M & D Budget 
Plan  for  Health  story,  call  Mr. 
Gray  in  Phoenix  — ALpine  8-7758. 
In  Tucson,  call  Mr.  O'Rourke  at 
MAin  3-9421. 


First  Street  at  WiUetta  .Phoenix  A1  8-7758 
507  Valley  Natl  Bldg.- Tucson  M A 3-9421 
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II  is  good  io  see  quotalions  from  ARIZONA 
MEDICINE  in  another  medical  journal.  A recent 
article  by  Dr.  James  Waring  (on  the  treatment 
and  CARE  OF  THE  LONG-LIVED  TB  patient) 
has  been  quoted  at  length  in  GERIATRICS,  which 
confirms  a recent  comment  here  that  it  is  a solid 
and  modish  publication. 

The  same  issue  of  that  journal  has  an  editorial 
by  J.  P.  Warbasse  of  Woods  Hole,  Mass.,  on  'The 
Ultimate  Adventure'.  It  is  worth  reading  in  toto. 
but  a few  excerpts  will  do  for  now  — THE  AGED 
NEED  TO  KNOW  HOW  TO  DIE.  to  approach  the 
great  adventure  with  poise  if  not  satisfaction.  . . . 
The  aged  person  should  not  have  to  ignore  or  turn 
away  from  the  event  as  tho  it  were  shameful  or 
a subject  for  taboo.  He  should  be  free  of  dis- 
comforts — that  is  his  doctor's  duty.  Then,  there 
remains  for  him  something  to  be  found  . . . there 
is  the  satisfaction  of  equanimity.  . . . The  sense 
of  humor  and  spirit  of  waggery  need  not  vanish 
too  soon.  . . . The  person  who  has  not  feared 
life  need  not  fear  death.  The  intelligent  do  not 
fear  sleep,  but  welcome  it  as  a necessary  oblivion 
at  the  end  of  the  day.  (The  fear  of  death  is  a 
fantasy.  Medieval  artists  pictured  death  as  an 
excruciating  fate.  Religious  believers  and  non- 
believers may  approach  the  end  with  peace  and 
assurance  if  they  have  reached  a firm  intelligent 
philosophical  conviction. 

Here  we  are  with  the  ‘shotgun’  again  — 1.  ‘Citra’ 
(by  Boyle  & Co.)  contains  a decongestant,  an 
antihistaminic,  an  analgesic,  an  antipyretic,  an 
expectorant,  and  an  agent  to  restore  capillary 
function.  ...  2.  ‘Achrocidin’  (by  Lederle  Labr.) 
is  made  up  of  the  broad-spectrum  antibiotic 
achromycin,  an  analgesic,  an  antipyretic,  and  an 
antihistamine.  . . . We  will  soon  be  right  back 
to  the  bulky  prescriptions  of  50  or  100  years  ago, 
except  that  we  have  to  remember  only  one  name, 
and  except  that  fewer  of  the  ingredients  are 


useless  or  inert. 

California  has  a law  which  FORBIDS  COM- 
MISSION of  persons  wifh  "harmless  chronic 
mental  unsoundness"  to  a Stale  Hospital.  Yet 
most  of  the  state,  except  Los  Angeles  County,  ^ 
does  so;  there  is  no  other  way  of  caring  for  them, 
so  the  jurists  break  the  law.  . . . The  amazing 
result  is  that  one-third  are  dead  within  a year, 
and  half  of  that  group  dies  in  the  first  45  days. 
The  newspapers  report  that  this  is  not  due  to 
neglect,  but  to  "a  final  shock  to  the  tired  old 
hearts  of  the  elderly".  It  COULD  simply  be  that 
they  are  not  committed  until  that  ill. 

* * * 

Detection  of  the  sex  of  an  unborn  child  may  be 
possible  some  day,  but  determination  of  the  sex 
in  adult  cells  is  already  possible.  Barr  and  his 
colleagues  have  maintained  that  ‘maleness’  and 
‘femaleness’  are  transmitted  by  the  fertilized  ovum 
to  the  somatic  cells.  The  cells  of  most  tissues 
show  the  sex  chromatin,  and  it  is  peculiarly 
present  in  female  cells.  The  neutrophiles  of  the 
blood  and  the  cells  of  the  skin  are  very  good 
indicators,  and  very  convenient  for  sampling.  . . . 
This  should  be  of  value  in  deciding  the  sex  of 
an  hermaphrodite,  and  is.  It  has  also  been  shown 
that  cancer  cells  are  the  same  sex  as  the  patient. 

Dr.  Marcus  Crahan,  a long-time  medico-legal 
expert  in  Los  Angeles,  says  the  following  sad 
quote  — "The  highways  leading  to  SKID  ROW'S 
dead-end  street  are  poorly  marked.  There  are  no 
brake-testing  stations  except  those  of  the  courts  — 
way  down  near  the  journey's  end".  . . . Along 
the  same  alcoholic  line  is  the  re-quote  of  Dr. 
Karl  Bowman  of  San  Francisco  — "An  alcoholic 
is  hard  to  define.  One  might  say  that  he  is  a 
person  who  cannot  get  along  without  alcohol,  or 
with  it". 


WE  ARE  AUTHORIZED  SALES  & SERVICE  AGENCY 

FOR  THE 

SANBORN  INSTRUMENT  CO. 

ALL  TYPES  AND  MAKES  OF  MEDICAL  & SCIENTIFIC  APPARATUS  REPAIRED 
Majority  of  all  repair  parts  in  stock  and  immediately  available. 

TKe  Arizona  Medical  Equipment  & Service  Co. 

1005-B  N.  7th  St.,  Phoenix  AL  3-9155  or  CR  4-4171 
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for  ''This  Wormy  World 


Pleasant  tasting 

'ANTEPAR! 


brand 


PIPERAZINE 


SYRUP  • TABLETS  * WAFERS 

E/immate  PIN  WORMS  IN  ONE  WEEK 
ROUNDWORMS  IN  ONE  OR  TWO  DAYS 

PALATABLE  • DEPENDABLE  • ECONOMICAL 

^ANTEPAR^  SYRUP  “ Piperazine  Citrate,  100  mg.  per  cc. 
^ANTEPAR^  TABLETS -Piperazine  Citrate,  250  or  500  nig.,  scored 
^ANTEPAR^  WAFERS  - Pip  erazine  Phosphate,  500  mg. 

Literature  available  on  request 
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TUBERCULOSIS  LAWS 
AND  REGULATIONS 
OPINION  NO.  56-103 

REQUESTED  BY:  Arizona  State  Depart- 
ment of  Health. 

OPINION  BY:  ROBERT  MORRISON,  The 
Attorney  General;  H.  B.  Daniels,  Assistant  At- 
torney General. 

QUESTION:  In  the  enforcement  of  quaran- 
tine laws  and  regulations,  particularly  in  regard 
to  tuberculosis: 

1.  What  is  the  responsibility  of  the  health 
officer? 

2.  What  is  the  responsibility  of  the  county 
attorney  and  the  courts? 

3.  What  is  the  responsibility  of  the  law  en- 
forcement officers? 

4.  How  may  the  duties  of  these  agencies  be 
correlated  to  secure  speedy,  effective  action 
in  handling  of  tuberculosis  cases? 

GONGLUSION:  1.  The  health  officer,  par- 
ticularly the  tuberculosis  control  officer,  is  re- 
sponsible for  the  enforcement  of  the  quaran- 
tine laws. 

2.  (a)  The  county  attorney  is  responsible  for 
the  prosecution  of  those  who  commit  public 
offenses  and  the  institution  of  proceedings  be- 
fore the  magistrate  for  the  arrest  of  the  persons 
charged  or  suspected  of  public  offenses  when 
he  has  facts  showing  the  offenses  have  been 
committed. 

(b)  The  court  has  the  duty  of  determining 
and  imposing  sentence  according  to  the  punish- 
ment prescribed  by  law. 

3.  It  is  the  duty  and  responsibility  of  the 
sheriff  to  preserve  the  peace,  arrest  and  take 
before  a magistrate  all  persons  who  attempt 
or  have  committed  public  offenses  and  to  pre- 
vent breaches  of  the  peace. 

4.  All  three  agencies  should  co-operate  when 
a patient  has  been  arrested  for  violation  of  the 
quarantine  measures  to  detain  and  isolate  such 
person  or  persons  until  such  time  as  it  has 
been  determined  that  he  is  no  longer  a hazard 
or  dangerous  to  the  public’s  health  and  safety. 

The  answer  to  the  questions  asked  must  be 
found  within  the  statutes.  The  hereinafter 
quoted  sections  of  the  Arizona  Revised  Statute 
are  cited  for  convenience: 

Sec.  36-624.  Quarantine  and  sanitary  meas- 
ures to  prevent  contagion 
“When  a local  board  of  health  or  health  de- 
partment is  appraised  that  infectious  or  con- 


tagious disease  exists  within  its  jurisdiction, 
it  shall  immediately  make  an  investigation. 
If  such  disease  does  exist,  the  board  or  de- 
partment shall  adopt  quarantine  and  sanitary 
measures  to  prevent  spread  of  the  disease. 
The  board  or  department  may  immediately 
cause  a person  afflicted  with  such  disease 
to  be  removed  to  a separate  house  if  in 
the  opinion  of  the  health  officer,  county 
superintendent  of  public  health  or  director 
of  the  local  health  department,  the  person 
can  be  moved  without  danger  to  his  health. 
If  the  person  cannot  be  moved,  the  board 
or  department  shall  make  quarantine  regula- 
tions and  may  cause  the  removal  of  persons 
in  the  neighborhood.  The  local  board  or 
health  department  shall  immediately  notify 
the  state  department  of  health  of  the  existence 
and  nature  of  the  disease,  and  measures  taken 
concerning  it.” 

This  section  plainly  imposes  a duty  upon 
the  local  health  officer  to  see  that  an  individual 
is  isolated,  if  such  person  is  infected  with  a 
contagious  or  infectious  disease.  Regarding  the 
isolation  of  persons  infected  with  tuberculosis, 
the  Legislature  has  said: 

Sec.  36-713.  Declaration  of  policy 

“A.  It  is  the  policy  of  the  state  to  treat  per- 
sons having  tuberculosis  in  a communicable 
and  contagious  stage  as  dangerous  to  the 
health  and  welfare  of  the  citizens  of  the 
state.  It  is  also  the  policy  of  the  state  to 
declare  that  all  cases  of  tuberculosis  in  a 
communicable  or  contagious  stage  should  be 
isolated  in  an  approved  hospital,  institution 
or  nursing  home,  or  at  home  if  such  home 
isolation  meets  the  approval  of  the  health 
officer  and  the  tuberculosis  control  officer. 
To  this  end,  it  is  declared  that  quarantine 
provisions  to  achieve  isolation  of  such  com- 
municable or  contagious  tuberculous  persons 
should  be  accomplished  to  the  fullest  ex- 
tent regardless  of  such  person’s  ability  to 
pay.  It  is  further  declared  that  such  persons 
with  communicable  or  contagious  tuberculosis 
shall  be  given  full  opportunity  to  enter  isola- 
tion voluntarily.  In  order  to  prevent  effective- 
ly the  spread  of  this  disease  it  is  necessary 
that  the  state: 

“1.  Further  the  discovery,  care  supervision  and 
treatment  of  persons  having  tuberculosis  in 
a communicable  or  contagious  stage. 

“2.  Encourage  the  use  of  all  available  public 
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and  private  facilities  to  that  end. 

“3.  Regard  this  tuberculosis  program  as  one 
of  public  health  and  one  to  be  dealt  with 
according  to  public  health  requirements 
rather  than  those  of  indigency.” 

In  addition  to  the  above  quoted  section,  the 
Legislature  provides  as  follows: 

“A.R.S.  Sec.  36-713  B.  Tuberculosis  is  de- 
clared to  be  a communicable  and  contagious 
disease  within  the  contemplation  of  the 
quarantine  laws  of  the  state  only  where  such 
tuberculosis  is  in  a communicable  or  con- 
tagious stage.” 

Clearly,  the  Legislature  intended  that  the 
quarantine  laws  should  apply  to  persons  in- 
fected with  tuberculosis  in  a contagious  or 
communicable  stage. 

The  Legislature,  in  Section  36-714,  specifically 
made  the  tuberculosis  officer  responsible  for 
the  isolation  of  tuberculous  persons. 

For  violation  of  a quarantine  order  or  regu- 
lation the  individual  is  liable  criminally.  A.R.S. 
Sec.  36-631  provides  as  follows: 

“Sec.  36-631.  Person  with  contagious  or  in- 
fectious disease  exposing  himself  to  public; 
penalty;  exception 

“A  person  who  wilfully  exposes  himself  to 
another  afflicted  with  a contagious  or  in- 
fectious disease  in  a public  place  or  through- 
fare,  except  in  the  necessary  removal  of  such 
person  in  a manner  least  dangerous  to  the 
public  health,  is  guilty  of  a misdemeanor.” 
Whenever  a person  commits  this  public  of- 
fense, it  is  the  duty  of  those  in  possession  of 
such  fact  to  convey  that  information  to  the 
county  attorney.  The  county  attorney  has  the 
duty  then  to  institute  proceedings  before  a 
magistrate  for  the  arrest  of  such  person  charged 
with  or  suspected  of  such  offense.  See  A.R.S.  Sec. 
Sec.  11-532.  It  is  further  the  duty  of  the  county 
attorney  to  prosecute  in  behalf  of  the  state  the 
violator  of  such  public  offense. 

The  court  has  the  responsibility  of  determin- 
ing the  guilt  or  innocence  of  the  accused  upon 
the  law  and  the  evidence  submitted  to  it.  The 
court  shall  determine  and  impose  sentence  ac- 
cording to  punishment  prescribed  by  law. 
A.R.S.  Sec.  13-1642.  When  the  punishment  for 
a misdemeanor  is  not  prescribed  by  law,  the 
court  may  impose  a jail  sentence  not  to  exceed 
six  months,  a fine  not  to  exceed  $300.00,  or 
both.  A.R.S.  Sec.  13-1645. 

The  sheriff  is  responsible  for  the  arrest  of 


persons  who  attempt  or  have  committed  a 
public  offense.  This  agency  also  has  the  re- 
sponsibility of  preventing  breaches  of  the  peace 
and  generally  preserving  the  peace.  The  sheriff 
also  has  the  responsibility,  after  making  an 
arrest,  to  bring  the  arrestee  before  the  nearest 
magistrate  in  the  county  and  to  retain  such 
prisoner  in  his  custody  until  lawfully  released. 
A.R.S.  Sec.  11-441. 

The  Legislature  has  declared  it  to  be  a 
policy  of  this  state  that  all  cases  of  tuberculosis 
in  a communicable  or  contagious  stage  should 
be  isolated.  It  also  declares  that  such  persons 
with  communicable  or  contagious  tuberculosis 
should  be  given  full  opportunity  to  enter  isola- 
tion voluntarily.  It  seems  to  us,  that  in  order 
to  make  this  policy  effective,  all  of  the  several 
agencies  must  cooperate  to  protect  the  public 
health.  It  is  apparent  that  there  is  no  clear 
procedure  provided  for  the  handling  of  such 
patients.  However,  it  appears  to  us  that  when 
the  individual  violates  the  quarantine  law  he 
has  committed  a public  offense  and  that  the 
county  attorney  should  inform  against  such 
person  and  the  sheriff  should  bring  him  im- 
mediately before  a magistrate.  The  magistrate 
should  make  every  attempt  to  detain  the  in- 
dividual and  assist  in  isolating  him.  We  believe 
this  to  be  the  intent  of  the  Legislature.  Any 
other  conclusion  would  make  the  provision  of 
the  Tuberculosis  Control  Act  a nullity.  If  the 
individual  who  is  being  detained  feels  that  his 
detention  is  wrongful,  his  remedy  is  by  habeas 
corpus.  This  is  the  speediest  method  that  we 
can  suggest  under  the  present  status  of  the 
law. 

ROBERT  MORRISON 

The  Attorney  General 
H.  B.  DANIELS 

Assistant  Attorney  General 


RADIUM  and  RADIUM  D+E 

(Including  Radium  Applicators) 

FOR  ALL  MEDICAL  PURPOSES 
Est.  1919 

Quincy  X-Ray  and  Radium  Laboratories 
(Owned  and  Directed  by  a Physician-Radiologist) 
Harold  Swanberg,  B.  S.,  M.  D.,  Director 
W.  C.  U.  Bldg.  Quincy,  Illinois 
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(Continued  from  Page  30) 

PRACTICAL  OFFICE  GYNECOLOGY  by  Albert  Decker, 
M.D.,  and  Wayne  II.  Decker,  M.D.  388  pages.  103  Illustrations. 
(19.56)  Davis.  S10..50. 

Practical  and  workable  methods  for  diagnosis, 
management,  and  tieatment  are  presented, 
backed  by  basic  clinical  gynecologic  principles. 
This  makes  a good  refresher  course  for  praetic- 

physicians.  Stacey’s  Medical  Books,  San  Francisco 

HANDBOOK  OF  PEDIATRIC  .MEDICAL  EMERGENCIES  by 
Adolph  G.  DeSanctis,  M.D.  2nd  ed.  389  pages.  73  Illustrations. 
(1956)  Mosby.  $6.2.5. 

Chapters  on  metabolic  emergencies,  accident 
and  poison  prevention,  genitourinary  emergen- 
cies, and  respiratory  paralysis  in  poliomyelitis 
are  new.  Additions  have  been  made  to  the  list 
of  household  poisons.  Considerable  revising  has 
been  done.  Although  references  are  made  to 
procedures  used  in  other  hospitals,  the  text 
presents  those  of  the  New  York  University- 
Bellevue  Medical  Center. 

Stacey’s  Medical  Books,  San  Francisco 

THE  PATHOLOGY  AND  SURGERY  OF  THE  VEINS  OF 
THE  LOWER  LIMB  by  Harold  Dodd  and  Frank  B.  Cockett. 
462  pages.  Illustrated  (19561  Williams  & Wilkins.  $12.50. 

R.  R.  Linton,  M.D.,  in  the  foreword  of  this 
book  says,  “It  is  a pleasure  to  write  this  fore- 
word for  what  is  believed  to  be  the  best  book 
available  on  this  subject.  The  publication  of 
it  at  this  time  certainly  fills  a definite  need,  and 
it  is  hoped  that  many  surgeons  now  attempt- 
ing this  type  of  surgery  will  read  it  and  digest 
its  words  with  great  care.  The  explanation  of 
the  pathological  physiology  of  the  various  dis- 
orders are  fundamental  and  lucid  in  all  details. 
The  surgical  measures  to  correct  them  are  care- 
fully explained.  The  only  criticism,  perhaps,  of 
the  book  is  the  fact  that  some  of  the  methods 
described  are  not  sufficiently  radical  to  pro- 
duce the  best  results,  and  it  is  predicted  that 
in  the  next  edition,  especially  in  the  handling 
of  the  chronic  ulcers  of  the  lower  leg,  a still 
more  radical  approach  will  be  described,  in 
order  to  interrupt  additional  communicating 
veins,  than  those  described  in  the  text.” 

Stacey’s  Medical  Books.  San  Francisco 

HEAD  INJURIES  AND  THEIR  MANAGEMENT  by  Francis 
Asbury  Echin,  M.D.  127  pages.  (1956)  Lippincott.  $3. 

Of  the  many  good  monographs  on  brain  in- 
juries, most  of  them  are  too  voluminous  and 
appeal  to  the  specialist.  Here  is  a pocket  book 
for  practitioners,  a welcome  short  summary  of 
how  to  manage  head  injuries  and  to  deal  with 
both  surgical  and  nonsurgical  cases  and  com- 
plications. Special  aids  in  diagnosis  are  con- 
sidered. A short  bibliography  is  included. 

Stacey’s  Medical  Books,  San  Francisco 

DISEASES  OF  THE  BREAST  by  C.  D.  Hagensen,  M.D.  751 
pages.  429  Illustrations.  (1956)  Saunders.  $16. 

Diagnostic  methods,  given  detail,  include  dis- 


cussions of  medical  history,  palpation,  retraction 
signs  of  nipple  and  areola,  biopsy  methods,  and 
smears  of  discharges.  Medical  and  surgical 
treatment  is  explained  and  illustrated  for  cancer 
of  the  breast,  benign  tumors,  cystic  disease, 
adenosis,  fibrosis  disease,  mammary  duct  ectasia,  I 
and  adenofibroma.  The  author’s  own  effective 
technicpie  for  radical  mastectomy  is  described 

point  by  point.  stacey’s  Medical  Books,  San  Francisco  ' 
FRACTURES,  DISLOCATIONS  AND  SPRAINS  by  J.  Albert 
Key,  M.D.,  and  H.  Earle  Conwell,  M.D.  6th  ed.  1168  pages. 
Illustrated.  (1956)  Mosby.  $20. 

For  nearly  a quarter  of  a century  this  text  has 
been  an  American  standard  for  care  of  trauma 
of  bone  and  joint.  The  present  edition  maintains  ; 
the  previously  high  degree  of  care  in  prepara-  ^ 
tion.  Modernized  by  both  deletions  and  addi-  ‘ 
tions,  selected  methods  are  clearly  and  ade-  i 

C|ll^t0ly  clcscribt'cl  stacey’s  Medical  Books,  San  Francisco  j 

MEDICAL  EFFECTS  OF  THE  ATOMIC  BOMB  IN  JAPAN  1 
edited  by  Ashley  W.  Oughterson,  M.D.,  and  Shields  Warren,  1 
M.D.  477  pages.  Illustrated.  (1956)  McGraw-Hill.  $8. 

Among  the  subjects  discussed  are:  the  simul- 
taneous effects  of  the  blast,  heat,  and  ionizing  ; 
radiation;  and  the  factors  influencing  the  ca-  i 
trastrophe,  such  as  surprise  attack,  terrain,  lay-  - 
out  of  the  cities,  distanee,  shielding,  density  and 
distribution  of  the  population,  and  the  effects  j 
of  medical  care  and  facilities.  Anatomic  and 
histologic  notes,  case  histories,  and  laboratory 
examinations  are  summarized,  and  the  available 
clinical  data  on  patients  examined  at  autopsy 
are  given  for  each  group  and  subgroup.  | 

Stacey’s  Medical  Books,  San  Francisco  j 

PHYSICAL  MEASURES  IN  THE  TREATMENT  OF  POLIO-  ] 
J.  s.  Reynold.s.  140  pages.  Illustrated.  (1956)  1 

Macmillan.  $2.50.  j 

Salk  vaccine  may  be  lowering  the  incidence 
of  paralytic  poliomyelitis,  but  such  cases  will  ' 
probably  always  be  with  us.  The  fewer  the 
patients  the  more  need  is  there  for  attention 
to  alleviation.  This  small  English  handbook 
gives  directions  for  physiotherapeutic  measures 
at  all  stages.  It  is  dern  ed  from  the  files  of  one 
of  England’s  largest  hospitals  caring  for  infantile 

paialysis.  stacey’s  Medical  Books,  San  Francisco 

DIABETES  MELLITUS:  Handbook  for  Physicians  by  Howard 
F.  Root,  M.D.,  and  Priscilla  White,  M.D.  346  pages.  (1956) 
Blakiston-McGraw.  $7. 

This  handbook  relates  diabetes  mellitus  to 
general  medicine,  including  obstetrics,  pediatrics, 
and  surgery.  Diabetic  complications  discussed 
include  cardiovascular,  renal,  pulmonary,  and 
ocular  disorders  associated  with  imperfect  con- 
trol of  the  disease.  A discussion  of  the  basic 
concepts  stresses  particularly  the  long-range  ob- 
jectives in  treatment  and  the  importance  of 
adequate  control  of  diabetes  from  its  onset. 

Stacey’s  Medical  Books,  San  Francisco 


provides  the  anti-rheumatic, 
anti-inflammatory  action  of  the  most 
effective  steroid,  Sterane,®  complemented  by 
the  superior  central  tranquilizing  effects  of 
Atarax.®  Minimal  disturbance  of  fluid  and 
electrolyte  metabolism;  no  mental  fogging 
or  major  toxicity  in  ataractic  action. 

FOR  UNMATCHED  RESPONSE  AND 
MANAGEMENT  IN  RHEUMATOID  ARTHRITIS . . . 
AS  IN  OTHER  COLLAGEN  DISEASES,  BRONCHIAL 
ASTHMA.  INFLAMMATORY  DERMATOSES. 


Supplied:  Each  green,  scored 
Ataraxoid  Tablet  contains  5 mg.  prednisolone 
(Sterane)  and  10  mg.  hydroxyzine  hydro- 
chloride (Atarax)  . Bottles  of  30  and  100, 


PFIZER  LABORATORIES 

Division,  Chas.  Pfizer  & Co.,  Inc. 
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MEDICARE 
Public  Law  569 

RIEFLY,  the  Chairman  wishes  to  report  that 
he  first  became  acquainted  with  Public  Law 
569  on  August  26,  1956  at  a meeting  in  Denver, 
Colorado  of  regional  western  states  pertaining 
to  Medicare  (Medical  Care  for  Dependents  of 
Active  Uniformed  Personnel  of  the  United 
States  Armed  Forces,  United  States  Geodetic 
Survey  and  United  States  Public  Health  Serv- 
ices). 

After  a thorough  study  at  this  Denver  meet- 
ing which  was  attended  by  all  the  western 
states,  a special  Council  meeting  was  held  on 
September  23,  1956,  at  which  time  the  Medicare 
Committee  was  established  consisting  of  yours 
truly  as  Chairman,  and  Doctors  Ernest  A.  Born, 
Carlos  C.  Craig,  Hugh  E.  Dierker,  John  A. 
Eisenbeiss,  Francis  M.  Findlay,  George  O.  Hart- 
man, Robert  E.  Hastings,  Benjamin  Herzberg, 
Walter  T.  Hileman,  Paul  B.  Jarrett,  Elvie  B. 
Jolley,  Harry  B.  Lehmberg,  Donald  E.  Nelson, 
Royal  W.  Rudolph,  Stuart  Sanger,  Paul  L. 
Singer,  William  B.  Steen,  Oscar  W.  Thoeny, 
Otto  E.  Utzinger,  Vice  Chairman,  Charles  E. 
Van  Epps,  James  Volpe,  Jr.,  and  MacDonald 
Wood. 

This  special  committee  convened  on  Sunday, 
October  7,  1956,  and  a tentative  fee  schedule 
was  set  up  and  presented  at  a special  Council 
meeting  which  was  called  on  October  28,  1956. 
At  this  Council  meeting,  it  was  directed  that 
Doctor  A.  I.  Podolsky,  President  of  the  As- 
sociation, Doctor  Paul  B.  Jarrett,  member  of 
the  Medical  Economics  Committee,  Doctor 
Frank  W.  Edel,  Chairman  of  the  Medicare  Com- 
mittee, Mr.  Robert  Carpenter,  Executive  Secre- 
tary of  the  Association,  and  Mr.  Edward  Jacob- 
son, attorney,  legal  counsel  for  the  Arizona 
Medical  Association,  make  the  trip  to  Wash- 
ington, D.  C.  on  November  14,  1956  to  negotiate, 
if  possible,  the  contract  for  the  Arizona  Medical 
Association  with  the  executive  agent,  namely 
the  Department  of  the  Army,  for  the  medicare 
program.  We  were  accompanied  by  Mr.  L. 
Donald  Lau,  Executive  Director,  Arizona  Blue 
Cross-Blue  Shield.  The  Arizona  Blue  Shield  had 
been  previously  designated  at  the  first  special 
Council  meeting  as  Arizona’s  fiscal  agent  for 
this  program. 

I wish  to  review  briefly  this  plan  as  it  pertains 
only  to  the  civilian  medical  care  program,  that 
is,  the  private  doctor  and  his  relationship  to 


the  Medicare  jirogram  in  the  State  of  Arizona. 
Briefly  this  is  a service  plan  contracted  between 
the  Arizona  Medical  Association  and  the  United 
States  of  America,  Department  of  the  Army 
as  executive  agent.  Arizona  Blue  Shield  is  the 
fiscal  agent,  but  we  wish  to  emphasize  that 
this  has  nothing  to  do  with  the  present  Arizona 
Blue  Shield  plan.  We  were  successful  in  negotiat- 
ing what  your  committee  feels  to  be  a very 
fair  conti'act  to  all  concerned.  We  may  also 
re-emphasize  that  this  is  a renegotiable  contract 
by  either  party  on  an  annual  basis  beginning 
July  1,  1957  if  we  find  that  either  party  is 
being  damaged  in  any  way  by  the  existing 
contract. 

Those  eligible  for  care  by  civilian  doctors  are 
(1)  the  immediate  spouse,  and  (2)  the  dependent 
children.  This  is  essentially  an  “in-hospital  pro- 
gram”. There  are  no  provisions  as  yet  for  out- 
patient care,  except  for  (a)  fractures,  (b)  other 
traumatic  injuries,  lacerations,  etc.,  and  (c)  pre- 
natal and  post-natal  care.  Study  is  going  on 
at  present,  however,  to  see  if  in  the  future 
out-patient  care  may  be  included.  This  is  still 
nebulous  and  very  indefinite  at  present,  how- 
ever. It  is  the  physician’s  responsibility  to  use 
reasonable  means  to  be  sure  that  those  he 
cares  for  are  eligible  under  the  act.  After  July 
1,  1957  identification  cards  will  be  given  to 
all  eligible  families  which  will  serve  as  a 
definite  means  of  identification;  however,  in 
acute  emergencies  this  provision  may  be  waived 
at  any  time. 

Fee  schedules  have  been  established  which 
the  Medicare  Committee  feels  are  quite  fair 
to  all  concerned.  These  are  obviously  too  lengthy 
to  print  in  the  Journal;  however,  a copy  of 
this  schedule  will  be  mailed  to  all  members  of 
the  Association  by  the  Blue  Shield  in  the  very 
near  future.  It  is  important  to  realize  that  this 
law  is  effective  December  7,  1956  and  must  be 
implemented  by  the  contracting  parties  on  that 
date  beginning  at  12:01  a.m.  Any  individual 
M.D.  may  refuse  to  join  in  this  plan  if  he 
should  so  desire  not  to  participate. 

As  regards  the  arbitration  set-up  over  dis- 
puted claims,  etc.,  it  was  decided  by  your 
Council  that  the  members  now  serving  on  the 
professional  committee  of  Blue  Shield,  with  the 
addition  of  the  Medicare  program  chairman, 
represent  the  Association  at  the  present  time 
as  the  arbitration  board  over  any  dispute  or 
(questionable  claim  for  services  rendered  by 
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Association  members.  It  is  to  be  noted  that 
in  instances  not  fully  covered  by  the  printed 
fee  schedule,  a provision  is  made  for  special 
report  on  the  part  of  the  attending  M.D.,  and 
they  will  be  given  proper  and  fair  consideration. 

Your  Medicare  Committee  of  the  Arizona 
Medical  Association  does  not  feel  that  this  is 
socialization  of  medicine,  although  your  Chair- 
man must  confess  that  this  was  his  first  opinion 
of  the  act  when  he  attended  the  Denver  regional 
meeting;  however,  after  considerable  study  of 
all  factors  involved,  we  feel  it  is  basically  a 
service-type  insurance  coverage  similar  to  the 
numerous  other  such  plans  in  existence  through 
the  unions  and  companies  throughout  the  United 
States,  except  that  in  this  case  the  United  States 
of  America  is  the  underwriter,  the  Army  is 
its  executive  agent,  and  John  Doe,  taxpayer, 
foots  the  bill.  If  we  stop  to  realize  that  the 
average  income  of  the  armed  forces  personnel 
even  including  the  14%  top  brass  is  only  ap- 
proximately $3300  yearly,  the  fairness  of  this 
coverage  to  the  eligible  dependents  seems 
obvious.  As  long  as  we  play  fair  as  a group 
of  M.D.s,  I am  sure  the  United  States  will  be 
equally  as  fair.  Remember  that  your  State  As- 
sociation and  its  constituents  basically  are  the 
ones  that  are  in  the  control.  By  that  I mean 
the  doctor  is  still  the  doctor,  and  we  are 
fundamentally  controlling  the  program. 

I,  as  Chairman  of  the  Medicare  Committee, 
wish  to  thank  Doctor  Podolsky,  Doctor  Jarrett, 
and  Mr.  Carpenter,  for  their  conscientious, 
time-consuming  and  valuable  efforts  in  work- 
ing entirely  as  a team  to  negotiate  a very 
satisfactory  contract.  I especially  wish  to  give 
praise  to  Mr.  Edward  Jacobson  for  a most 
brilliant  legal  representation  on  behalf  of  the 
Arizona  Medical  Association,  and  to  Mr.  L. 
Donald  Lau  and  his  staff  for  their  tedious  and 
time-consuming  work  in  helping  outline  these 
schedules  and  procedures  both  in  many  special 
meetings  and  at  the  Washington,  D.  C.  meeting. 

F.  W.  Edel,  M.D.,  Chairman 


Public  Law  569  — 84f-h  Congress 
Chapter  374  — 2d  Session 
H.  R.  9429 

AN  ACT 

To  provide  medical  care  for  dependents  of 
members  of  the  uniformed  services,  and  for 
other  purposes. 


Dependents’  Medical  Care  Act. 

Be  it  enacted  by  the  Senate  and  House  of 
Representatives  of  the  United  States  of  America 
in  Congress  assembled.  That  this  Act  may  be 
cited  as  the  “Dependents’  Medical  Care  Act”. 

TITLE  I 

Purpose. 

Sec.  lOI.  The  purpose  of  this  Act  is  to  create 
and  maintain  high  morale  throughout  the  uni- 
formed services  by  providing  an  improved  and 
uniform  program  of  medical  care  for  members 
of  the  uniformed  services  and  their  dependents. 

Sec.  102.  (a)  As  used  in  this  Act  — 
“Uniformed  services”. 

(1)  The  term  “uniformed  services”  means  the 
Army,  the  Navy,  the  Air  Force,  the  Marine 
Corps,  the  Coast  Guard,  the  Commissioned 
Corps  of  the  Coast  and  Geodetic  Survey,  and 
and  the  Commissioned  Corps  of  the  Public 
Health  Service. 

“Member  of  a xmiformed  service”. 

(2)  The  term  “member  of  a uniformed  service” 
means  a person  appoined,  enlisted,  inducted  or 
called,  ordered  or  conscripted  in  a uniformed 
service  who  is  serving  on  active  duty  or  active 
duty  for  training  pursuant  to  a call  or  order 
that  does  not  specify  a period  of  thirty  days 
or  less. 

“Retired  member  of  a uniformed  service”. 

(3)  The  term  “retired  member  of  a uniformed 
service”  means  a member  or  former  member 
of  a uniformed  service  who  is  entitled  to  re- 
tire, retirement,  or  retainer  pay  or  equivalent 
pay  as  a result  of  service  in  a uniformed  service, 
other  than  a member  or  former  member  en- 
titled to  retired  or  retirement  pay  under  title 
HI  of  the  Army  and  Air  Force  Vitalization 
and  Retirement  Equalization  Act  of  1948  who 
has  served  less  than  eight  years  of  active  duty 
as  defined  in  section  101  (b)  of  the  Armed 
Forces  Reserve  Act  of  1952. 

62  Stat.  1087.  10  USC  1036-1036i  and  notes.  66 
Stat.  481.  50  USC  901. 

“Dependent”. 

(4)  The  term  “dependent”  means  any  person 
who  bears  to  a member  or  retired  member  of 
a uniformed  service,  or  to  a person  who  died 
while  a member  or  retired  member  of  a uni- 
formed service,  any  of  the  following  relation- 
ships — 

(A)  the  lawful  wife; 
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(B)  the  unremarried  widow; 

(C)  the  lawful  husband,  if  he  is  in  fact  de- 
pendent on  the  member  or  retired  member  for 
over  one-half  of  his  support; 

(D)  the  unremarried  widower,  if  he  was  in 
fact  dependent  upon  the  member  or  retired 
member  at  the  time  of  her  death  for  over  one- 
half  of  his  support  because  of  a mental  or 
physical  incapacity; 

(E)  an  unmarried  legitimate  child  (including 
an  adopted  child  or  stepchild),  if  such  child 
has  not  passed  his  twenty-first  birthday; 

(F)  a parent  or  parent-in-law,  if  the  said 
parent  or  parent-in-law  is,  or  was  at  the  time 
of  the  member’s  or  retired  member’s  death,  in 
fact  dependent  on  the  said  member  or  retired 
member  for  over  one-half  of  his  support  and 
is,  or  was  at  the  time  of  the  member’s  or 
retired  member’s  death,  actually  residing  in 
the  household  of  the  said  member  of  retired 
member;  or 

(G)  an  unmarried  legitimate  child  (including 
an  adopted  child  or  stepchild)  who  (i)  has  passed 
his  twenty-first  birthday,  if  the  child  is  in- 
capable of  self-support  because  of  a mental  or 
physical  incapacity  that  exists  prior  to  his  reach- 
ing the  age  of  twenty-one  and  is,  or  was  at 
the  time  of  the  member’s  or  retired  member’s 
death,  in  fact  dependent  on  him  for  over  one- 
half  of  his  support,  or  (ii)  has  not  passed  his 
twenty-third  birthday  and  is  enrolled  in  a full- 
time course  of  study  in  an  institution  of  higher 
learning  as  approved  by  the  Secretary  of  De- 
fense or  the  Secretary  of  Health,  Education,  and 
Welfare  and  is,  or  was  at  the  time  of  the  mem- 
ber’s or  the  retired  member’s  death,  in  fact 
dependent  on  him  for  over  one-half  of  his 
support. 

Administration. 

(b)  Except  as  otherwise  provided  in  this  Act, 
the  Secretary  of  Defense  shall  administer  this 
Act  for  the  Army,  Navy,  Air  Force,  and  Marine 
Corps  and  for  the  Coast  Guard  when  it  is 
operating  as  a service  in  the  Navy,  and  the 
Secretary  of  Health,  Education,  and  Welfare 
shall  administer  it  for  the  Coast  and  Geodetic 
Survey  and  the  Public  Health  Service,  and  for 
the  Coast  Guard  when  it  is  not  operating  as  a 
service  in  the  Navy. 

Utilization  of  medical  facilities. 

Sec.  103.  (a)  Whenever  requested,  medieal 
care  shall  be  given  dependents  who  died  while 


a member  of  a uniformed  service,  in  medical 
facilities  of  the  uniformed  services  subject  to 
the  availability  of  space,  facilities,  and  the 
capabilities  of  the  medical  staff.  Any  determina- 
tion made  by  the  medical  officer  or  contract 
surgeon  in  charge,  or  his  designee,  as  to  avail- 
ability of  space,  facilities,  and  the  capabilities 
of  the  medical  staff,  shall  be  conclusive.  The 
medical  care  of  such  dependents  provided  for 
in  medical  facilities  of  the  uniformed  services 
shall  in  no  way  interfere  with  the  primary 
mission  of  those  facilities. 

(b)  In  order  to  provide  more  effective  utiliza- 
tion of  medical  facilities  of  the  uniformed  serv- 
ices, the  Secretary  of  Defense  and  the  Secretary 
of  Health,  Education,  and  Welfare  shall  jointly 
prescribe  regulations  to  insure  that  dependents 
entitled  to  medical  care  in  a medical  facility 
of  a uniformed  service  under  the  provisions  of 
this  Act  shall  not  be  denied  equal  opportunity 
for  medical  care  because  of  the  service  affilia- 
tion of  the  service  member. 

Charges. 

(c)  The  Secretary  of  Defense,  after  consulta- 
tion with  the  Secretary  of  Health,  Education, 
and  Welfare,  shall  establish  fair  charges  for 
inpatient  medical  care  given  dependents  in  the 
facilities  of  the  uniformed  sevices,  which  charges 
shall  be  the  same  for  all  dependents. 

(d)  As  a restraint  on  excessive  demands  for 
medical  care  under  this  section,  uniform  minimal 
charges  may  be  imposed  for  outpatient  care 
but  such  charges  shall  be  limited  to  such 
amounts,  if  any,  as  may  be  established  by  the 
Secretary  of  Defense  after  consultation  with  the 
Secretary  of  Health,  Education,  and  Welfare, 
under  a special  finding  that  such  charges  are 
necessary. 

(e)  Any  amounts  that  are  received  in  payment 
for  subsistence  and  medical  care  rendered  de- 
pendents in  facilities  of  the  uniformed  services 
shall  be  deposited  to  the  credit  of  the  appropria- 
tion supporting  the  maintenance  and  operation 
of  the  facilities  furnishing  the  care. 

Limitations. 

(f)  Medical  care  under  this  section  shall  be 
limited  to  the  following: 

(1)  Diagnosis: 

(2)  Treatment  of  acute  medical  and  surgical 
conditions; 

(3)  Treatment  of  contagious  diseases; 

(4)  Immunization;  and 
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(5)  Maternity  and  infant  care. 

(g)  1)  Hospitalization  under  this  seetion  is  not 
authorized  dependents  for  domiciliary  care. 

(2)  Hospitalization  under  this  section  is  not 
authorized  dependents  for  nervous  and  mental 
disorders,  chronic  diseases,  or  elective  medical 
and  surgical  treatments,  except  that  the  Secre- 
tary of  Defense,  after  consultation  with  the 
Secretary  of  Health,  Education,  and  Welfare, 
by  regulation,  may  provide  in  special  and  un- 
usual cases  for  hospitalization  of  not  to  exceed 
twelve  months  for  dependents  for  such  disorders 
or  such  diseases,  or  for  such  treatments. 

(h)  Dependents  shall  not  be  provided  under 
this  section  — 

(1)  prosthetic  devices,  hearing  aids,  ortho- 
pedic footwear,  and  spectacles,  except  that  out- 
side the  continental  limits  of  the  United  States 
and  at  remote  stations  within  the  continental 
limits  of  the  United  States  where  adequate 
civilian  facilities  are  not  available,  those  items, 
if  available,  from  Government  stocks,  may  be 
provided  to  dependents  at  prices  representing 
invoice  cost  to  the  Government; 

(2)  ambulance  service,  except  in  acute  em- 
ergency; 

(3)  home  calls,  except  in  special  cases  where 
it  is  determined  by  the  medical  officer  or  con- 
tract surgeon  in  charge,  or  his  designee,  to  be 
medically  necessary; 

(4)  dental  care,  except  — 

(A)  emergency  care  to  relieve  pain  and  suf- 
fering but  not  to  include  any  permanent  restora- 
tive work  or  dental  prosthesis; 

(B)  care  as  a necessary  adjunct  to  medical 
or  surgical  treatment;  and 

(G)  outside  the  continental  limits  of  the  United 
States,  and  in  remote  areas  within  the  conti- 
nental limits  of  the  United  States  where  ade- 
quate civilian  dental  facilities  are  not  available. 

TITLE  II 

Spouses  and  children.  Insm-ance  plan,  etc. 

Sec.  201.  (a)  In  order  to  assure  the  availability 
of  medical  care  for  the  spouses  and  children 
who  are  dependents  of  members  of  the  uni- 
formed services,  the  Secretary  of  Defense,  after 
consultation  with  the  Secretary  of  Health,  Edu- 
cation, and  Welfare,  shall  contract  for  medical 
care  for  such  persons,  pursuant  to  the  provisions 
of  this  title,  under  such  insurance,  medical  serv- 
ice, or  health  plan  or  plans  as  he  deems  ap- 
propriate, which  plan  or  plans  shall,  subject 


to  the  provisions  of  section  204  hereof,  include 
the  following: 

(1)  Hospitalization  in  semiprivate  accommo- 
dations up  to  three  hundred  and  sixty-five  days 
for  each  admission,  including  all  necessary 
services  and  supplies  furnished  by  the  hospital 
during  inpatient  confinement; 

(2)  Medical  and  surgical  care  incident  to  a 
period  of  hospitalization; 

(3)  Gomplete  obstetrical  and  maternity  serv- 
ice, including  prenatal  and  postnatal  care; 

(4)  Required  services  of  a physician  or  surgeon 
prior  to  and  following  hospitalization  for  a bodily 
injury  or  for  a surgical  operation; 

(5)  Diagnostic  tests  and  procedures,  including 
laboratory  and  X-ray  examinations,  accomp- 
lished or  recommended  by  a physician  incident 
to  hospitalization. 

For  each  admission  the  plan  shall  also  provide 
for  payment  by  the  patient  of  hospital  ex- 
penses incurred  under  paragraph  (1)  hereof 
in  the  amount  of  either  (1)  $25  or  (2)  the  charge 
established  pursuant  to  section  103  (c)  of  this 
Act  multiplied  by  the  number  of  days  hospital- 
ized, whichever  is  the  greater. 

(b)  Subsection  (a)  shall  be  subject  to  such 
reasonable  limitations,  additons,  exclusions,  defi- 
nitions, and  related  provisions  as  the  Secretary 
of  Defense,  after  consultation  with  the  Secretary 
of  Health,  Education,  and  Welfare,  may  deem 
appropriate,  except  that  medical  care  normally 
considered  to  be  outpatient  care  shall  not  be 
authorized  by  this  subsection. 

(c)  The  dependents  covered  under  this  section 
may  elect  to  receive  medical  care  under  the 
terms  of  this  Act  in  either  the  facilities  of  a 
uniformed  service  under  the  conditions  speci- 
fied in  title  I of  this  Act  or  in  the  facilities 
provided  for  under  such  insurance,  medical 
service,  or  health  plan  or  plans  as  may  be  pro- 
vided by  the  authority  contained  in  this  section, 
except  that  the  right  to  such  election  may  be 
limited  under  regulations  prescribed  by  the 
Secretary  of  Defense,  after  consultation  with 
the  Secretary  of  Health,  Education,  and  Wel- 
fare, for  such  dependents  residing  in  areas  where 
the  member  concerned  is  assigned  and  where 
adequate  medical  facilities  of  a uniformed  serv- 
ice are  available  for  any  such  dependents. 

Review. 

Sec.  202.  Any  insurance,  medical  service,  or 
health  plan  or  plans  which  may  be  entered 
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into  by  the  Secretary  of  Defense  with  respect 
to  medical  care  under  the  provisions  of  this 
Act  shall  contain  a provision  for  a review,  and, 
if  necessary,  an  adjustment  of  payments  by  the 
Secretary  of  Defense  or  Secretary  of  Health, 
Education,  and  Welfare  not  later  than  one  hun- 
dred and  twenty  days  after  the  first  year  the 
plan  or  plans  have  been  in  effect  and  each  year 
thereafter.  Within  ninety  days  after  each  such 
review,  the  Secretary  of  Defense  shall  submit 
to  the  Committees  on  Armed  Services  of  the 
Senate  and  of  the  House  of  Representatives  a 
report  covering  the  payments  made  during  the 
year  reviewed,  including  any  adjustment  thereof. 

Report  to  Congressional  committees. 

Advisory  committees. 

Sec.  203.  In  order  to  effectuate  the  purposes 
of  this  title,  the  Secretary  of  Defense  is  author- 
ized to  establish  insurance,  medical  service,  and 
health  plan  advisory  committees  to  advise,  con- 
sult, and  make  recommendations  to  the  Secre- 
tary of  Defense,  provided  that  the  Secretary 
issues  regulations  setting  forth  the  scope,  pro- 
cedures, and  activities  of  such  committees. 
These  committees  shall  consist  of  the  Secretary 
of  Defense  or  his  designee,  who  shall  be  chair- 
man, and  such  other  persons  as  the  Secretary 
may  appoint.  Their  members  shall  be,  to  the 
extent  possible,  representative  of  insurance, 
medical  service,  and  health  plan  or  plans,  and 
shall  serve  without  compensation  but  may  be 
allowed  transportation  and  per  diem  in  lieu  of 
subsistence  and  other  expenses. 

Scope  of  plan. 

Sec.  204.  The  scope  of  medical  care  provided 
under  this  title  shall  not  exceed  the  maximum 
care  provided  under  title  I of  this  Act. 

TITLE  HI 

Medical  and  dental  care. 

Sec.  301.  (a)  Medical  and  dental  care  in  any 
medical  facility  of  the  uniformed  services  shall, 
under  regulations  prescribed  jointly  by  the 
Secretaries  of  Defense  and  Health,  Education, 
and  Welfare,  be  furnished  to  all  persons  on 
active  duty  or  active  duty  for  training  in  the 
uniformed  services. 

(b)  Medical  and  dental  care  in  any  medical 
facility  of  the  uniformed  services  may,  under 
regulations  prescribed  jointly  by  the  Secretaries 
of  Defense  and  Health.  Education,  and  Welfare, 
be  furnished  upon  request  and  subject  to  the 
availability  of  space,  facilities,  and  capabilities 


of  the  medical  staff,  to  retired  members  of  the 
uniformed  services. 

(c)  Medical  care  in  any  medical  facility  of 
the  uniformed  services  may,  under  regulations 
prescribed  jointly  by  the  Secretaries  of  Defense 
and  Health,  Education,  and  Welfare,  be  fur- 
nished upon  request  and  subject  to  the  availabil- 
ity of  space,  facilities,  and  capabilities  of  the 
medical  staff,  so  dependents  of  retired  members 
of  the  uniformed  services  and  dependents  of 
persons  who  died  while  a retired  member  of  a 
uniformed  service,  except  that  any  such  care 
furnished  such  dependents  shall  be  limited  to 
the  care  authorized  dependents  of  members  of 
the  uniformed  services  under  title  I of  this 
Act. 

(d)  When  a person  receives  inpatient  medical 
or  dental  care  pursuant  to  the  provisions  of  this 
Act  in  a facility  of  a uniformed  service  that 
is  not  the  service  of  which  he  is  a member 
or  retired  member,  or  that  is  not  the  service 
of  the  member  or  retired  member  upon  whom 
he  is  dependent,  the  appropriation  supporting 
the  maintenance  and  operation  of  the  medical 
facility  furnishing  the  medical  care  shall  be 
reimbursed  at  rates  established  by  the  Bureau 
of  the  Budget  to  reflect  the  average  cost  of 
providing  such  care. 

Subsistence  charges. 

Sec.  302.  Commissioned  officers  and  warrant 
officers,  active  and  retired,  shall  pay  an  amount 
equal  to  the  portion  of  the  charge  established 
under  section  103  (c)  of  this  Act  that  is  at- 
tributable to  subsistence  when  hospitalized  in 
a medical  facility  of  a uniformed  service.  Re- 
tired enlisted  personnel,  including  members  of 
the  Fleet  Reserve  and  the  Fleet  Marine  Corps 
Reserve,  shall  not  be  charged  for  subsistence 
when  hospitalized  in  a medical  facility  of  a 
uniformed  service. 

Additional  hospitalization. 

Sec.  303.  When  a person  who  is  covered  under 
an  insurance,  medical  service,  or  health  plan 
or  plans,  as  provided  in  this  Act,  requires  hos- 
pitalization beyond  the  period  of  time  pro- 
vided under  such  plan  or  plans,  if  such  hos- 
pitalization is  authorized  in  medical  facilities 
of  a uniformed  service,  such  person  may  be 
transferred  to  a medical  facility  of  a uniformed 
service  for  the  continuation  of  such  hospitaliza- 
tion. Where  movement  to  such  medical  facility 
is  not  feasible,  the  expenses  for  such  additional 
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hospitalization  required  by  such  person  in  a 
civilian  facility  are  authorized  to  be  paid,  subject 
to  such  regulations  as  the  Secretary  of  Defense 
after  consultation  with  the  Secretary  of  Health, 
Education,  and  Welfare  may  prescribe. 

Dependency  determinations. 

Sec.  304.  All  determinations  made  under  this 
Act  by  the  Secretary  of  Defense  or  the  Secretary 
of  Health,  Education,  and  Welfare  with  respect 
to  dependency  shall  be  conclusive  for  all  pur- 
poses and  shall  not  be  subject  to  review  in  any 
court  or  by  any  accounting  officer  of  the 
Government,  except  for  cases  involving  fraud 
or  gross  negligence.  Such  determination  may  at 
any  time  be  reconsidered  or  modified  on  the 
basis  of  new  evidence  or  for  other  good  cause. 

Appropriations . 

Sec.  305.  There  are  hereby  authorized  to  be 
appropriated  such  sums  as  may  be  necessary 
to  carry  out  the  provisions  of  this  Act. 

Repeals. 

Sec.  306.  The  following  laws  and  parts  of 
laws  are  hereby  repealed: 

(1)  So  much  of  the  Act  of  July  5,  1884  (ch. 
217,  23  Stat.  107),  as  is  contained  in  the  proviso 
under  the  heading  “Medical  Departments”; 

24  US  32-36.  Exception. 

(2)  The  Act  of  May  10,  1943  (ch.  95,  57  Stat. 
80),  except  section  4 of  such  Act,  and  except 
that  part  of  section  5 which  relates  to  persons 
outside  the  Naval  Service  mentioned  in  section 
4 of  such  Act; 

(3)  Section  326  (b)  of  the  Public  Health  Service 
Act,  except  as  it  relates  to  dependent  members 
of  families  of  ships’  officers  and  members  of 
crews  of  vessels  of  the  Coast  and  Geodetic 
Survey; 

58  Stat.  697.  42  USC  253. 

(4)  Section  710  (a)  of  the  Act  of  July  1,  1944 
(ch.  373,  58  Stat.  714),  as  amended; 

63  Stat.  201.  10  USC  456-456-2  and  notes. 

(5)  Public  Law  108,  approved  June  20,  1949, 
to  the  extent  it  authorizes  hospital  benefits  for 
dependents  of  members  of  the  reserve  com- 
ponents of  the  Armed  Forces; 

34  USC  854f. 

(6)  Section  207  of  the  Act  of  June  25,  1938  (52 
Stat.  1180). 

Effective  date. 

Section  307.  This  Act  shall  become  effective 
six  months  after  the  date  of  its  enactment. 
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MEDICARE  PROCEDURES  AND 
POLICY 

NQUESTIONABLY,  many  directives  will  is- 
sue providing  more  details  on  Medicare  pro- 
cedures and  policy.  To  keep  the  medical  profes- 
sion informed,  a few  are  listed  below: 

IDENTIFICATION:  Military  dependents  may 
submit  as  identification  their  post  exchange 
card,  the  combined  post  exchange-commissary- 
military  medical  care  card,  or  the  standard  mili- 
tary dependent  identification  card.  After  next 
July  1 the  only  identification  honored  will  be 
a special  Defense  Department  medicare  card. 

PAYMENT  FOR  DRUGS:  The  Office  of  De- 
pendent’s Medical  Care  advises  there  are  no 
plans  for  authorizing  payment  for  drugs,  medi- 
cinals  or  other  medical  supplies,  except  those 
furnished  while  hospitalized  or  those  admin- 
istered directly  by  a physician. 

CLAIM  FORMS:  The  Government  printing 
office  is  turning  out  large  quantities  of  the 
claim  form  entitled  “Statement  of  Services  Pro- 
vided by  Civilian  Medical  Sources.”  They  are 
being  forwarded  to  the  states  as  rapidly  as 
possible  and  unquestionably  you  will  be  fur- 
nished with  copies  through  the  Association’s 
fiscal  agent. 

GENERAL:  It  is  intended  that  civilian  medi- 
cal care  under  the  program  will  be  comparable 
to  that  provided  in  armed  services  facilities. 
Physicians  participating  will  receive  payment 
in  full  from  the  Government  in  accordance  with 
the  published  schedule  of  allowances  or  under 
a special  report.  IN  MOST  INSTANCES,  THIS 
MEANS  THAT  THE  DOCTOR  WILL  RE- 
CEIVE PAYMENT  FOR  HIS  USUAL 
CHARGE  OR  THE  AMOUNT  SET  IN  THE 
SCHEDULE,  WHICHEVER  IS  LESS.  In  in- 
stances in  which  the  physician  believes  that  an 
allowance  greater  than  that  prescribed  in  the 
local  schedule  is  justified,  he  should  look  to 
the  Government  rather  than  the  patient  for 
payment.  Provision  is  made  for  the  doctor  to 
submit  a special  report  to  his  State  Medical 
Society  and  in  turn  to  the  Government  as  a 
request  for  additional  payment.  Such  payment 
will  be  made  upon  approval  by  the  Society’s 
review  board  and  the  Government  contracting 
officer. 


SELECTIVE  SERVICE  CALL 
Selective  Service  plans  to  call  up  450  phy- 
sicians next  February,  250  of  them  for  the 
Army  and  200  for  the  Air  Force.  This  is  the 
largest  single  call  since  the  Army,  Navy  and 
Air  Force  took  1,275  men  ii;,  March,  1955.  The 
draft  call  prior  to  the  latest  one  was  for  300 
men  in  October,  380  men  in  July  and  297  men 
in  February  — all  of  1956.  Since  the  pro- 
gram went  into  effect  in  1950  at  the  time 
of  the  Korean  War  the  special  draft  has  brought 
10,337  physicians  into  the  services.  Effort  is 
being  made  to  make  sure  that  younger  (under 
37  years)  priority  3 physicians  in  residency 
training  who  have  been  deferred  are  really 
essential  to  the  operation  of  the  hospitals.  It 
is  hoped  that  there  is  yet  time  to  get  a sufficient 
number  of  younger  men  reclassified  into  Class 
A-1  to  satisfy  these  proposed  calls  without 
going  into  the  upper  age  bracket. 

The  Doctor  Draft  Bill  is  scheduled  to  expire 
next  July  1;  it  is  indicated  by  the  Defense  De- 
partment it  will  propose  another  extension. 

Robert  Carpenter,  Executive  Secy. 


EICHENAUER 
NUTRITION  CENTER 

Arizona's  Most  Complete  Service  Institution 
Devoted  To  Nutrition  — Established  1938 
SALT-FREE  & ALLERGY  FOODS 
DIEBETIC  FOODS  & SPECIALTIES 
FRESH  FRUIT  & VEGETABLES  JUICES 
ALSO  COMPLETE  LINE  OF 

Wm.  T.  Thompson  Co. 

STANDARDIZED  VITAMINS  - 
Every  Vitamin  For  Every  Need 

18  S.  Central 

PHONE;  AL  3-2880  MAIL  ORDERS  FILLED 


1 

DRIVE-IN  PRESCRIPTION  WINDOW 

PEOPLE'S  DRUG  STORE 

111  E.  Dunlap 
WE  3-9152  - WI  3-9964 
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MEDICAL  SCHOOL  SURVEY 

By  Dermont  W.  Melick,  M.D. 

F OR  THE  past  few  years,  there  has  been  a 
slow  burning  enthusiasm  among  some  members 
of  the  Arizona  Medical  Association  for  estab- 
lishment of  a Medical  School  in  Arizona.  In 
order  that  enthusiasm  be  not  supplanted  by 
emotional  thinking,  the  Arizona  Medical  As- 
sociation decided  to  gather  some  facts  for 
the  membership.  It  is  emphasized  that  the 
Arizona  Medical  Association  is  not,  at  this 
time  anyway,  promoting  a Medical  School  for 
the  state  of  Arizona.  The  function  of  the 
Medical  School  Committee  of  the  Arizona 
Medical  Association  is  to  gather  the  facts  in 
order  that  a mid-way  point  of  understanding 
can  be  had  for  two  groups.  One  group  of  our 
members  are  convinced  that  Arizona  should 
have  a Medical  School  established  in  the  im- 
mediate future  and  are  satisfied  that  a two 
year  Medical  School  would  be  an  adequate 
beginning.  These  individuals  also  believe  that 
the  ability  to  teach  Medical  School  students 
lies  well  within  the  capability  of  a number  of 
individuals  within  our  Medical  Association. 
There  is  another  group  of  individuals  who 
believe  that  Arizona  is  not  ready  for  a Medical 
School  within  the  forseeable  future  because 
of  the  enormous  expense  and  our  small  popu- 
lation. This  second  group  also  believes  that 
teaching  in  a Medical  School  is  a full  time 
job  and  a Medical  School  in  Arizona  would 
reouire  the  importation,  for  the  most  part,  of 
full  time  teachers  for  the  Medical  School. 

It  was  soon  obvious  to  the  members  of  the 
Medical  School  Committee  of  the  Arizona  Medi- 
cal Association  that  these  two  groups  had  one 
thing  in  common.  The  common  denominator  was 
the  complete  lack  of  facts  upon  which  either 
group  could  base  their  contentions  either  pro 
or  con.  As  ideas  without  facts  have  often  led 
to  action  without  reason  it  is  doubly  important 
that  the  Medical  School  Committee  get  the 
facts  together  for  its  membership. 

The  Medical  School  Committee  has  had  two 
meetings,  one  in  Phoenix  and  one  in  Tucson 
and  to  date  have  the  following  information 
to  pass  along: 

I.  The  Western  Inter-State  Commission  for 
Higher  Education  is  conducting  a survey  en- 
titled MEDICAL  MAN  POWER  REQUIRE- 
MENTS IN  THE  WEST.  This  survey  will  take 


approximately  one  year  to  complete,  but  when 
completed  it  will  be  all  inclusive  and  will  have 
the  necessary  facts  for  the  citizens  of  Arizona, 
the  Legislature,  the  leaders  of  our  institutions 
for  higher  learning,  as  well  as  our  own  two 
groups  in  the  Arizona  Medical  Association.  This 
survey  comes  at  an  opportune  time  as  the 
Legislature  has  exhibited  an  interest  in  the 
Medical  School  problem  and  this  should  re- 
lieve the  Legislature  from  expending  funds  for 
a separate  survey  on  the  subject.  The  State 
of  Arizona  will  be  participating  financially  in 
this  survey  as  a member  of  the  Western  Inter- 
State  Commission  for  Higher  Education. 

2.  Dr.  John  Z.  Bowers,  Dean  of  the  Uni- 
versity of  Wisconsin  Medical  School  and  im- 
mediate Past  Dean  of  the  University  of  Utah 
Medical  School,  is  expected  to  make  an  informal 
survey  of  the  facilities  at  both  Tempe  and 
Tucson  in  the  early  part  of  1957.  We  are 
receiving  cooperation  from  the  Arizona  State 
College  at  Tempe  through  Dr.  Grady  Gammage 
and  the  University  of  Arizona  at  Tucson  through 
Dr.  Richard  Harvill.  Dr.  Bowers,  in  his  previous 
post  at  the  University  of  Utah  Medical  School, 
understands  the  financial  problems  as  well  as 
the  faculty  problems  in  a state  where  the 
population  is  small  and  the  financial  resources 
limited. 

3.  Dr.  Harold  Enarscn,  Executive  Director  of 
the  Western  Inter-State  Commission  for  Higher 
Education,  will  visit  both  Tucson  and  Phoenix 
in  the  early  part  of  1957.  He  will  introduce 
the  methods  of  study  for  the  Western  Inter- 
State  Commission  for  Higher  Education.  He  will 
also  present  some  basic  factual  data  with  regards 
to  establishment  of  a Medical  School  whether 
it  be  here  or  some  other  state. 

4.  A questionnaire  has  gone  to  all  members 
of  the  Arizona  Medical  Association  in  order  to 
determine  what,  if  any,  teaching  experience  the 
members  of  our  Association  have  had  in  the 
past.  It  will  also  determine  the  number  of  those 
who  are  willing  to  assist  in  teaching  in  case 
they  are  asked  to  do  so. 

The  four  points  above  enumerated  will  give 
us  facts,  opinions  and  statistics  and  from  them 
it  is  hoped  the  Medical  School  Committee  of  the 
Arizona  Medical  Association  can  present  to  both 
our  optimistic  and  pessimistic  members  the  in- 
formation that  will  allow  both  to  reach  a mu- 
tually agreeable  decision  on  the  Medical  School 
problem. 
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TREATMENT  OF  RADIATION 
INJURIES 

By  E.  P.  Cronkite,  Cdr.,  (MC)  USNR 

ADIATION  injury  is  a new  addition  to 
problems  of  military  medicine  in  the  future. 
Perhaps  it  would  be  best  to  review  the  nature 
of  radiation  injury  and  its  diagnosis.  This  back- 
ground would  enable  the  physician  to  logically 
consider  the  care  of  radiation  injury,  which, 
in  contrast  to  thermal  burns,  during  its  incep- 
tion has  one  merit  — it  is  generally  painless. 
Radiation  injuries  may  be  divided  into  super- 
ficial injuries  produced  by  less  penetrating 
forms  of  radiation,  i.e.  beta,  and  the  various 
syndromes  of  whole-body  radiation  injury  that 
are  produced  by  more  penetrating  forms  of 
radiation,  e.g.  high  energy  gamma  radiation 
and  fast  neutrons.  To  the  large  animal  it  makes 
little  difference  whether  the  syndromes  of  whole- 
body  radiation  are  produced  by  gamma  or  fast 
neutrons.  The  results  are  approximately  the 
same  and  the  relative  effectiveness  of  the 
neutron  is  not  much  greater  than  that  of  gamma 
radiation  alone  (1).  The  two  appear  to  be  ad- 
ditive. There  are  two  sources  of  radiation.  First, 
the  short  burst  radiation  that  is  produced  at 
the  time  of  detonation  of  the  weapon  and 
shortly  afterwards  consisting  of  gamma  radia- 
tion and  neutrons.  Second,  the  field  of  residual 
radiation  that  is  produced  by  neutron  induced 
radioactivity  in  the  soil  and  by  the  distribution 
of  fission  products  on  the  ground.  The  latter 
is  insignificant  with  conventional  high  air-burst 
weapons,  but  becomes  of  considerable  im- 
portance with  ground  or  close  to  ground,  par- 
ticularly high  yield  bursts  as  was  accidentally 
demonstrated  in  the  Pacific  in  March  of  1954. 

First,  I will  consider  the  syndromes  of  whole- 
body  radiation  injury.  The  syndrome  varies  with 
the  dose  of  radiation.  For  practical  purposes,  the 
syndromes  can  be  divided  into  three  distinct 
types:  first,  the  NEUROLOGICAL  TYPE  in 
which  death  is  immediate  or  occurs  within  a 
few  hours  and  is  characterized  by  neuro-muscu- 
lar  symptoms;  second  the  GASTRO-INTES- 
TINAL  TYPE  with  death  occurring  within  three 
to  six  days  and  characterized  by  gastro-in- 
estinal  symptoms  such  as  nausea,  vomiting  and 
the  concommitant  dehydration  as  a result  of 
the  loss  of  fluids  and  electrolytes;  third,  the 

Reprinted  by  permission,  from  April  1956  issue  of  Military 
Medicine. 


HEMOPOIETIC  TYPE  which  may  produce 
death  within  one  to  eight  weeks.  The  latter 
is  characterized  by  the  secpielae  of  pancyto- 
penia; namely,  anemia,  hemorrhage  and  in- 
fections in  the  presence  of  graulocytopenia.  It 
is  the  latter  syndrome  with  which  one  is  con- 
cerned for  practical  purposes.  The  doses  of 
radiation  which  produce  the  gastro-intestinal 
syndrome  have  been  shown  in  animals  to  be 
almost  uniformly  fatal.  The  experiences  of  the 
Japanese  at  Hiroshima  and  Nagasaki  tend  to 
bear  this  out.  The  neurological  type  of  syndrome 
was  not  observed  by  the  Japanese,  but  in  ani- 
mal experimentation  has  been  shown  to  be 
uniformly  fatal.  Amounts  of  radiation  in  excess 
of  2,000  r are  required,  quantities  which,  in 
the  terms  of  our  present  knowledge,  are  abso- 
lutely fatal  doses  of  radiation.  Experimentally, 
it  has  been  shown  by  Conrad  et  al.  (2)  that 
the  gastro-intestinal  syndrome  is  in  itself  not 
necessarily  fatal  and  that  in  dogs  the  large-scale 
replacement  of  fluids  and  electrolytes  may  pro- 
long life  with  histologic  recovery  of  the  gastro- 
intestinal mucosa.  However,  the  animals  die 
at  a later  time  from  the  sequelae  of  pancy- 
topenia with  an  aplastic  bone  marrow.  From  a 
practical  standpoint  one  is  therefore  confronted 
with  the  therapy  of  the  hemopoietic  syndrome. 
Since  the  syndrome  of  radiation  injury,  due  to 
whole-body  penetrating  radiation,  varies  with 
the  dose,  the  symptomatology  in  a sense,  is  a 
dosimeter.  However,  estimations  of  the  severity 
of  exposure  to  gamma  radiation  in  the  lower 
dose  ranges  becomes  of  considerable  practical 
importance  since  survival  in  the  lethal  range 
is  dose  dependent.  The  problems  involved  with 
estimation  of  dose  received  by  the  individual 
are  really  difficult.  It  is  possible  that  dose 
estimates  may  be  available  from  dosimetry  de- 
vices, or  from  dose  contour  lines  and  the  posi- 
tion of  the  individual  during  exposure.  Some 
of  the  difficulties  of  relying  heavily  on  dose 
estimates  are  obvious.  The  exact  position  of  the 
individual  and  the  degree  of  shielding  will  not 
be  known.  The  dosimetry  device  records  the 
dose  the  instrument  receives  which  may  not 
reflect  accurately  because  of  shielding,  energy 
dependence  of  the  device,  etc.,  the  dose  re- 
ceived by  the  individual.  More  important,  be- 
cause of  individual  differences  in  sensitivity, 
individuals  exposed  to  the  same  measured  dose 
may  differ  widely  in  their  responses.  Thus,  no 
estimate  of  dose  derived  from  dosimeters  or 
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from  the  position  of  the  individual  during  ex- 
posure can  be  taken  as  an  accurate  index  of 
the  probable  fate  of  an  individual,  or  as  the 
final  index  to  therapy,  triage  or  prognosis. 

The  best  approach  for  estimating  the  seri- 
ousness of  exposure  of  the  individual  may  be 
termed,  the  symptomatic  approach.  As  with  any 
disease,  an  accurate  appraisal  of  the  patient’s 
condition  results  only  from  a thorough  evalua- 
tion of  the  history,  physical  and  laboratory  ex- 
amination. If  heavy  exposure  has  occurred, 
nausea  and  vomiting  will  follow  in  most  in- 
dividuals within  a few  hours.  This  does  not 
necessarily  indicate  a poor  prognosis.  Heavily 
exposed  individuals  may  be  divided  into  three 
groups  in  which  survival  is  respectively,  IM- 
PROBABLE, POSSIBLE  and  PROBABLE.  It 
will  be  apparent  that  there  is  no  sharp  line  of 
demarcation  between  the  groups. 

Group  1 - SURVIVAL  IMPROBABLE: 

If  vomiting  occurs  promptly  or  within  a few 
hours  and  continues  and  is  followed  in  rapid 
succession  by  prostration,  diarrhea,  anorexia, 
fever,  the  prognosis  is  grave;  death  will  almost 
definitely  occur  in  100%  of  the  individuals  with- 
in the  first  week.  There  is  no  known  therapy 
for  these  people,  accordingly  in  a catastrophe 
attention  will  be  devoted  to  others  for  whom 
there  is  some  hope. 

Group  2 - SURVIVAL  POSSIBLE: 

Vomiting  may  occur  early  but  will  be  of 
relatively  short  duration,  followed  by  a period 
of  well-being.  In  this  period  of  well-being, 
marked  changes  are  taking  place  in  the  hemo- 
poietic tissues.  Lymphocytes  are  profoundly  de- 
pressed within  hours  and  remain  so  for  months. 
The  neutrophile  count  is  depressed  to  low 
levels,  the  degree  and  time  of  maximum  de- 
pression depending  upon  the  dose.  Signs  of 
infection  may  be  seen  when  the  total  neutrophile 
count  has  reached  virtually  zero  (7-9  days).  The 
platelet  count  may  reach  very  low  levels  after 
two  weeks.  External  evidence  of  bleeding  may 
occur  within  two  to  four  weeks.  This  group 
represents  the  lethal  dose  range  in  the  classical 
pharmacologic  sense.  In  the  higher  exposure 
groups  of  this  category  the  latent  period  lasts 
from  one  to  three  weeks  with  little  clinical  evi- 
dence of  injuries  other  than  slight  fatigue.  At 
the  termination  of  the  latent  period,  the  patient 
may  develop  purpura,  epilation,  oral  and  cutane- 


ous lesions,  infections  of  wounds  or  burns, 
diarrhea,  and  melena.  The  mortality  will  be 
significant.  With  therapy  the  survival  time  can 
be  expected  to  be  prolonged  and  if  sufficient 
time  is  provided  for  bone  marrow  regeneration 
the  survival  rate  will  be  increased. 

Group  3 - SURVIVAL  PROBABLE: 

This  group  consists  of  individuals  who  may 
or  may  not  have  had  fleeting  nausea  and  vomit- 
ing on  the  day  of  exposure.  In  this  group  there 
is  no  further  evidence  of  effects  of  the  exposure 
except  the  hematologic  changes  that  can  be 
detected  by  serial  studies  of  the  blood  with 
particular  reference  to  lymphocytes  and  plate- 
lets. The  lymphocytes  reach  low  levels  early, 
within  48  hours,  and  may  show  little  evidence 
of  recovery  for  many  months  after  exposure. 
The  granulocytes  may  show  some  depression 
during  the  second  and  third  week.  However 
considerable  variation  is  encountered.  A late 
fall  in  the  granulocytes  during  the  sixth  or 
seventh  week  may  occur  and  should  be  watched 
for.  Platelet  counts  reach  the  lowest  on  approxi- 
mately the  30th  day  at  the  time  when  maxi- 
mum bleeding  was  observed  in  the  Japanese 
who  were  exposed  at  Hiroshima  and  Nagasaki. 
This  time  trend  in  the  platelet  count  and  the 
development  of  hemorrhage  is  in  marked  con- 
trast to  that  seen  in  laboratory  animals  when 
platelets  reach  their  lowest  level  around  the 
10th  to  15th  days  and  hemorrhage  occurs 
shortly  thereafter. 

The  syndromes  described  above  may  occur 
not  only  as  a result  of  exposure  to  the  initial 
radiation  from  the  atomic  bomb  but  may  also 
be  produced  by  exposure  to  radiation  from  fall 
out.  In  the  case  of  the  former,  radiation  is 
received  over  a period  of  only  a few  seconds 
and  in  the  latter  the  dose  rate  varies  with  the 
time  after  detonation.  The  dose  rate  from  the 
field  of  fission  products  varies  roughly  with  the 
minus  1.2  low.  For  example,  the  dose  rate  one 
hour  after  the  blast  will  fall  44%  of  this  value 
within  the  next  hour  or  two  hours  after  the 
explosion.  However,  at  ten  hours  after  the 
blast,  the  given  dose  rate  will  fall  by  only 
11%  of  its  value  during  the  next  hour;  for 
example,  the  dose  rate  at  11  hours  will  be 
89%  of  what  it  was  at  ten  hours.  In  other 
words,  if  the  maximum  fall  out  and  thus  the 
maximum  exposure  rate  to  fall  out  has  not 
occurred  for  several  hours  after  the  explosion. 
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the  rate  of  fall  off  in  the  area  obviously  will 
not  be  as  rapid  as  it  would  be  from  earlier 
fall  out  material.  In  the  case  of  very  early  fall 
out  shelter  is  essential  until  evacuation  because 
of  the  high  dose  rates.  In  the  case  of  fall  out 
occurring  at  a later  interval  when  the  dose  rate 
is  relatively  constant  and  much  lower,  evacua- 
tion and/or  shelter  will  significantly  reduce  the 
total  exposure.  The  initial  radiation  and  fall 
out  radiation  also  vary  in  respect  to  the  effective 
energy.  As  shown  by  Cronkite  et  al.  (3)  the 
spectrum  of  the  atomic  bomb  gamma  radia- 
tion at  distances  in  which  survival  is  possible 
behaves  biologically  like  the  radiation  from  a 
250  KVP  X-ray  machine.  This  results  because 
the  primary  beam  has  attained  equilibrium  in 
air  from  successive  Compton  scattering.  The 
spectrum  from  the  field  of  fall  out  radiation 
has  a very  wide  spectrum  of  inherent  energy 
that  is  degraded  by  Compton  scattering  so  that 
there  are  peaks  at  100  KEV,  600  to  800  KEV, 
and  1,600  KEV.  In  respect  to  effectiveness  of 
shelters  in  the  fall  out  area,  the  following  esti- 
mates have  been  released  (4).  A frame  house 
would  reduce  the  total  dose  received  by  one- 
half;  a brick  or  concrete  structure  would  be 
more  effective  obviously.  The  basement  would 
reduce  the  total  exposure  to  about  one-tenth 
of  the  air  value.  In  a shelter  of  thickness 
equivalent  to  3 ft.  of  earth,  the  dose  would 
be  reduced  1/5,000  of  its  value,  affording  com- 
plete protection  in  the  most  heavily  contami- 
nated area. 

The  relative  radii  of  effeetiveness  of  ionizing 
radiation,  blast,  and  thermal  effects  vary  with 
weapon  size.  With  small  weapons  the  radiation 
is  relatively  more  effective.  However,  with  the 
larger  weapons  the  initial  radiation  does  not 
extend  beyond  the  reach  of  total  destruction 
by  blast  and  thermal  effects.  Accordingly,  in 
the  latter  situation  radiation  injury  from  the 
prompt  radiation  is  relatively  unimportant  be- 
cause those  who  would  be  in  the  region  where 
recovery  is  possible  from  radiation  alone  would 
have  a very  little  chance  of  surviving  from 
the  other  effects  of  the  device.  However,  it 
is  feasible  to  get  good  protection  from  the 
blast  and  thermal  effects  of  small  weapons  by 
appropriate  use  of  cover  and  shelter.  In  this 
tactical  situation  radiation  injury  uncomplicated 
by  trauma  may  be  seen.  With  super  weapons 
fall  out  is  probable  and  has  been  shown  capable 
of  producing  radiation  injuries  (5).  As  a result 


of  this  accident  in  1954  a considerable  amount 
of  information  was  obtained  on  the  nature  of 
both  skin  and  wholebody  radiation  injury  of 
human  beings  produced  by  exposure  to  fall  out 
radiation.  The  radiation  injury  of  the  skin  pro- 
duced by  fall  out  can  best  be  described  il- 
lustratively with  tlie  actual  injuries  that  took 
place  in  the  Marshall  Islands.  Following  the 
visible  snow-like  fall  out,  there  was  burning 
and  itching  of  the  skin  on  the  day  of  exposure, 
lacrimation  and  burning  of  the  eyes.  These 
symptoms  subsided  promptly.  At  the  time  of 
appearance  of  the  lesions,  there  was  consider- 
able burning  and  pain  connected  with  move- 
ment. Treatment  of  these  lesions  was  entirely 
symptomatic  except  for  those  which  became 
infected.  In  these  instances  parenteral  penicillin 
and  aureomycin  ointment  was  used. 

Considerable  amount  was  also  learned  about 
whole-body  radiation  of  the  human  being  in 
the  sublethal  range.  Following  175  r whole- 
body  radiation,  the  following  sequence  of  events 
was  observed  in  the  peripheral  blood.  It  is 
apparent  that  leukopenia  and  thrombopenia 
were  present  in  all  of  the  exposed  individuals. 
Granulocyte  counts  as  low  as  500  and  platelet 
counts  as  low  as  35,000  were  observed.  How- 
ever, only  for  a short  period  of  time.  Had  the 
dose  of  radiation  been  larger  the  depression 
would  have  been  more  pronounced  and  of 
longer  duration.  For  our  purposes  here,  there 
is  no  need  to  go  into  a detailed  study  of  the 
dose  response  of  the  granulocytes  and  the 
platelets  nor  of  the  fact  that  the  duration  of 
depression  increases  as  the  dose  increases.  In  a 
general  sense  there  is  a period  of  time  during 
which  life  is  compatible  with  very  low  granu- 
locyte and  platelet  counts.  However,  if  marrow 
recovery  does  not  occur  within  a matter  of 
a week  or  so  the  probability  of  overwhelming 
infections  and  massive  hemorrhage  becomes  in- 
creasingly greater.  Anemia  will  become  promi- 
nent as  blood  is  lost  by  hemorrhage  and  the 
marrow  fails  to  produce  new  cells.  The  thera- 
peutic problem  is  obviously  the  treatment  of 
the  sequelae  of  pancytopenia,  namely,  infec- 
tions, hemorrhage,  and  anemia.  Since  little  can 
be  done  for  the  anemia  and  hemorrhage  ex- 
cept replacement  of  blood  as  needed  to  sustain 
life  the  therapy  is  mainly  aimed  at  control  of 
infection.  In  most  species  infection  is  a pre- 
dominant cause  of  death  in  the  lethal  range, 
however  obliteration  of  infection  by  the  germ 
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free  state  in  rats  does  not  eliminate  death  due 
to  other  causes  (6).  In  these  animals  death 
occurs  from  hemorrhage  and  a profound  anemia. 

The  increased  susceptibility  to  infection  re- 
sults from  multiple  causes  and  has  been  re- 
cently reviewed  (1)  and  may  be  summarized  as 
follows: 

a.  Granulocytes  are  decreased  in  number. 

b.  Granulocytic  functions  are  impaired. 

c.  The  reticuloendothelial  system  phagocy- 
tizes  bacteria  but  does  not  kill  the  ingested 
bacteria  as  readily. 

d.  Acquired  antibody  production  is  dimin- 
ished. 

e.  Natural  antibody  (properdin)  titres  de- 
crease. 

f.  The  connective  tissue  of  the  skin  is  altered. 

There  is  little  wonder  that  infection  occurs 

with  almost  all  defenses  impaired.  In  fact, 
infections  are  generally  produced  by  commensal 
organisms  in  addition  to  pathogens  if  present 
in  endemic  or  epidemic  states.  Experimental 
work  in  animals  has  clearly  demonstrated  that 
immunization  to  specific  bacteria  increases  the 
survival  rate  when  the  animals  are  later  chal- 
lenged by  the  same  bacteria  (7,  8).  In  addition, 
antibiotics  have  been  shown  to  be  of  definite 
value  when  the  offending  organism  is  susceptible 
to  the  antibiotic  and  when  the  dose  of  radiation 
is  in  the  mid-lethal  range.  Accordingly,  certain 
general  principles  can  be  stated  about  therapy: 

1.  Active  immunization  in  those  instances 
when  feasible  will  increase  the  chances  of 
survival  against  specific  infections.  This  is 
automatically  accomplished  in  the  military  estab- 
lishment and  should  be  urged  for  the  popula- 
tion at  large. 

2.  Diverse  antibiotics  with  a wide  antibac- 
terial spectrum  are  needed  in  the  stockpile. 

3.  Group  3 type  casualties  will  need  little 
or  no  active  therapy  per  se  — observation 
and  orthodox  treatment  of  complicating  wounds 
or  burns  should  suffice.  It  was  learned  that  the 
group  3 category  of  radiation  casualties  could 
tolerate  an  epidemic  of  upper  respiratory  infec- 
tions, presumably  of  viral  origin,  with  no  un- 
toward effects.  Of  considerable  importance 
logistically  this  category  can  be  ambulatory, 
physically  fairly  active  and  should  be  useful 
citizens  or  soldiers  while  under  observation.  For 
more  definitive  management  of  radiation  injury 


it  appears  desirable  to  divide  the  problem  into 
the  ideal  situation,  where  there  are  only  one 
or  a few  casualties  and  the  problem  of  mass 
management  in  the  case  of  nuclear  warfare. 
In  the  former  case  the  situation  should  be 
handled  as  a research  problem  and  in  the  latter 
case  compromises  must  be  made  in  order  to 
distribute  medical  care  where  it  will  be  most 
effective  in  aiding  national  survival.  First  the 
ideal  situation  will  be  considered  for  each  of 
the  categories  described  earlier: 

Group  - - SURVIVAL  IMPROBABLE: 

1.  Bed  rest  will  be  mandatory  since  these 
individuals  will  be  sick  from  the  time  of  ex- 
posure. 

2.  Nutrition  will  be  parenteral.  Water  and 
electrolyte  balance  will  have  to  be  maintained 
by  large  volumes  of  intravenous  saline  — glu- 
cose, plasma,  and  balanced  electrolytes  as  neces- 
sary. For  a matter  of  many  days  the  bowel 
will  not  tolerate  anything  other  than  small 
quantities  of  flnids. 

3.  Nursing  care  must  be  of  the  highest  order. 
Particular  attention  should  be  paid  to  the 
hygiene  of  the  mouth,  teeth,  skin  and  the 
perineal  area  since  these  are  the  locations 
aside  from  wounds  where  infection  frequently 
develops  and  progresses  to  an  overwhelming 
sepsis.  Asepsis  is  paramount. 

4.  From  the  fifth  day  after  exposure  one 
can  anticipate  the  development  of  spontaneous 
infection  at  most  any  time.  Antibiotics  should 
be  commenced  about  the  fifth  day  and  one 
should  be  prepared  to  use  them  in  combination 
with  maximum  doses  as  necessary  to  control 
infection. 

5.  From  the  7th  day  on,  an  anemia,  due  to 
hemorrhage  and  cessation  of  blood  cell  pro- 
duction, will  develop  unless  dehydration  pro- 
duces a hemoconcentration.  A reasonable  plasma 
volume  must  be  maintained.  As  anemia  de- 
velops fresh  whole  blood  collected  in  plastic 
bags  with  di-sodium  salt  of  ethylenediamine 
tetra-acetate  (EDTA)  as  the  anticoagulant  should 
be  administered  as  necessary.  If  hemorrhage  is 
prominent  in  presence  of  a marked  thrombo- 
penia,  platelet  transfusions  should  be  given 
daily. 

6.  One  should  seriously  consider  the  use  of 
homologous  intravenous  or  intramedullary  bone 
marrow,  even  though  permanent  restoration  of 
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hemopoiesis  has  only  resulted  with  genetically 
specific  bone  marrow  (1). 

7.  Complete  electrolyte  and  blood  chemistry 
studies  should  be  performed  and  all  excreta 
saved  and  properly  measured  for  studies  of 
amino  acid  and  steroid  excretion  in  addition 
to  other  substances  that  may  become  of  im- 
portance in  the  future. 

8.  Since  knowledge  of  severe  radiation  in- 
jury in  human  beings  is  scanty  extensive  studies 
on  the  metabolic  cycle  of  labelled  compounds 
should  be  pursued  at  every  opportunity.  In 
parallel  all  efforts  should  be  made  to  prolong 
life  as  long  as  possible  in  order  to  learn  more 
about  the  spontaneous  course  of  human  radia- 
tion injury. 

Therapy  of  Group  2 - SURVIVAL  POS- 
SIBLE; 

1.  The  general  management  of  this  category 
is  identical  to  group  1 but  will  not  demand 
so  much  attention  during  the  first  few  days 
since  vomiting  and  diarrhea  will  subside  within 
a day  or  so. 

2.  Infection  is  the  major  hazard  as  in  group 
1.  Meticulous  daily  physical  examinations  look- 
ing for  evidence  of  beginning  infection  are  the 
key  to  therapy  and  commencement  of  anti- 
biosis, oral  and  parenteral.  Premature  adminis- 
tration is  contraindicated  because  of  the  hazards 
of  sensitization  of  the  patient  and  development 
of  bacterial  resistance  to  the  antibiotics. 

3.  Transfusions  of  whole  blood  or  separated 
platelets  and  leukocytes  will  be  indicated  by  the 
need.  Transfusions  should  be  resorted  to  only 
when  actually  needed  since  there  is  no  evidence 
to  date  that  maintenance  of  red  cell  and 
platelet  levels  will  increase  the  survival  rate 
per  se.  One  can  qualify  need  as  distressing 
anemia  for  whole  blood,  spontaneous  bleeding 
for  platelets  and  infection  uncontrolled  by  anti- 
biosis for  leukocytes. 

Therapy  of  Group  3 — 

None  needed.  Observations  are  identical. 

All  radiation  injury  complicated  by  wounds 
and  burns,  will  be  more  serious.  The  develop- 
ment of  bacterial  epidemics  will  probably  lessen 
the  probability  of  survival  from  radiation  injury. 
A potential  complication  in  combined  radiation 
and  traumatic  injury  is  the  unfavorable  effect 
of  dextran  in  producing  bleeding  in  the  presence 


of  a lowered  platelet  count. 

In  conclusion,  radiation  injury  per  se  from 
fall  out  should  not  be  a major  problem  if  troops 
and  civilian  populations  are  properly  educated 
and  prepared.  It  can  be  largely  avoided  or 
minimized  by  shelter  or  evacuation.  Radiation 
injury  from  the  initial  radiation  except  in  special 
tactical  situations  will  be  relatively  unimportant. 
Trauma  and  thermal  burns  will  dwarf  radia- 
tion injury  as  a practical  problem.  Under  catas- 
trophe conditions  one  must  compromise  dras- 
tically with  the  ideal  situation;  reserve  stores 
of  blood  and  plasma  for  the  traumatic  casualties 
when  it  is  of  known  value;  and  endeavor  to 
control  infection  by  oral  wide  spectrum  anti- 
biotics. I should  like  to  close  in  stating  that 
progress  is  obviously  being  made  in  considering 
mass  care  of  casualties.  Gompromises  in  therapy 
towards  expediency  have  been  made.  The  pys- 
chologic  adjustments  are  painful  but  the  com- 
promises enable  one  to  do  the  most  good 
for  the  maximum  number  in  view  of  what  is 
known  and  available  today.  It  would  be  unfair 
to  state  that  there  is  any  early  probability  of 
developing  an  antidote  for  radiation  injury. 
Much  has  been  learned  about  the  spontaneous 
course  and  the  acceleration  of  restoration  from 
radiation  injury  at  an  experimental  level  but 
there  is  nothing  that  is  clinically  practical  for 
use  on  human  beings  on  any  seale  at  the  present 
time. 
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EDITOR’S  NOTE 

The  above  article  is  reproduced  by  permission  from  the  Journal 
MILITARY  MEDICINE.  The  April  issue  of  this  publication  was 
an  excellent  review  of  the  Management  of  MASS  CASUALTIES 
and  the  Treatment  of  Injur  es  in  Assotiat'on  with  Atomic  War- 
fare. A 188  page  reprint  of  all  the  articles  is  available  at  $1.50 
for  the  paperback  cover  or  $3.00  for  the  bucknim  binding. 
Address  requests  to  Colonel  Robert  E.  Bitner,  Secretary-Editor, 
Suite  718,  New  Medical  Building,  7126  Eye  Street,  N.  W., 
Washington  6,  D.  C. 
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Tastiest  way  to  dissolve  sore  throat  symptoms 


TROCHES 

HYDROZETS' 


(hydrocortisone-bacitracin-tyrothricin- 

NEOMYCIN-BENZOCAINE  TROCHES) 

Adult  or  juvenile,  your  patients  with  sore  throats 
will  welcome  a course  of  HYDROZETS.  These 
newest  Merck  Sharp  & Dohme  troches  offer  anti- 
inflammatory, anti-infective  and  analgesic  proper- 
ties that  promptly  alleviate  distressing  mouth  or 
throat  irritation  whether  caused  by  infection, 
mechanical  injury  or  allergic  reaction.  And 
HYDROZETS  taste  so  good,  it’s  hard  to  beiieve 
they’re  medicine. 

Formula:  Each  HYDROZETS  Troche  contains  — 
2.5  mg.  ‘H YDROCORTONE’  to  reduce  pain,  heat 
and  swelling;  50  units  Zinc  Bacitracin,  1 mg. 
Tyrothricin  and  5 mg.  Neomycin  Sulfate  to  com- 
bat gram-positive  and  gram-negative  bacteria;  and 
5 mg.  Benzocaine  for  rapid  soothing  analgesia. 
Other  indications:  As  adjunct  therapy  in  aphthous 
ulcers,  acute  and  chronic  gingivitis  and  Vincent’s 
infection. 

Supplied:  Vials  of  12  troches. 


MERCK  SHARP  8c  DOHME 

DIVISION  OF  MERCK  & CO..  INC.,  PHILADELPHIA  I.  PA. 
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CIVIL  DEFENSE 
EMERGENCY  HOSPITAL 

X HE  FEDERAL  Defense  Administration  has 
made  available  to  the  State  Civil  Defense 
Agency  a two-hnndred  bed  emergency  hospital. 
This  hospital  was  shown  at  the  annual  meeting 
of  the  Arizona  Medical  Association  at  the  San 
M arcus  Hotel  last  spring.  Later  the  Phoenix 
hospital  group  with  the  cooperation  of  many 
people  set  the  hospital  np  again  and  exhibited 
it  in  the  Harber  Building  on  North  Central,  this 
space  being  made  available  through  the  courtesy 
of  Dr.  J.  N.  Harber.  Interest  in  both  showings 
was  not  as  great  as  anticipated,  hut  many 
people  had  first-hand  knowledge  from  this  of 
the  availability  of  this  hospital  ecpiipment. 

The  use  of  the  word  “bed”  in  describing  the 
hospital  partakes  a little  of  a “Madison  Avenue” 
adjective  as  the  beds  are  really  army  cots,  and 
the  equipment  of  the  hospital  is  of  the  field 
type  as  used  by  the  Armed  Services.  Many  of 
our  physicians  and  surgeons  in  the  state  are 
quite  familiar  with  this  equipment  through  their 
experiences  in  the  Armed  Services.  However, 
the  hospital  is  well  equipped  for  emergency  or 
disaster  needs  and  is  available  on  call  from 
the  State  Civil  Defense  Agency. 

At  the  present  time  the  hospital  is  stored  in 
a National  Guard  Building  at  52nd  Street  and 
McDowell  Road,  Phoenix.  Civil  Defense  Agency 
has  requisitioned  under  the  Surplus  Property 
Act  a trailer  van  in  which  it  is  planned  to  store 
the  hospital  so  that  when  needed,  all  that 
will  be  necessary  will  be  to  back  np  a truck 
tractor  to  the  van  and  send  the  hospital  on 
its  way  to  the  disaster  or  emergency  area.  The 
unit  is  on  call  from  any  city  or  county  in  the 
state  or  hospitals  in  the  various  cities. 

At  the  present  time  we  are  endeavoring  to 
obtain  from  Federal  Civil  Defense  Administra- 
tion a second  unit  to  be  based  at  or  near  Tucson 
and  hope  that  it  also  may  be  stored  in  a van 
similar  to  the  arrangement  being  made  at  Phoe- 
nix. If  we  are  successful  in  obtaining  this  unit, 
it  will  be  held  there  under  the  auspices  of  the 
Pima  County-City  of  Tucson  Joint  Civil  Defense 
Council.  Onr  office  is  indebted  to  the  Arizona 
Medical  Association  for  the  opportunity  to  dis- 
play the  hospital  at  the  Chandler  meeting  and 
to  the  Arizona  Hospital  Association  for  the  dis- 
play in  the  City  of  Phoenix. 

Neither  display  could  have  been  possible 


without  the  cooperation  and  assistance  of  the 
Arizona  National  Guard  in  transporting  the 
equipment  from  its  base  to  the  exhibit  site. 

A partial  list  of  the  equipment  of  the  hospital 
is  as  follows:  two  hundred  cots,  gas  generator 
for  X-ray,  sterilizers,  anesthesia  apparatus,  lit- 
ters, Coleman  lanterns,  cylinders  of  nitrous  oxide 
and  oxygen,  ether,  alcohol,  all  types  of  bandages, 
blankets,  towels,  sheeting,  etc. 


THE  ARIZONA  MEDICAL 
ASSOCIATION,  INC. 

826  Security  Building 
Phoenix,  Arizona 

LOCATION  OPPORTUNITIES 

ASHFORK  — Pop.  700  — North  centrally 
located  — Railroad  center  — Contact  Mr.  J.  J. 
Slamon,  Justice  of  Peace,  Ashfork,  Arizona. 

DAVIS-MONTHAN  AIR  FORCE  BASE  - 
Located  on  outskirts  of  Tucson  — In  need  of 
a General  Medical  and  Surgical  officer  part 
time,  $7,465.00  per  year.  Application  should  be 
made  to  the  Civ  ilian  Personnel  Office  at  Davis- 
Monthan. 

DOUGLAS  — Pop.  10,000  — On  the  Mexican 
border  in  the  southeast  section  of  Arizona  — 
Opportunity  for  associate  practice  in  OALR. 
Contact  James  S.  Walsh,  M.D.,  631  9th  Street, 
Douglas,  Arizona. 

FLAGSTAFF  - Pop.  7,500  - Largest  city 
in  the  north  central  Arizona  trading  area  — 
Navajo  Ordnance  Depot  is  in  the  process  of 
recruiting  for  a medical  officer.  Navajo  Ordnance 
Depot,  Flagstaff,  Arizona. 

FLAGSTAFF  — Excellent  opportunity  for  a 
pediatrician  and  for  a radiologist.  Please  contact 
Morris  M.  Zack,  M.D.,  411  Birch  Street,  Flag- 
staff, for  further  information. 

GILA  BEND  — Pop.  2,500  — 80  miles  west  of 
Phoenix  — Good  opportunity  for  general  prac- 
titioner. Cattle,  cotton  and  general  farming. 
Office  and  equipment  available.  $150  monthly 
income  from  Board  of  Supervisors.  Contact 
Mrs.  J.  F.  Allison,  Box  126,  Gila  Bend,  Arizona. 

LAS  CRUCES,  NEW  MEXICO  - In  South 
Central  part  of  State  and  not  too  distant  from 
El  Paso,  Texas.  Population  is  approximately 
22,000,  boasts  State  College  and  White  Sands 
proving  grounds.  General  Hospital,  85  beds, 
fully  accredited  and  staffed  by  fourteen  (14) 
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doctors.  Need  Urologist  and/or  Obstetrician- 
Gynecologist.  For  full  details  write:  A.  M. 
Babey,  M.D.,  President  of  the  Staff,  250  West 
Court  Street,  Las  Cruces,  New  Mexico. 

PAYSON  — Pop.  1,800  — Have  completed  and 
equipped  a new  clinic.  Are  badly  in  need  of 
a medical  doctor  and  the  closest  medical  facili- 
ties are  80  miles  away.  For  further  information 
contact  Mrs.  Edward  W.  Laylor,  Secretary, 
Payson  Clinic,  Inc.,  Payson,  Arizona. 

TUCSON  — An  opening  in  the  Outpatient 
Department  of  the  Veterans  Administration  Hos- 
pital for  a generalist  or  internist  occurred  early 
in  September.  State  license  is  necessary,  but  not 
necessarily  an  Arizona  license.  If  interested, 
contact  S.  Netzer,  M.D.,  Director,  Professional 
Service,  V.  A.  Hospital,  Tucson,  Arizona. 

TUCSON  — Opening  for  a board  certified  or 
board  eligible  Orthopedist  to  form  and  head 
an  Orthopedic  Department  in  the  Tucson  Clinic. 
Must  have  had  good  training  in  pediatric  ortho- 
pedics as  well  as  acute  trauma  and  reconstruc- 
tive work.  Are  looking  for  a younger  man;  how- 
ever, are  willing  to  consider  any  well  trained 
physician  regardless  of  age.  If  interested,  con- 
tact D.  J.  Heim,  M.D.,  The  Tucson  Clinic,  II6 
North  Tucson  Boulevard,  Tucson,  Arizona. 

TUCSON  — Looking  for  a General  Practi- 
tioner for  plant  services  — $750.00  monthly, 
5 days  a week.  Contact  Doctor  Meade  Clyne, 
II6  North  Tucson  Boulevard,  Tucson,  Arizona. 

YOUNCTOWN  - Pop.  130  - Located  16 
miles  from  Phoenix,  4 miles  from  Peoria,  IVa 
miles  from  El  Mirage,  I mile  from  Surprise,  each 
a potential  field  of  practice.  Most  residents 
are  60  years  of  age  or  older  and  are  in  need 
of  medical  care.  Currently  provided  at  no  rental, 
is  office  space.  A medical  center  is  being 
planned.  Interested  doctors  may  contact  Mr. 
Sid  Lambert,  Box  61,  Marionette,  Arizona. 

YUMA  — Pop.  15,000  — Situated  in  the  South- 
west corner  of  the  State  on  the  Colorado  River 
— In  need  of  a county  physician.  This  is  an 
ideal  setup  for  a retired  or  semi-retired  doctor. 
The  doctor  should  devote  all  of  his  time  to  the 
job  or  have  a private  practice  , in  addition.  If 
interested,  call  Mr.  Robert  Odom,  collect,  at 
SUnset  3-7843  as  soon  as  possible. 

FOR  INFORMATION  ON  OPPORTUNI- 
TIES IN  THE  FIELD  OF  INDUSTRIAL 
MEDICINE,  CONTACT: 

Harold  J.  Mills,  M.D.,  Phelps  Dodge  Hospital, 


Ajo,  Arizona. 

Carl  H.  Cans,  M.D.,  Phelps  Dodge  Hospital, 
Morenci,  Arizona. 

Ira  E.  Harris,  M.D.,  Miami  Inspiration  Hos- 
pital, Miami,  Arizona. 

Charles  B.  Huestis,  M.D.,  Box  928,  Hayden, 
Arizona. 

Elvie  B.  Jolley,  M.D.,  Copper  Queen  Hospital, 
Bisbee,  Arizona. 

H.  W.  Finke,  M.D.,  Magma  Copper  Company 
Hospital,  Superior,  Arizona. 

John  Edmonds,  M.D.,  Kennicott  Copper  Cor- 
poration Hospital,  Ray,  Arizona. 


BLUE  SHIELD 

T HE  COMMEMORATION  of  the  ninth  anni- 
versary of  Arizona  Blue  Shield  was  a noteworthy 
one.  An  honor  of  unusual  magnitude  was  ac- 
corded our  state  plan  with  the  presence  of  Dr. 
Louis  H.  Bauer  as  the  distinguished  speaker  of 
the  evening  December  1st  at  Camelback  Inn, 
Phoenix. 

As  past  president  of  the  American  Medical 
Association,  and  presently  chairman  of  the 
board  of  New  York’s  Blue  Shield  Plan,  Dr. 


This  is  Dr.  Louis  H.  Bauer,  past  president  of  the  American 
Medical  Association,  who  was  the  featured  and  interest'ng  speaker 
at  the  ninth  anniversary  dinner  meeting  of  Arizona  Blue  Shield 
December  1. 
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Bauer  was  able  to  bring  meaning  and  scope 
to  his  words.  He  discussed  the  future  of  Blue 
Shield  in  the  medical-surgical  prepayment  field. 

70  people  attended  the  banquet  meeting  pre- 
sided over  by  Dr.  G.  Robert  Barfoot,  president 
of  Arizona  Blue  Shield.  Others  on  the  evening’s 
agenda  included  Ned  F.  Parish,  assistant  di- 
rector of  the  Blue  Shield  Commission,  Chicago, 
and  formerly  with  this  plan,  and  L.  Donald 
Lau,  executive  director  for  Blue  Cross-Blue 
Shield  in  Arizona. 

Recognition  was  bestowed  on  past  board  and 
professional  committee  members.  Dr.  Barfoot 
presented  certificates  of  service  to  the  following 
board  members:  Dr.  E.  A.  Born,  Prescott;  Dr. 
Walter  Brazie,  Kingman;  Dr.  Meade  Clyne,  Tuc- 
son; Dr.  Paul  Holbrook,  Tucson;  Dr.  E.  C. 
Houle,  Nogales;  Dr.  A.  I.  Podolsky,  Yuma;  Dr. 
Hal  W.  Rice,  Tucson;  Mr.  Steve  Spear,  Phoenix; 
Dr.  O.  E.  Utzinger,  Scottsdale;  Earle  Barrows, 
Phoenix;  Dr.  J.  Lytton-Smith,  Phoenix;  Dr.  Royal 
Rudolph,  Tucson;  John  Babbitt,  Flagstaff,  Dr. 
Robert  Cummings,  Phoenix;  Dr.  Zeph  Camp- 
bell, Phoenix;  Dr.  Sebastain  Caniglia,  Phoenix; 
Dr.  Frederick  W.  Knight,  Safford;  Rev.  George 
Ferguson,  Phoenix,  and  John  Dirkin,  Tucson. 

Lau  presented  similar  certificates  to  past 
members  of  the  professional  committee  in  the 
absence  of  Dr.  Clarence  Warrenburg.  The  fol- 
lowing received  recognition  for  their  services: 
Dr.  E.  M.  Hayden,  Tucson;  Dr.  Harry  South- 
worth,  Prescott;  Dr.  Kenneth  Brilhart,  Cotton- 
wood; Dr.  Wallace  Reed,  PhoenLx;  Dr.  Karl 
Harris,  Phoenix  and  Dr.  James  Moore,  Phoenix, 
medical  director  of  the  plan,  who  sits  in  on  all 
professional  committee  meetings. 

Dr.  Carlos  C.  Craig,  Phoenix,  second  presi- 
dent of  the  plan,  presented  plaques  to  Dr. 
H.  D.  Ketcherside  and  Dr.  Joseph  Greer  who 
served  as  past  chairmen  of  the  professional 
committee.  Both  are  from  Phoenix. 

Dr.  David  C.  James,  Phoenix,  presented  a 
gavel  and  sounding  board  duly  inscribed  to  the 
immediate  past  president  of  Blue  Shield,  Dr. 
Donald  Poison,  Phoenix. 

In  the  nine  years  of  the  plan,  growth  and 
expansion  of  services  and  membership  have 
been  outstanding.  Arizona  Blue  Shield  now  has 
over  900  Participating  Physicians  and  nearly 
140,000  members.  In  1955  over  $900,000  was 
paid  to  doctors  of  medicine  for  services  rendered 
Blue  Shield  members. 


BOARD  OF  MEDICAL 
EXAMINERS  — 

STATE  OF  ARIZONA 

826  Security  Building 
Phoenix,  Arizona 

The  Board  of  Medical  Examiners  of  the 
State  of  Arizona  at  a regular  meeting  held 
October  20,  1956,  issued  certificates  to  prac- 
tice medicine  and  surgery  in  this  State  to  the 
following  doctors  of  medicine: 

Anderson,  James  William 

739  Montana  Avenue,  Lovell,  Wyoming 
Baker,  Earl  John 

550  West  Thomas  Road,  Phoenix,  Arizona 
D’Amico,  Thomas  Vincent 
368  Ridgewood  Avenue,  Glen  Ridge,  N.  J. 
Davies,  William  Dean 

Sage  Memorial  Hospital,  Ganado,  Ariz. 
Frazin,  Bernard 

V.  A.  Hospital,  Phoenix,  Arizona 
Gagnon,  Bernard  H. 

V.  A.  Hospital,  Whipple,  Arizona 
Grant,  Austin  R. 

15  East  Monroe,  Phoenix,  Arizona 
Gniys,  Robert  Irving 
Wells,  Minnesota 
Hedegaard,  Arne  R. 

3437  Jackson  Street,  Denver,  Colorado 
Hufton,  Wilfrid  L. 

Tempe,  Arizona 
Lawrence,  William  Doran 
420  Star,  Hereford,  Texas 
Liddicoat,  Arthur  Gordon 
20125  Fenkel  Avenue,  Detroit  23,  Mich. 
List,  Martin  Lorenz 

1313  No.  2nd  Street,  Phoenix,  Arizona 
MacMillan,  Richard  Karl 
Temple  U.  Med.  Center,  Philadelphia,  Pa. 
Pachtman,  Harold 

2314  No.  32nd  Street,  Phoenix,  Arizona 
Rhoades,  Albert  Leonard 

15  East  Monroe,  Phoenix,  Arizona 
Sells,  Robert  Allan 

669  So.  Union,  Los  Angeles,  California 
Sergent,  Warren  Felix 
Tucson  Medical  Center,  Tucson,  Arizona 
Vogt,  Anne  M.  Stupnicki 
Arizona  State  Hospital,  Phoenix,  Arizona 
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P-G  COURSE 

DISEASES  OF  THE  CHEST 

HE  6TH  Biennial  Post-Graduate  Course  on 
Diseases  of  the  Chest,  co-sponsored  by  the 
Los  Angeles  County  Tuberculosis  and  Health 
Association  and  the  Los  Angeles  County  Medical 
Association’s  Section  on  Diseases  of  the  Chest, 
will  be  given  on  January  31,  February  1,  and 
2 in  Los  Angeles.  The  course  will  be  a practical 
presentation  of  the  current  status  of  chest  dis- 
eases with  special  emphasis  on  diagnosis  and 
treatment.  Topics  will  include  diagnostic  pro- 
cedures, emphysema,  pneumonia,  pleural  dis- 
eases, pulmonary  tuberculosis,  carcinoma  of  the 
lung,  pulmonary  function  tests,  fungus  diseases, 
cor  pulmonale,  surgery  of  the  heart,  and  surgery 
of  the  esophagus.  Its  practical  nature  should 
he  of  special  importance  to  the  internist  and 
the  family  physician.  Included  in  the  program 
will  be  a Cancer  Workshop,  with  division  of 
the  class  into  small  discussion  groups  involving 
a panel  composed  of  a surgeon,  an  internist, 
and  a pathologist. 

An  optional  feature  on  Wednesday,  January 
30,  will  be  specially  arranged  observations  of 
local  hospital  clinics,  activities,  and  conferences. 

The  faculty  will  include  David  T.  Carr,  M.D., 
Mayo  Clinic,  Rochester,  Minnesota;  Maurice  S. 
Segal,  M.D.,  Boston;  Edgar  W.  Davis,  M.D., 
Washington,  D.C.;  H.  Corwin  Hinshaw,  M.D., 
San  Francisco;  and  local  chest  specialists. 

The  registration  fee  of  $35.00  will  include  a 
banquet  on  Thursday  evening.  Further  informa- 
tion and  advance  registration  may  be  obtained 
by  writing  to:  David  Salkin,  M.D.,  1670  Beverly 
Boulevard,  Los  Angeles  26,  California. 


Report  Of  The  Delegate 
Actions  Of  The  House  Of  Delegates 
American  Medical  Association 
Tenth  Clinical  Session 
Nov.  27-30,  1956 
Seattle,  Washington 

V 

1 OUR  delegate  and  our  Executive  Secretary, 
Mr.  Robert  Carpenter  attended  all  sessions  of 
the  House  of  Delegates  of  the  A.M.A.  held 
recently  in  Seattle,  Wash. 

This  report  will  not  attempt  to  relate  in  too 
much  detail  all  actions  taken  by  the  House  of 
Delegates  because  of  the  space  allotment  in  the 
State  Medical  Jounial,  but  will  cover  a few  of 
the  many  important  subjects  dealt  with  during 
this  session. 

Dr.  Edward  M.  Cans  of  Harlowton,  Mon- 
tana, was  announced  at  the  opening  session 
Tuesday  as  the  1956  General  Practitioner  of  the 
Year.  This  annual  award,  carrying  with  it  a gold 
medal  and  a citation,  is  presented  to  a family 
doctor  selected  by  a special  committee  of  the 
Board  of  Trustees  for  outstanding  community 
service.  Dr.  Cans,  who  is  80  years  old,  has 
practiced  medicine  for  51  years  and  has  been 
in  the  Harlowton  area  for  the  past  44  years. 

Strongly  condemning  government  intervention 
in  medicine.  Dr.  Dwight  H.  Murray  of  Napa, 
Calif.,  A.M.A.  President,  told  the  opening  ses- 
sion that  “the  medical  profession,  along  with 
business  and  industry,  is  caught  between  those 
who  desire  to  promote  sound  government  pro- 
grams and  those  who  desire  even  more  in- 
tensely to  perpetuate  party  politics.  Unfor- 
tunately, in  recent  years  a benevolent  federal 
government  appears  more  attractive  to  the  vot- 
ing public  than  the  preservation  of  individual 
freedoms.  Medicine  must  do  its  utmost  to  re- 
verse this  trend.”  A copy  of  the  complete  ad- 
dress of  our  A.M.A.  President  is  submitted  to 
the  Editor  with  this  report  with  the  hope  that 
it  can  be  published  in  full  in  some  near  future 
issue  of  our  Journal.  It  was  received  with  en- 
thusiastic approval  by  every  member  of  the 
House  of  Delegates,  and  should  be  read  by 
every  member  of  our  State  Association. 

MEDICAL  ETHICS 

Subject  of  greatest  interest  at  Seattle  was  the 
proposed,  ten-section  revision  of  the  Principles 
of  Medical  Ethics  originally  submitted  at  the 
June,  1956,  Annual  Meeting  in  Chicago,  where 
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final  action  was  deferred  until  the  Seattle 
session.  The  proposed  short  version  of  the  Prin- 
ciples was  resubmitted  this  week,  with  some 
changes  based  on  suggestions  received  since 
last  June  by  the  Council  on  Constitution  and 
By-Laws.  The  House  of  Delegates,  however, 
deeided  to  refer  the  matter  back  to  the  Council 
on  Constitution  and  By-Laws  for  further  study 
and  eonsideration.  The  referenee  committee  re- 
port adopted  by  the  House  included  the  follow- 
ing statements: 

“Careful  consideration  was  given  to  the  Pre- 
amble and  the  ten  sections  of  the  proposed 
Principles.  The  Preamble  and  seven  of  the  ten 
sections  appear  to  be  acceptable  in  their  present 
form. 

“Sections  6 and  7 were  not  acceptable  as 
presented  either  to  the  group  which  appeared 
at  the  hearing  or  to  your  reference  committee. 

“Out  of  the  general  discussion  the  reference 
committee  received  the  crystallized  opinion  that 
at  least  four  areas  needed  more  specific  atten- 
tion in  Sections  6 and  7.  These  are: 

“(1)  Division  of  fees; 

“(2)  The  dispensing  of  drugs  and  appliances; 

“(3)  The  corporate  practice  of  medicine; 

“(4)  Creater  emphasis  concerning  the  relation- 
ship between  physicians  and  patients. 

“In  addition,  the  reference  committee  felt  that 
the  wording  in  Section  10  conld  be  improved 
if  amended  to  read  as  follows: 

“ The  responsibilities  of  the  physician  extend 
not  only  to  the  individual  but  also  to  society 
and  deserve  his  interest  and  participation  in 
activities  which  have  as  their  objective  the 
improvement  of  the  health  and  welfare  of  the 
individual  and  the  community.’ 

“In  view  of  the  above  your  reference  com- 
mittee believes  that  the  proposed  Principles  of 
Medical  Ethics  should  be  referred  back  to  the 
Council  on  Constitution  and  By-Laws  for  further 
study  and  consideration  of  the  above  stated 
principles. 

“In  the  short  space  of  time  at  our  disposal 
and  in  view  of  the  importance  of  the  subject, 
your  reference  committee  did  not  deem  it  wise 
to  attempt  to  properly  phrase  these  concepts. 

“We  would  also  recommend  that  if  possible 
this  study  be  eompleted  at  least  six  weeks  prior 
to  the  June  session  and  that  the  new  version 
be  published  in  THE  JOURNAL  in  order  that 
all  interested  physicians  might  have  an  oppor- 
tunity to  comment  thereon.  The  ten-section  re- 


vision of  the  Principles  of  Medical  Ethics  was 
printed  in  the  November  issue  of  Arizona  Medi- 
cine as  well  as  the  Delegates’  Report  in  the 
July,  1956  of  our  Journal. 

VETERANS’  MEDICAL  CARE 
The  House  revised  A.M.A.  policy  on  veterans’ 
medical  care  by  endorsing  in  principle  the  fol- 
lowing paragraph  suggested  by  the  Council  on 
Medical  Service: 

“With  respect  to  the  provision  of  medical  care 
and  hospitalization  benefits  for  veterans  in  Vet- 
erans Administration  and  other  federal  hospitals 
that  new  legislation  be  enacted  limiting  such 
care  to  veterans  with  peacetime  or  wartime 
service  whose  disabilities  or  diseases  are  service- 
ineurred  or  aggravated.” 

This  action  eliminates  the  temporary  excep- 
tions which  were  made  in  the  June,  1953,  policy 
regarding  wartime  veterans  who  are  unable  to 
defray  the  expenses  of  necessary  hospitalization 
for  non-service-connected  cases  of  tuberculosis 
or  psychiatric  or  neurological  disorders.  In  mak- 
ing the  policy  change,  the  House  approved  this 
supplementary  statement: 

“We  recognize  the  laws  and  administrative 
extensions  of  the  law  that  are  now  in  operation. 
We  feel  that  under  the  circumstances  it  will 
be  to  the  best  interests  of  the  public  in  general, 
and  veterans  in  particular,  if  medical  societies, 
county  and  state  as  well  as  national,  develop 
committees  to  assist  in  guaranteeing  VA  hospital 
admission  to  service-connected  cases.  While  the 
present  law  exists,  we  shall  help  assure  that 
veterans  whose  illness  constitutes  economic 
disaster  will  not  be  displaeed  by  those  suffering 
short-term  remediable  ills  which,  at  the  worst, 
constitute  financial  inconvenience.” 

In  another  aetion  concerning  veterans,  the 
House  passed  two  resolutions  condemning  as 
imlawfnl  the  practice  of  Veterans  Administra- 
tion hospitals  whieh  admit  patients  who  are 
covered  by  workman’s  compensation  insurance 
or  by  private  health  insurance  and  which  render 
bills  for  the  cost  of  their  care.  Both  resolutions 
requested  the  A.M.A.  to  take  action  to  bring 
about  a discontinuance  of  such  practices  by 
VA  hospitals,  and  one  of  them  instructed  the 
Association  Secretary  to  obtain  from  each  state 
testimony  or  records  of  each  known  case  that 
\’iolates  VA  Reg.  6047-Dl. 

RADIOACTIVE  ISOTOPES 
The  House  rescinded  the  June,  1951,  action. 
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which  limited  the  hospital  use  of  radium  and 
radioactive  isotopes  to  board-certified  radiolo- 
gists, by  approving  a new  policy  statement 
which  says: 

“(1)  In  any  hospital  in  which  a patient  is  to 
receive  radium  or  the  products  of  radium  or 
artificially  produced  isotopes,  there  should  be 
a duly  appointed  Committee  on  Radium  and 
Artificially  Produced  Radioisotopes  of  the  hos- 
pital professional  staff.  This  committee  should 
include,  but  not  necessarily  be  limited  to,  the 
following  qualified  physicians:  a radiologist,  a 
surgeon,  an  internist,  a gynecologist,  a urologist 
and  a pathologist.  This  committee  should  have 
available  such  competent  consultation  of  other 
physicians  and  scientific  personnel  as  may  be 
required  by  it.  Where  this  is  not  practicable, 
the  hospital  staff  should  consult  the  nearest 
Committee  on  Radium  and  Artificially  Produced 
Radioisotopes. 

“(2)  In  any  hospital,  the  use  of  radium  or  its 
products  and  artificially  produced  radioactive 
isotopes  for  diagnostic  or  therapeutic  purposes 
shall  be  restricted  to  qualified  physicians  so 
iudged  by  the  Committee  on  Radium  and  Arti- 
ficially 'Produced  Radioisotopes  of  the  profes- 
sional staff  to  be  adequately  trained  and  com- 
petent in  their  particular  use. 

“(3)  It  is  recommended  that  procurement,  stor- 
age, dosimetry  control  and  inventory  of  all 
radioactive  isotopes  for  the  use  of  the  hospital 
staff  and  radiological  safety  control  be  cen- 
rralized,  and,  where  administratively  possible, 
centralization  be  located  in  the  Department 
)f  Radiology. 

“(4)  It  is  recommended  that  the  Roard  of 
frustees  assign  to  the  appropriate  council  or 
committee  the  continuous  study  of  the  problems 
)f  radiological  safety  control  in  the  use  of  ra- 
lium  and  its  products  and  artifically  produced 
adioactive  isotopes  for  diagnostic  or  therapeutic 
)urposes.” 

CLINICAL  MEETINGS 

Rejecting  a resolution  which  recommended 
liscontinuance  of  the  interim  sessions,  or  clinical 
neetings,  the  House  adopted  a reference  com- 
nittee  report  which  said: 

“We  believe  that  the  interim  sessions  should 
)e  continued  because  of  the  public  relations 
^alue  of  these  meetings  to  the  Association  and 
he  educational  value  to  physicians  and  the 
;eneral  public  in  the  various  geographical  areas 
nvolved. 


It  is  the  suggestion  of  the  reference  com- 
mittee that  maximum  attention  be  given  to 
these  potential  benefits  in  selecting  a city  for 
the  interim  meeting. 

“It  is  our  further  recommendation  that  the 
Board  of  Trustees  consider  the  advisability  of 
holding  an  Interim  Meeting  of  the  House  of 
Delegates  in  Chicago  each  November  or  De- 
cember and  an  Interim  Scientific  Session  in 
November  or  December  of  each  year  in  different 
parts  of  the  United  States.  The  reference  com- 
mittee suggests  that  the  views  of  the  Board  of 
Trustees  in  this  regard  be  reported  to  the  House 
of  Delegates  next  June.” 

HOSPITALIZATION  FOR  ALCOHOLICS 
To  implement  educational  approaches  to  the 
problem  of  alcoholism,  the  House  approved  a 
statement  submitted  through  the  Board  of 
Trustees  by  the  Council  on  Mental  Health  and 
its  Committee  on  Alcoholism.  The  House  also 
recommended  that  the  statement  be  brought  to 
the  attention  of  the  Council  on  Medical  Educa- 
tion and  Hospitals,  the  Joint  Commission  on 
Accreditation  of  Hospitals  and  the  American 
Hospital  Association.  It  includes  the  following: 
“The  Council  on  Mental  Health  urges  hospital 
administrators  and  the  staffs  of  hospitals  to  look 
upon  alcoholism  as  a medical  problem  and  to 
admit  patients  who  are  alcoholics  to  their  hos- 
pitals for  treatment,  such  admission  to  be  made 
after  due  examination,  investigation  and  con- 
sideration of  the  individual  patient.  Chronic 
alcoholism  should  not  be  considered  as  an  illness 
which  bars  admission  to  a hospital,  but  rather 
a qualification  for  admission  when  the  patient 
requests  such  admission  and  is  cooperative,  and 
the  attending  physician’s  opinion  and  that  of 
hospital  personnel  should  be  considered.  The 
chronic  alcoholic  in  an  acute  phase  can  be,  and 
often  is,  a medical  emergency.” 

COMMITTEE  ON  MEDICAL  PRACTICES 
In  approving  a progress  report  of  the  Com- 
mittee on  Medical  Practices,  the  House  amended 
one  of  its  directives  to  read  as  follows  in  order 
to  remove  any  legal  objections: 

“The  A.M.A.  representatives  on  the  Joint 
Commission  on  Accreditation  of  Hospitals  be 
instructed  to  stimulate  action  by  that  body  lead- 
ing to  the  warning,  provisional  accreditation,  or 
removal  of  accreditation  of  community  or  gen- 
eneral  hospitals  which  exclude  or  arbitrarily 
restrict  hospital  privileges  for  generalists  as  a 
class  regardless  of  their  individual  professional 
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competence  where  such  policies  adversely  affect 
the  quality  of  patient  care  rendered.  Any  action 
taken  should  be  only  after  appeal  to  the  Com- 
mission by  the  county  medical  society  con- 
cerned.” 

The  House  also  approved  a recommendation 
by  the  Committee  on  Medical  Practices  that  a 
study  group  be  formed  to  consider  the  best 
background  preparations  for  general  practice, 
and  it  urged  that  such  action  be  implemented 
as  soon  as  practicable. 

MISCELLANEOUS  ACTIONS 

Among  many  other  actions  on  a wide  variety 
of  subjects,  the  House  of  Delegates  also: 

Urged  the  widest  possible  publication  and  dis- 
tribution of  Dr.  Murray’s  PRESIDENTIAL  AD- 
DRESS at  the  opening  session; 

Pledged  the  full  support  of  the  Association’s 
initiative  and  energy  to  President  Eisenhower’s 
PEOPLE-TO-PEOPLE  PROGRAM  as  a means 
of  promoting  understanding,  peace  and  progress; 

Directed  the  Roard  of  Trustees  to  continue 
its  investigation  of  the  practicability  of  develop- 
ing a STATEMENT  OF  A.M.A.  POLICIES  and 
to  arrange  for  the  periodic  publication  of  re- 
vised versions  of  such  a policy  statement; 

Commended  the  objectives  of  the  American 
Association  of  MEDICAL  ASSISTANTS  and  its 
sincere  desire  to  work  closely  with  the  medical 
profession  in  improving  medical  service  and 
medical  public  relations; 

Noted  with  pride  the  good  work  being  done 
by  the  74,348  members  of  the  WOMAN’S 
AUXILIARY,  as  reported  to  the  House  by  Mrs. 
Robert  Flanders,  President; 

Directed  the  Councils  on  Pharmacy  and 
Chemistry  and  on  Foods  and  Nutrition  to  con- 
duct a joint  study  of  all  presently  available  in- 
formation concerning  the  FLUORIDATION  OF 
PUBLIC  WATER  SUPPLIES  and  to  present  a 
documented  report  of  findings  and  recommenda- 
tions at  the  December,  1957,  meeting; 

Urged  all  physicians  to  participate  actively 
in  the  f<^rmulation  of  medical  policy  for  PRE- 
PAID MEDICAL  CARE  PLANS  which  are 
under  physician  direction  or  sponsorship; 

Changed  the  By-laws  to  extend  SERVICE 
MEMBERSHIP  to  reserve  officers  on  extended 
active  duty  with  the  defense  forces  and  the 
U.  S.  Public  Health  Service; 

Changed  the  By-laws  relating  to  TRANSFER 
OF  MEMBERSHIP  so  that  an  active  or  as- 


sociate member  of  the  Association  who  moves 
his  practice  to  another  jurisdiction  may  con- 
tinue his  A.M.A.  membership  by  applying  for 
membership  in  the  constituent  association  in 
his  new  jurisdiction,  subject  to  a two-year  limit 
on  approval  of  his  application; 

Changed  the  By-laws  so  that  the  ELECTION 
OF  OFFICERS  may  take  place  at  any  time  on 
the  fourth  day  of  the  annual  session,  instead 
of  being  restricted  to  the  afternoon  of  that  day; 

Passed  a resolution  calling  for  the  American 
Medical  Association  to  join  with  the  American 
Hospital  Association  and  the  American  Institute 
of  Architects  in  their  proposed  STUDY  OF 
HOSPITAL  DESIGN  AND  CONSTRUCTION; 

Approved  the  principle  of  a voluntary  reduc- 
tion in  the  self-assigned  QUOTA  OF  INTERNS 
as  printed  in  the  1956  handbook  of  the  National 
Intern  Matching  Program,  and 

Instructed  the  Board  of  Trustees  to  accentu- 
ate cooperation  between  the  American  Medical 
Association  and  the  American  Bar  Association 
to  the  end  that  a bill  of  the  JENKINS-KEOGH 
type  be  enacted  at  the  next  session  of  Congress. 

OPENING  SESSION 

At  the  Tuesday  opening  session.  Dr.  Murray, 
on  behalf  of  the  American  Medical  Association, 
presented  a special  citation  to  Ciba  Pharma- 
ceutical Products,  Inc.,  for  “the  service  it  has 
performed  to  the  medical  profession  and  to 
the  nation  thru  its  weekly  television  series, 
‘Medical  Horizons’.”  At  the  same  session,  the 
American  Medical  Association,  and  four  of  its 
constituent  societies  — California,  Arizona,  Utah 
and  New  Jersey  — contributed  nearly  $300,000 
to  the  American  Medical  Education  Foundation 
for  aid  to  the  nation’s  medical  schools.  The 
A.M.A.  announced  another  gift  of  $125,000, 
bringing  this  year’s  total  contribution  to  $343,000. 
The  amounts  presented  from  the  rostrum  of  the 
speaker’s  stand  by  representatives  of  these  four 
states,  including  your  delegate,  was  California, 
$132,981;  New  Jersey,  $25,000;  Utah,  $11,870, 
and  Arizona,  $3,695.  The  contribution  from  Ari- 
zona next  year  should  approximate  $8,000  or 
more  when  membership  dues  are  collected  in 
1957. 

It  was  a pleasure  to  represent  Arizona  again 
in  the  A.M.A.  House  of  Delegates  at  this 
session. 

Respectfully  submitted 
J.  D.  Hamer,  M.D. 
12/3/56  Phoenix,  Ariz. 
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CIVICS 

By  Norman  A.  Ross,  M.D. 


1 HE  TRUE  clinician  diagnoses  accurately 
and  sees  at  once  the  patient’s  disease  from  now 
to  autopsy. 

“As  your  preceptor  I consider  my  responsibil- 
ity now  to  teach  you  the  art  of  healing.  Many 
graduates  have  found  that  it  takes  them  ten 
years  to  see  patients  as  other  than  specimens 
once  they  have  convinced  themselves  of  THEIR 
diagnosis.  Your  professors  have  warned  you  of 
this,  probably  only  presenting  the  one  example, 
heart  disease.  In  heart  disease  they  have  told 
you  never  to  make  a heart  diagnosis  or  present 
a prognosis  on  one  call.  People  here,  today, 
are  conversant  with  other  medical  problems  and 
fearful  of  other  disease  than  heart  disease. 
Before  you  have  attained  my  age  and  experi- 
ence you  will  see  more  lay  medical  agencies 
than  you  now  can  imagine.  You  will  join  them, 
too.  I would  say  the  same  thing  as  did  your 
professors  but  in  somewhat  different  words  — 
treat  more  damn-if-I-know  — and  you  will  be 
a better  diagnostician,  a better  physician  and 
a better  citizen.”  (Phoenix,  Arizona,  1929) 

American  men  of  medicine  today  with  present 
scientific  advances,  joiners  that  we  are,  still  do 
not  promise  cure.  Medicine  continues  as  the 
healing  art. 

On  Saturday,  November  24,  1956,  at  2:30 
P.  M.,  in  Tucson,  Arizona,  we  attended  a meet- 
ing of  physicians  representing  the  three  states 
of  Mexico:  Sinaloa,  Sonora,  and  Jalisco;  and 
the  State  of  Arizona;  a meeting  endorsed  by 
the  Governors  of  the  states  of  Sinaloa,  Sonora, 
Jalisco,  and  Arizona,  and  presided  over  by 
Harry  Thompson,  M.D.,  Arizona,  U.S.A.,  and 
Hector  Gonzalez  Guevara,  M.D.,  Mayor  of 
Mazatlan,  Republic  of  Mexico.  The  following 
physicians  were  in  attendance,  their  official 
capacities  are  listed  after  their  names: 

Representatives  from  The  Republic  of  Mexico 

Dr.  Hector  Gonzalez  Guevara,  Mazatlan,  Sinaloa,  Co-Chairman, 
representing  Dr.  Rigoberto  Aguillar  P.,  Governor  of  Sinaloa. 

Dr.  Gaston  Madrid,  Hermosillo,  Sonora,  representing  Dr. 
Alvara  Obregon,  Governor  of  Sonora. 

Dr.  Guillermo  Soberanes,  Hermosillo,  Sonora,  representing  Dr. 
Alvara  Obregon,  Governor  of  Sonora. 

Dr.  Jose  Ma.  Licona,  Hermosillo,  Sonora,  representing  The 
Federation  of  Sonora  Doctors 

Dr.  Javier  Maldonado  Avil,  Navojoa,  Sonora. 

Dr.  Alberto  L.  Guevara,  Zoquipan,  Jalisco. 


Dr.  Jesus  Martinez  Ochoa,  Nogales,  Sonora. 

Dr.  Ernesto  Rivera  Magallon,  Magdalena,  Sonora. 

Dr.  Juan  Jose  Vasquez  Romo,  Hermosillo,  Sonora. 

Dr.  Umberto  Rosas,  Navojoa,  Sonora. 

Dr.  Carlos  Silva,  Navojoa,  Sonora. 

Mr.  Alfredo  Patron  Rivas,  Mazatlan,  Sinaloa,  in  charge  of 
arrangements.  | 

Representatives  from  Arizona,  United  States  of  America 

Harry  Thompson,  M.D.,  Tucson,  Co-Chairman. 

Norman  A.  Ross,  M.D.,  Phoenix,  representing  Ernest  W.  Mc- 
Farland, Governor  of  Arizona. 

Frank  W.  Edel,  M.D.,  Phoenix,  President,  Maricopa  County 
Medical  Society. 

Joseph  Madison  Greer,  M.D.,  Phoenix,  representing  the  Arizona 
State  Medical  Society. 

Charles  Kalil,  M.D.,  Phoenix,  representing  Maricopa  County  | 
Medical  Society. 

Miguel  A.  Carreras,  M.D.,  Tucson. 

Manuel  Soto  Curiel,  M.D.,  Tucson.  i 

Robert  Hastings,  M.D.,  Tucson. 

Leo  Kent,  M.D.,  Tucson.  j 

Wilkins  R.  Manning,  M.D.,  Tucson. 

Salvador  Rodriguez,  M.D.,  Tucson. 

William  G.  Shultz,  M.D.,  Tucson. 

Here  was  something  different,  something  re- 
freshing after  so  much  of  local  lay  association 
meetings,  medical  societies,  and  staff  meetings. 
Here  we  met  members  of  our  profession  from 
what  to  us  was  another  world.  Old  Mexico. 

Goccidioidomycosis  was  the  paper  delivered 
by  Dr.  Alberto  L.  Guevara,  Zoquipan,  Jalisco, 
formerly  a professor  of  medicine  at  the  North- 
western University  Medical  School,  Ghicago, 
U.S.A.  The  good  doctor  discussed  “coccy”.  He 
mentioned  the  fact  that  cases  of  coccidioidomy- 
cosis, Arizona’s  and  Galifornia’s  private  disease, 
were  much  too  common  in  his  state,  that  one 
case  had  been  reported  in  Argentina,  that  the 
disease  was  being  disseminated  and  is  now 
found  in  other  areas  of  the  United  States  as  well 
as  other  than  desert  areas  in  Mexico.  We  learned 
that  what  we  had  considered  to  be  the  Great 
American  Desert  stopping  at  our  southern 
border,  is  on  Mexico’s  maps  the  Sonora  Desert 
which  included  our  state  and  Galifornia,  as 
well  as  several  states  of  Mexico.  These  men 
consider  coccidioidomycosis  to  belong  to  Ari- 
zona, Galifornia,  and  several  states  of  Mexico. 
They  don’t  cure  “coccy”  in  the  Republic  of 
Mexico. 

At  breakfast  the  next  morning  we  talked  to 
my  colleagues  and  to  their  wives,  realizing  for 
the  tirst  time  the  similarity,  yet  the  difference 
in  medicine  in  two  worlds. 

Hector  Gonzalez  Guevara,  is  Mayor  of 
Mazatlan.  Doctors  in  Mexico  hold  an  exalted 
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position.  Definitely  the  mayor  of  Mazatlan  was 
a leader,  capable  of  leading  as  smug  an 
American  as  you  would  wish  to  produce.  The 
mayor’s  lady  conversed  in  English. 

Is  there,  then,  in  these  two  great  countries, 
practically'  one  world  of  Medicine?  Do  we 
diagnose  and  treat  illness  the  same?  Do  we 
practice  the  healing  art  with  only  language 
and  customs  dividing  us?  Was  the  difference 
a social  one?  This  was  a topic  of  discussion 
on  our  trip  home. 

There  will  be  a society  international,  of  this 
1 am  sure.  Another  organizational  meeting  will 
he  in  Hermosillo  in  March,  1957.  The  first 
regular  meeting  of  the  Society  is  set  for  the 
latter  part  of  May,  1957,  in  Mazatlan. 

Mazatlan  in  Mexico.  A Mexican  physician  of 
remote  Portugese  extraction,  for  a moment  I 
felt  myself  an  Arizona  physician  of  Iowa  ex- 
traction, told  us  this:  “Mazatlan,  Old  Mexico 
- on  an  island  here  are  to  be  found  burro 
deer,  so  named  because  they  resemble  the 
burro  but  for  a huge  spread  of  antlers;  fish  — 
“theek”  — in  May  you  can  hardly  row  a boat 
through  them,  the  motor  at  times  is  started  to 
nudging  the  larger  ones  aside.” 

Short  five  minute  papers  were  suggested  be- 
cause of  language  difficulty  and  my  new  friends 
interposed  that  one  might  drink,  or  leave  during 
portions  of  the  discussion,  time  off  to  allow 
for  interpretation.  He  offered  that  this  could 
not  be  considered  impolite. 

Could  our  proposed  organization  develop  into 
a world  medical  organization;  or  would  it  treat 
only  with  our  immediate  neighbors?  This  posed 
a question  which  America  recognizes  at  least 
in  part  in  licensure  of  physicians.  Is  medical 
training,  clinical  medicine,  basically  the  same 
the  world  over? 

Does  medicine  as  the  American  practicing 
physician  knows  it  today,  differ  only  in  its 
social  and  economic  application?  Should  Ari- 
zona physicians  now  communicate  with  their 
colleagues,  neighbors,  to  the  South,  in  Sinaloa, 
Sonora,  and  Jalisco?  Do  we  want  an  association 
with  the  Mexican  physicians?  Would  such  an 
association  be  profitable  to  our  patients?  Would 
it  be  pleasurable? 

Ask  patient,  ask  preceptor,  ask  professor  if 
you  wish,  or  take  our  advice  and  write  Harry 
Thompson,  and  joiners  — join  us  — “muy  pronto.” 


ALCOHOLISM 

A hospital  equipped  and  staffed  for  the  accommo- 
dation of  those  patients  in  whom  over  indulgence  in 
alcoholic  beverages  has  created  a problem. 
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Association. 
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Prenatal  X-rays  Indicted  As  Possible 
Cause  of  Cancer  in  Children 

RECENT  press  release  may  soon  be  bringing 
many  questions  and  comments  from  pregnant 
women  to  the  physician  who  is  caring  for  them. 
An  English  study  carried  out  by  Dr.  Alice 
Stewart  of  Oxford  University  has  indicated  from 
preliminary  analysis  that  prenatal  x-ray  may 
play  an  etiological  role  in  the  development  of 
malignancy  in  children.  This  study  was  a survey 
of  1500  English  children  who  died  before  the 
age  of  ten  from  leukemia  or  malignancy  between 
1953  and  1955.  At  the  time  of  the  preliminary 
press  release,  547  fatalities  had  been  analyzed. 
Of  these  85  mothers  had  had  diagnostic  ab- 
dominal radiation  during  the  relevant  preg- 
nancy. 

One’s  comment  is  that  this  may  be  an  in- 
teresting lead  and  worthy  of  investigation.  Cer- 
tainly her  study  to  date  is  not  conclusive  and 
the  apparent  increase  of  incidence  of  malignancy 
during  the  relevant  pregnancy  as  against  a con- 
trolled group  could  be  due  to  many  things.  It 
appears  unwise  to  release  preliminary  informa- 
tion of  this  type  to  the  lay  press. 


The  A.M.A.  and  American  Legion 
Joint  Committee 

T HE  FINAL  report  of  this  Committee  which 
was  discharged  in  February  of  1956  was  sent 
to  the  A.M.A.  and  to  the  American  Legion.  The 
Committee  on  Federal  Medical  Services  of  the 
A.M.A.  has  studied  the  report  and  has  issued 
a statement  in  which  it  indicates  that  it  is  the 
Committee’s  opinion  that  the  A.M.A.  and  the 
American  Legion  should  continue  to  cooperate 
in  an  effort  to  provide  finest  medical  care  for 
all  segments  of  the  American  public,  but  has 
indicated  that  it  has  found  no  reason  to  suggest 
revision  of  the  fundamental  American  Medical 
Association  concept  that  it  is  contrary  to  the 
public  interest  to  approve  V.A.  medical  care 
for  disability  unrelated  to  military  service.  It 
has  indicated  that  it  feels,  as  a consequence 
of  this,  that  those  suggested  areas  of  under- 
standing which  conflict  with  this  position  cannot 
be  endorsed. 


E.E.Y. 


R.  Lee  Foster,  M.D. 
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THE  PATHOGENESIS  OF  JAUNDICE  IN  EARLY  LIFE 

Harold  D.  Palmer,  M.D. 


The  problem  of  neonatal  jaundice  is  a 
complex  one  but  it  has  now  lost  some  of  the 
confusion  which  had  existed  concerning  it.  Pro- 
tection of  the  neonatal  brain  by  prevention  of 
hyperbilirubinemia  through  the  use  of  ex- 
change transfusion  is  the  prime  objective  in  the 
management  of  neonatal  jaundice. 

The  basic  factors  in  the  production  of  jaun- 
dice at  any  age  are,  excessive  destruction  of  red 
blood  cells,  injury  to  liver  cells  and  obstruction 
to  outflow  of  bile.  The  underlying  mechanisms 
which  bring  one  or  the  other  of  these  basic 
factors  into  operation  with  such  disorders  as 
erythroblastosis,  sepsis  or  atresia  of  the  bile 
ducts  are  well  understood.  Acquired  hemolytic 
anemia,  congenital  spherocytosis  and  other  en- 
tities which  more  commonly  affect  adults  are 
also  well  understood  as  rare  causes  of  jaundice 
in  infants.  With  all  of  the  common  and  un- 
common entities  considered  there  remains  a 
significant  group  which  is  of  uncertain  etiology. 
The  cases  which  make  up  the  latter  group  usual- 
ly fall  into  one  of  two  broad  categories  — 
“physiological”  jaundice  and  hepatitis. 

Although  the  prime  consideration  so  far  as 
protection  of  the  brain  is  concerned  is  the  pre- 
vention of  hyperbilirubinemia  and  this  is  ac- 
complished by  exchange  transfusion,  differential 
diagnosis  is  also  necessary  in  order  that  specific 
therapy,  when  indicated,  may  be  instituted. 

Differential  diagnosis  may  be  difficult  be- 
cause: (1)  hemolytic  disease  of  the  newborn  cases 
may  be  complicated  by  obstructive  features;  and 
(2)  hepatitis  in  infancy  may  frequently  present 
with  signs  suggesting  complete  obstruction  in- 
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eluding  pale  stools  and  absence  of  urobilinogen 
in  the  urine;  (3)  liver  function  tests  are  often 
inconclusive  in  the  newborn.  However,  it  is 
rare  that  one  is  unable  to  arrive  at  an  accurate 
diagnosis  upon  which  therapy  may  be  founded. 

The  relative  frequency  of  occurence  of  the 
different  entities  which  result  in  early  neonatal 
jaundice  is  a changing  one.  Obstruction  is  not 
a common  cause  but  congenital  atresia  is  still 
confused,  occasionally,  with  jaundice  due  to 
sepsis,  erythroblastosis  or  viral  hepatitis.  Syphi- 
lis, once  a prominent  cause  is  now  a rare  one. 
It  is  not  possible  to  list  the  causes  in  a fixed 
order  of  frequency  of  occurrence  but  such  a 
list  would  vary  little  from  the  following: 
“Physiological”  jaundice,  Hemolytic  Disease  of 
the  Newborn,  Sepsis  Neonatorum,  Hepatitis,  Ob- 
structive Jaundice  (Atresia,  Plugging  of  ducts), 
and  others. 

Sepsis  is  sufficiently  common  that  it  and 
Hemolytic  Disease  of  the  Newborn  could  well 
be  reversed  in  frequency  in  many  localities.  Also 
whether  hepatitis  or  atresia  is  more  frequent 
might  well  depend  upon  case  material. 

“PHYSIOLOGICAL”  JAUNDICE 

This  is  not  an  entirely  benign  process  as  evi- 
denced by  the  demonstration  of  kernicterus  in 
premature  babies  with  severe  “physiological” 
jaundice(I).  Certain  facts  concerning  the  “phy- 
siological” form  helps  in  the  understanding  of 
the  problems  presented  by  some  of  the  other 
forms  of  jaundice.  Some  of  these  facts  are: 

1.  Although  only  three  times  normal  amounts 
of  bilirubin  is  formed  during  the  first  ten  days 


67 


Arizona  Medicine 


February,  1957 


68 

of  life(2)  the  immature  liver  is  unable  to  excrete 
it  fast  enough  to  prevent  indirect  reacting  hyper- 
bilirubinemia. 

2.  The  liver  is  functionally  very  immature  at 
birth.  It  excretes  bile  at  a rate  of  only  1 to  2% 
of  the  adult  liver. (3)  Physiological  involution  of 
the  liver  due  to  loss  of  the  arterial  blood  from 
the  umbilical  veins  may  play  an  important  part 
in  this  immaturity  of  function  but  this  is  not 
proved.  ( 4 ) 

3.  The  more  immature  the  baby  the  higher 
the  bilirubin  in  the  blood  is  apt  to  reach.  Mature 
babies  often  reach  7 mg./ 100  ml.  while  pre- 
mature babies  often  have  levels  of  12  mg./lOO 
ml. (5) 

It  is  evident  then,  that  in  the  immediate 
post-natal  period  the  liver  is  presented  with  an 
increased  load  of  bilirubin  due  to  the  rapid 
break-down  of  red  blood  cells.  The  liver  is 
often  unable  to  clear  the  plasma  of  this  excess 
and  this  defective  function  is  directly  related 
to  the  degree  of  immaturity  of  the  infant. 
Though  the  jaundice  which  results  is  usually 
mild  and  of  no  clinical  significance  the  term 
“physiological”  is  inaccurate  and  falsely  implies 
complete  innocence. 

HEPATITIS 

The  gain  in  the  better  understanding  of 
“physiological”  jaundice  has  been  accompanied 
by  the  recognition  that  hepatitis  is  not  rare  in 
infancy.  This  is  in  spite  of  the  fact  that  infectious 
hepatitis  (virus  A)  is  a very  rare  complication 
of  pregnancy(6)  and  in  the  cases  in  which  it  has 
occurred  the  infants  have  not  been  affected. (7) 

On  the  other  hand  the  virus  of  serum  hepatitis 
(virus  B)  occurrs  in  the  serum  of  0.2  to  0.5% 
of  the  population  and  it  has  been  shown  that 
transplacental  transfer  of  serum  hepatitis  from 
an  apparently  normal  mother  to  the  fetus  may 
occur.  This  is  well  documented  in  a reported 
case.  The  serum  of  the  normal  mother  and  the 
serum  from  the  affected  baby  each  produced 
hepatitis  when  injected  into  human  volun- 
teers.(8)  The  mother  gave  no  history  of  jaundice. 
This  baby  was  one  of  12  infants  in  whom 
jaundice  began  shortly  after  birth.  All  of  these 
infants  showed  the  same  changes  when  ex- 
amined at  necropsy.  The  changes  in  the  liver 
were  those  which  have  been  described  by  other 
authors  as  giant  cell  hepatitis. (9)  Eight  addi- 
tional cases  with  similar  findings  are  described 


by  Bowden  and  Donohue.(4)  It  may  now  be 
concluded  that  giant  cell  hepatitis  may  result 
from  transplacental  transfer  of  the  A & B viruses 
of  hepatitis.  The  familial  incidence  of  giant  cell 
hepatitis,  it  has  been  suggested,(10)  may  be  on 
the  basis  of  carrier  mothers.  Giant  cell  hepatitis 
is  a definite  morphological  entity  and  can  be 
caused  by  viruses  A & B but  it  is  not  yet  clear 
whether  or  not  it  may  have  other  causes. 

Hepatitis  in  infants  may  be  caused  by  other  | 
known  viruses.  The  virus  of  herpes  simplex(ll), 
(12)  and  that  of  cytomegalic  inclusion  disease(13)  ! 
belong  in  this  category.  I 

Toxaplasma  is  a rare  protozoan  cause  of 
neonatal  jaundice(14).  This  is  a congenital  dis-  ! 
ease  which  results  from  transplacental  transfer  j 
from  a carrier  mother.  More  and  more  cases  are  j 
being  recognized.  j 

HEMOLYTIC  DISEASE  OF  THE  NEWBORN 

These  cases  are  the  result  of  iso-immuniza- 
tion and  include  the  Rh-Hr  system,  the  ABO  I 
system  and  other  rarely  active  antigens.  The 
cause  of  the  jaundice  in  erythroblastosis  fetalis  j 
is  the  greatly  increased  destruction  of  red  blood  ' 
cells  which  have  been  damaged  by  the  coating 
antibody.  These  infants  are  not  jaundiced  at 
birth  because  the  mother  has  excreted  the  ex- 
cess of  bilirubin.  It  is  in  this  group  that  a close 
watch  for  the  appearance  of  jaundice  is  neces- 
sary if  kernicterus  is  to  be  prevented.  Icterus 
often  appears  within  the  first  few  hours.  In  our 
experience  levels  of  5 or  6 mg/100  ml.  of  serum 
and  sometimes  higher  have  been  reached  be- 
fore skin  jaundice  is  observed.  The  earlier  jaun- 
dice appears  the  more  probable  it  becomes 
that  dangerous  bilirubin  levels  will  follow. 

When  the  use  of  exchange  transfusion  is 
delayed  beyond  the  time  when  the  indications 
are  present  (a  level  of  serum  bilirubin  of  4 
mg/100  ml.  at  birth  or  6 mg/100  ml.  at  4 hours 
of  age  or  10  mg/100  ml.  at  12  hours  of  age)  then, 
more  than  one  exchange  is  apt  to  be  necessary. 
Also,  when  hyperbilirubinemia  persists  the  bile 
canaliculi  in  the  liver  may  become  plugged  with 
bile  pigment  — “bile  thrombi”  — and  the  signs 
of  obstructive  jaundice  supervenes;  the  stools 
lose  their  color,  bile  appears  in  the  urine  and 
the  bilirubin  in  the  blood  shows  a rise  in  the 
direct  reacting  fraction.  This  is  called  the  in- 
spissated bile  syndrome.  The  jaundice  may 
last  for  3 or  4 months  and  may  be  confused 
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with  other  types  of  obstructive  jaundice.  This 
complication  is  rarely  a factor  during  the  critical 
first  day  of  life  but  after  the  first  day  the  serum 
bilirubin  should  be  determined  as  both  direct 
and  indirect  reacting  forms  so  that  should  the 
indirect  component  approach  20  mg/100  ml.  in 
a mature  baby,  or  15  mg/100  ml.  in  a premature 
baby  at  anytime  during  the  first  week  of  life 
exchange  transfusion  can  be  carried  out. 

SEPSIS 

Sepsis  is  a cause  of  equal  importance  with 
isoimmunization  with  which  it  also  vies  as  a 
cause  of  kernicterus.  It  should  always  be  sus- 
pected in  cases  of  neonatal  jaundice  when  the 
Coombs  test  is  negative.  Jaundice  from  this 
cause  is  usually  a little  more  tardy  in  its  ap- 
pearance than  jaundice  due  to  isoimmunization. 
The  organism  commonly  at  fault  is  E.  Coli  and 
the  portal  of  entry  is  usually  the  umbilicus. 
These  infants  may  show  few  or  no  signs  of 
infection.  Since  there  may  be  no  reminder  in  the 
form  of  symptoms,  it  must  be  kept  in  mind  in 
the  differential  diagnosis. 

OBSTRUCTION 

Obstruction  due  to  congenital  stenosis  or 
atresia  is  perhaps  more  important  in  differential 
diagnosis  than  it  is  as  an  entity.  Atresia  is  un- 
common while  the  causes  of  jaundice  with  which 
it  may  be  confused  are  common.  This  statement 
is  especially  true  when  dealing  with  early 
neonatal  jaundice.  Even  in  the  cases  of  pro- 
longed jaundice  of  the  newborn  about  15%  are 
due  to  erythroblastosis  fetalis  complicated  by 
the  inspissated  bile  syndrome  and  about  half 
of  these  have  been  mistaken  for  atresia  of  the 
bile  ducts. (15)  Cases  of  sepsis  of  the  newborn 
make  up  another  group,  a significant  number 
of  which  are  mistaken  for  atresia.  Infectious 
hepatitis  in  infants  notoriously  gives  signs  of 
obstruction  (due  to  swelling  and  blocking  of 
bile  canaliculi).  Atresia  of  the  bile  ducts  is  a 
very  difficult  diagnosis  to  make  and  must  be 
made  by  exclusion. 

Isoimmunization,  sepsis  and  hepatitis  must  be 
thought  of  and  excluded  before  the  diagnosis 
of  atresia  is  made.  The  conclusion  that  obstruc- 
tion is  due  to  atresia  should  be  made  only  after 
observation  up  to  60  days.  In  this  condition 
the  serum  bilirubin  rises  slowly  and  steadily 
without  variations;  the  indirect  and  direct  frac- 
tions are  of  approximate  equal  value;  the  floc- 


culation tests  are  normal;  no  bile  is  present  in 
the  duodenum;  and  there  is  no  urobilinogen  in 
the  urine.  Exploration  should  be  delayed  until 
the  above  data  are  complete.  ( 17,  18) 

The  term  — inspissated  bile  syndrome  — is 
confused  in  medical  parlance.  Used  first  to  de- 
fine intrahepatic  obstruction  of  bile  canaliculi 
in  hemolytic  disease  of  the  newborn,  it  is  now 
used  also  by  surgeons  to  designate  extra-hepatic 
bile  duct  obstruction  by  mucous  plugs.  This 
confusion  limits  the  usefulness  of  the  term. 

OTHER  CAUSES 

Congenital  spherocytosis,  manifest  at  birth, 
is  not  excessively  rare.  Our  experience  has  in- 
cluded six  cases  in  one  year.  Because  of  the 
spherocytosis  these  cases  may  be  confused  with 
ABO  hemolytic  disease.  But  to  think  of  it  is  to 
diagnose  it.  During  neonatal  crises  of  this  dis- 
ease it  may  become  necessary  to  do  exchange 
transfusion  in  order  to  maintain  the  pre-opera- 
tive bilirubin  at  a safe  level. 

Acquired  hemolytic  anemia  (auto-immune 
hemolytic  disease),  active  at  birth,  is  quite  un- 
common but  cases  are  recorded.  The  Coombs 
test  is  positive  and  the  problem,  including  the 
necessity  of  maintaining  the  serum  bilirubin 
within  safe  levels,  is  essentially  that  of  the  iso- 
immune form  of  hemolytic  disease  of  the  new- 
born except  that  the  possibility  of  aid  from 
the  steroid  hormones  is  greater  and  splenectomy, 
after  a period  of  observation,  may  occasionally 
be  considered. 

Congenital  non-spherocytic  hemolytic  anemia 
is  an  entity  which  may  manifest  itself  at  birth. 
Patients  with  this  disease  are  not  benefited  by 
splenectomy.  We  have  observed  an  infant  suf- 
fering from  this  disease  and  the  child  remains 
jaundiced  at  4 years  of  age. 

Congenital  non-hemolytic  jaundice  is  a 
familial  disease  which  is  the  result  of  an  in- 
herited inability  of  the  liver  to  excrete  bilirubin. 
When  it  is  manifest  immediately  after  birth  the 
hyperbilirubinemia  may  result  in  kernicterus(15). 

Another  cause  of  prolonged  neonatal  jaundice 
is  galactosemia.  Jaundice  is  not  an  essential  part 
of  this  disease  but  it  may  develop  because  of 
the  cyto-toxic  effects  of  galactose  on  the  liver. 
The  icterus  has  been  described  as  a prolongation 
of  the  “physiological”  jaundice.  To  diagnose  it 
is  to  save  a baby  from  abnormal  development 
and  mental  retardation(19). 
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SUMMARY 

Hemolytic  Disease  of  the  Newborn  and  Sepsis 
are  discussed  as  the  common  causes  of  early 
neonatal  jaundice.  Bile  duct  obstruction,  hepa- 
titis and  rarer  causes  of  newborn  jaundice  are 
considered  with  differential  features.  Notes  on 
“physiological”  jaundice  are  included.  The 
premise  is  outlined  that  the  physician  managing 
jaundice  in  the  early  neonatal  period  is  obligated 
to  prevent  hyperbilirubinemia  with  its  attendant 
danger  of  kernicterus  through  the  timely  use  of 
exchange  transfusions. 

701  Mason  Street 
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One  out  of  three  who  died  of  cancer 

last  year  could  have  been  saved! 

To  alert  the  practicing  physician  to  suspect  and  diagnose  cancer  early  — 
the  American  Cancer  Society  has  available  for  you  a film  series  of 
Physicians’  Conferences  on  Cancer. 

^Kinescopes  of  live,  color,  closed-circuit  television  programs, on 
early  diagnosis  and  treatment  of  cancer,  present  outstanding  clinicians. 

These  24  film  programs  — the  nucleus  of  a course  on  cancer  for  the 
General  Practitioner  — cover  virtually  all  cancer  sites  and  types. 

They  center  around  panel  discussions,  laboratory  techniques,  case 
histories,  x-ray  findings,  histopathology,  statistical  data, 
and  operative  procedures. 

Professional  Films  and  services  available  to  the  doctor  in  his  own 
community  may  be  obtained  through  your  Division  of  the 

American  Cancer  Society 

• APPItOVED  BY  THE  AMERICAN  ACADEMY  OF  GENERAL  PRACTICE  FOR  INFORMAL  STUDY  CREDIT  (U  MM  COLOR  SOUND  FILMS.  RUNNING  TIME  3D-5D  MINUTES) 
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THE  DOCTOR  AND  THE  COURT 

Robert  S.  Tullar** 

Tucson,  Arizona 


F EW  REALIZE  how  intimately  the  medical 
profession  is  connected  with  the  administration 
of  justice.  Most  doctors  freely  express  the  desire 
to  stay  as  far  away  from  the  courtroom  as  pos- 
sible. But  members  of  the  medical  profession 
do  appear  in  Arizona  courtrooms  every  day, 
and  their  influence  is  felt  in  countless  instances, 
even  where  they  do  not  actually  testify  before 
the  jury. 

The  great  bulk  of  civil  litigation  these  days 
arises  out  of  personal  injury  sustained  by  auto 
mishap.  In  even  as  small  a state  as  Arizona, 
many  thousands  of  dollars  are  paid  out  every 
day  to  compensate  for  expense,  pain  and  suffer- 
ing sustained  in  this  type  of  case.  More  than 
90%  of  this  is  by  compromise  and  settlement 
made  before  the  case  is  presented  to  the  jury. 
The  alleged  negligent  driver  is  usually  insured 
and  it  is,  of  course,  the  insurance  company  which 
is  primarily  concerned  in  his  defense. 

There  are  two  issues  in  the  personal  injury 
case  — legal  liability  and  extent  of  injury.  The 
former  is  a question  of  fact  and  law  with  which 
the  doctor  has,  or  should  have,  no  concern. 
Usually  there  is  sufficient  doubt  about  this  issue 
that  the  court  will  permit  the  jury  to  determine 
the  question.  This  means  — at  least  to  the 
pessimistie  lawyers  representing  the  insurance 
companies  — that  the  jury  will  almost  surely 
resolve  the  doubt  in  favor  of  the  injured  plain- 
tiff. 

As  a practical  matter,  then,  the  importance  of 
the  issue  of  legal  liability  is  greatly  minimized. 
We  see  instances  every  week  where  insurance 
companies  pay  out  substantial  sums  in  settle- 
ment even  though  they  are  morally  certain  that 
there  is  no  legal  liability.  The  reason  for  this 
is  that  they  feel  it  is  cheaper  to  settle  than  to 
defend,  or  else  they  feel  that  they  would  rather 
not  risk  an  adverse  verdict  for  a much  larger 
amount  at  the  hands  of  a sympathetic  jury  and, 
perhaps,  a sympathetic  judge. 

Many  students  of  the  system  feel  that  the 
only  logical  destination  to  be  reached  by  this 
kind  of  thinking  is  the  total  elimination  of  the 
question  of  legal  liability,  and  the  mere  assess- 

“Appointed  Superior  Court  Judge  in  Pima  County,  1951; 
elected  1952;  reelected  1956;  president  Arizona  Judges’  Asso- 
ciation, 1956-1957. 


ment  of  compensation  by  a board  or  commis- 
sion, like  the  compensation  award  the  injured 
workman  now  receives  from  the  Industiial  Com- 
mission. 

This  suggestion  has  been  raised  here  only 
to  emphasize  the  importance  of  the  second 
aspect  of  the  case,  the  extent  of  injury.  This 
is  the  aspect  where,  it  is  plain  to  see,  the  injured 
person,  his  lawyer,  the  insuranee  company,  and, 
by  extension,  all  of  us  who  pay  insurance  pre- 
miums, are  all  dependent  upon  the  doctor  in 
the  case  and  the  opinions  he  expresses.  It  will 
be  assumed  that  the  doctors  who  treat  the 
potential  plaintiff  patient  are  conscientious,  com- 
petent and  busy.  The  internist,  the  pathologist, 
the  roentgenologist,  the  anesthesiologist,  and  the 
surgeon,  each  plays  his  part.  There  is  little 
thought  of  subsequent  litigation  at  the  early 
stages  of  the  case. 

The  day  comes,  however,  when  the  patient’s 
lawyer  appears  in  the  doctor’s  waiting  room  — 
usually  without  appointment  — and  says,  “Doc- 
tor, please  tell  me  all  you  know  about  this 
case.”  After  this,  he  will  ask  for  a written  re- 
port, made  in  as  much  detail  as  possible.  This 
report,  probably  made  available  to  both  sides 
in  the  case,  may  very  well  be  the  foundation  for 
settlement,  particularly  if  previous  experience 
has  demonstrated  the  competence  and  objec- 
tivity of  the  maker  of  the  report. 

In  cases  where  the  injuries  are  grievous,  or 
where  there  is  a claim  of  permanent  injury, 
however,  the  defense  will  probably  hire  its  ovm 
medical  expert,  whose  report  will,  in  turn,  be 
made  available  to  the  plaintiff.  If  the  reports 
from  the  two  sides  are  in  substantial  agreement, 
the  probability  of  settlement  is  great.  As  to  de- 
scribing the  injury,  the  action  taken  to  repair 
it,  the  probable  amount  of  pain  and  suffering, 
and  the  reasonable  cost  of  repairs,  the  area  of 
dispute  is  small. 

There  are  three  important  areas,  however, 
where  disagreement  more  often  arises,  and  it 
is  in  these  areas  that  large  amounts  of  money 
ride  on  the  expert  medical  opinion.  They  are, 
first,  the  extent  of  future  disability,  expense, 
pain  and  suffering;  second,  the  genuineness  or 
seriousness  of  subjective  complaints  that  can- 
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not  easily  be  proved  or.  disproved;  and,  third 
the  aggravation  or  reactivation  or  pre-existing 
injury  or  disease. 

It  requires  a great  amount  of  money  to  com- 
pensate a young  wage  earner  who  has  been 
permanently  and  totally  disabled.  So  when  the 
patient’s  doctors  say  that  he  will  never  be  able 
to  work  again,  and  the  insurance  company’s 
doctors  say  he  will  soon  he  in  just  about  as 
good  shape  as  he  ever  was,  there  is  a likelihood 
that  they  are  going  to  have  to  state  their 
opinions  to  the  jury,  and  permit  the  reasons  for 
their  opinions  to  he  searched  out  by  cross-ex- 
amination. 

When  the  patient’s  doctor  testifies  to  the 
existence  of  a cervical-brachial  syndrome,  and 
expresses  the  opinion  that  his  patient  is  not 
exaggerating  when  she  describes  excruciating 
pain,  while  the  defendant’s  doctor  states  he  can 
find  nothing  objective  to  support  patient’s  claim, 
adding  that  he  is  of  the  opinion  that  $5,000 
would  immediately  banish  all  pain,  the  case 
may  well  be  headed  for  the  courtroom. 

And  lastly,  and  perhaps  most  difficult  of  all, 
the  court  and  jury  are  likely  to  hear  about  it 
when  the  plaintiff’s  doctor  says  that  the  injury 
awakened  a quiescent  case  of  Buerger’s  disease 
or  tuberculosis,  or  speeded  up  the  degenerative 
changes  in  the  spinal  processes,  while  the  op- 
posing opinion  is  that  the  circulatory  system  was 
already  so  deteriorated  that  the  patient  was 
seated  over  a lighted  and  gangrenous  fuse,  or 
that  a thoracoplasty  was  indicated  long  before 
the  accident,  or  that  the  pain  in  the  back  was 
due  wholly  and  solely  to  the  wearing  off  of 
the  edges  of  the  vertebrae  by  the  passage  of 
time,  and  not  by  the  collision  of  two  motor 
vehicles. 

Even  in  these  three  fields  lawyers  and  clients 
will  often  find  room  for  compromise,  but  fre- 
quently the  doctor  will  be  told  to  get  ready  to 
testify.  This  should  not  be  disturbing  news. 
Because  they  are  dependent  upon  the  doctor’s 
good  will,  not  only  for  this  case,  but  also  for 
the  next,  and  because  they  are  aware  of  the 
busy  doctor’s  problems  with  regard  to  time  and 
schedule,  the  lawyer  and  the  judge  will  exert 
every  effort  to  accommodate  the  doctor.  Al- 
though he  is  subject  to  subpoena,  and  can  be 
made  to  appear  and  wait  like  all  citizens,  it 
is  invariably  ascertained  in  advance  at  what 
time  it  is  most  convenient  for  the  doctor  to 


appear.  When  that  time  arrives  and  the  doctor 
walks  into  the  courtroom,  by  agreement  of 
counsel  he  is  put  on  the  witness  stand  at  once, 
even  though  it  be  out  of  order.  His  testimony 
is  taken  with  as  little  delay  as  possible,  and  he 
is  thereupon  excused.  And  despite  his  extreme 
reluctance  to  appear  at  all,  he  usually  finds 
that  he  has  enjoyed  a stimulating  experience 
which  he  is  glad  he  didn’t  miss. 

Occasions  have  arisen  where  doctors  have 
been  subpoenaed  and  forced  to  wait.  These  have 
been  extremely  rare  and  are  due  to  the  in- 
experience or  lack  of  understanding  on  the  part 
of  plaintiff’s  lawyers.  They  could  have  been 
avoided  had  the  doctor  apprised  the  judge  of 
the  situation.  On  the  other  hand,  on  equally 
rare  occasions,  the  doctor,  without  excuse,  has 
arbitrarily  refused  to  respond  to  the  processes 
of  the  law,  has  failed  and  refused  to  appear, 
and  has  forced  cases  to  be  postponed  or  dis- 
missed. The  judge  who  did  not  punish  for  this 
contempt  of  court  would  be  as  derelict  in  the 
performance  of  his  duty  as  the  doctor  was  in 
his. 

There  are  now,  at  least  in  the  two  larger 
counties  in  Arizona,  joint  committees  of  the 
medical  societies  and  bar  associations,  to  whom 
any  complaints  of  this  nature  may  be  referred 
and  expeditiously  handled. 

When  the  doctor  takes  the  witness  stand  vet- 
eran court  observers  always  watch  with  interest. 
As  an  expert  witness,  his  testimony  is  given  great 
consideration.  The  plaintiff  is  naturally  expected 
to  say  she  hurts,  and  the  defendant  is  expected 
to  say  he  really  didn’t  hit  her  hard  at  all,  and 
those  self  serving  statements  are  passed  by 
without  making  too  much  impression.  But  the 
doctor  who  testifies  calmly  and  dispassionately, 
without  any  apparent  interest  in  the  outcome,  ' 
as  to  what  was  broken  and  what  was  torn, 
what  was  mended  and  what  can’t  be  mended, 
makes  a great  impact,  not  only  upon  the  jury, 
but  on  all  who  listen.  This  testimony  will  he 
believed,  and  these  opinions  respected. 

Many  plaintiff’s  doctors  have  a natural  sym- 
pathy for  their  patient.  They  know  how  much 
she  has  suffered,  and  they  want  to  see  a 
generous  award  in  her  favor.  Not  infrequently 
the  plaintiff  is  indigent,  or  nearly  so,  and  there 
is  no  hope  for  the  doctor  to  be  paid  for  the 
many,  many  hours  of  work  he  has  put  on  the 
case  unless  the  jury  helps  him  out.  While  this 
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will  not  affect  the  honesty  of  the  doctor’s  testi- 
mony, it  may  well  affect  the  enthusiasm  which 
he  betrays  for  the  plaintiff’s  case.  This  can  be 
dangerous.  Some  doctors,  in  trying  to  help,  have 
even  attempted  to  suggest  to  the  jury  why  the 
defendant  must  have  been  negligent  to  have 
inflicted  this  terrible  injury. 

On  the  other  side  of  the  coin,  there  are  doctors 
who  tend  to  belittle  any  complaint  the  validity 
of  which  cannot  be  proved  by  laboratory  test 
or  x-ray.  It  seems  that  defense  lawyers  like  to 
use  surgeons,  and  particularly  orthopedic  sur- 
geons, as  their  expert  witnesses  for  this  reason. 
Whether  there  is  something  in  the  training  or 
experience  of  such  specialists  that  justifies  the 
generalization  that  they  tend  to  be  favorable 
to  the  defense  is  doubtful. 

The  fact  is,  however,  that  the  doctor  who 
states  what  he  knows  in  a let-the-chips-fall- 
where-they-may  manner,  and  who  states  the 
opinions  that  he  feels  qualified  to  express  from 
the  facts  he  knows  to  be  true,  neither  unduly 
stressing  the  favorable  points,  nor  unduly  mini- 
mizing the  unfavorable,  is  the  doctor  who  will 
best  do  his  job  in  the  courtroom,  and  will 
best  further  the  cause  of  justice. 

After  the  doctor  has  stated  his  case  on  direct 
examination,  he  is  subjected  to  cross-examina- 
tion by  the  attorney  on  the  other  side.  Many 
doctors  worry  about  the  traps  that  may  be  laid, 
or  about  what  they  inadvertenly  may  be  led 
to  say.  Often  they  are  indignant,  perhaps  be- 
cause the  lawyer  persists  in  using  medical  terms 
he  doesn’t  know  the  meaning  of,  or  because  he 
asks  questions  that  are  so  ambiguous  or  unin- 
telligible that  a straight  answer  is  impossible, 
or  because  the  lawyer  betrays  such  an  abysmal 
I ignorance  of  the  subject  that  it  is  impossible 
I to  communicate  with  him. 

I 

( 
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In  some  cases  the  indictment  is  justified,  but 
the  doctor  needn’t  worry,  for  the  jury  will  dis- 
cover incompetence  as  soon  as  he  does.  The 
apparent  ignorance  of  some  lawyers,  however, 
is  not  always  genuine.  They  may  merely  be 
putting  themselves  in  the  shoes  of  the  medically 
uninformed  juror  and,  perhaps,  be  seeking  to 
get  across  the  point  that  a cervical-brachial 
syndrome  is  nothing  more  nor  less  than  a pain 
in  the  neck. 

As  a matter  of  fact,  when  the  lawyer  com- 
mences to  cross-examine  the  doctor  he  is  sitting 
on  a much  hotter  seat  than  is  the  doctor.  He 
must  ask  himself,  “What  can  I do  to  help  my 
case  by  this  cross-examination?”  If  the  doctor 
has  in  no  way  overextended  himself  on  direct 
examination,  if  he  has  expressed  only  opinions 
for  which  he  has  sound  grounds,  if  he  has 
stayed  strictly  in  his  own  field,  if  he  has,  in 
short,  told  only  what  he  knows,  and  not  what 
he  merely  suspects  or  hopes,  the  chances  are 
that  the  lawyer  would  do  well  to  forego  cross- 
examination. 

Cases  are  brought  asking  for  damages  for  in- 
juries that  never  existed,  or  for  injuries  that 
occurred  from  some  cause  other  than  the  acci- 
dent complained  of.  Plaintiffs  may  exaggerate 
the  seriousness  of  their  injuries,  and  sometimes 
there  is  no  better  cure  than  a favorable  jury 
verdict.  But  by  and  large  people  are  honest  and 
state  their  claims  as  honestly  as  they  can.  The 
insurance  companies,  furthermore,  recognize 
that  it  is  their  duty  and  obligation  to  pay  just 
claims,  and  they  are  willing  to  do  so.  The 
quality  and  fairness  of  the  medical  testimony, 
then,  in  the  last  analysis,  is  the  measure  of  the 
justness  of  the  result. 

Doctors,  just  like  our  lives  and  health,  our 
fate  in  court  is  in  your  hands. 
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^3  PIRAMYCIN,  Amecitin,  Cathoniycin,  Oleand- 
omycin, Sigmamycin!  Do  you  feel  like  tearing 
out  your  hair,  exclaiming,  “Mycin,  Schmycin! 
Will  it  ever  make  sense?”  Cheer  up,  even  the 
experts  are  confused.  They  now  have  to  hold 
yearly  antibiotic  conferences  in  an  attempt  to 
peer  through  the  smog  of  agents  of  antibiosis. 
This  report  is  an  attempt  at  hitting  only  the 
high  spots  of  the  present  state  of  confusion 
that  now  exists. 

Your  editor  asked  to  have  submitted  a list 
of  the  newer  antibiotics  with  appropriate  com- 
ments to  clarify  the  confusion  caused  by  dupli- 
cation and  dissimilar  trade  names.  After  wading 
through  multiple  reports,  my  appropriate  com- 
ments would  be  unprintable.  So  I have  narrowed 
this  to  two  parts;  a report  of  what’s  been  going 
on,  and  a list  of  the  multitude  of  antibiotics 
(with  a minimum  of  appropriate  comments). 

Someone  by  the  name  of  Pickerell  (Lancet, 
July  14,  1956,  page  101)  published  an  interesting 
report  concerning  the  “H-bug”.  This  is  the  New 
Zealand  name  for  ‘Hospital  epidemic  antibiotic- 
resistant  staphylococcus’.  Someone  in  this  coun- 
try came  up  with  the  term  ‘Nosocomial’.  Ac- 
cording to  the  dictionary,  this  is  an  obsolete 
term  meaning  “applied  to  disease  caused  or 
aggravated  by  hospital  life”. 

This  report  of  Pickerell’s  was  not  the  first  of 
this  type.  Several  have  been  published  in  the 
past  year  or  two.  But  Pickerell’s  paper  is  the 
first  one  that  covered  a large  group  of  patients. 
In  this  report  were  the  results  of  some  common 
sense  precautions  undertaken  to  combat  the 
‘H-bug’. 

In  a children’s  hospital,  where  these  antibiotic 
resistant  staph  became  a problem,  certain  strict 
regulations  were  enforced.  Antibiotics  were 
forcibly  held  to  a minimum,  reminiscent  of  the 
penicillin  rationing  of  1943  or  thereabouts.  In- 
fants were  handled  only  by  their  mothers  (to 
whose  organisms  the  babies  have  immunity), 
and  each  room  was  thoroughly  scrubbed  be- 
tween patients.  Antiseptics  were  restricted  to  a 
minimum  because  of  their  damage  to  infant 
tissues.  The  effects  were  not  immediate.  They 
had  grumblers  and  physicians  who  refused  to 
comply.  But  they  beat  them  down  eventually. 


Finally  after  several  months,  the  incidence  of 
‘H-bug’  began  to  decline.  The  reduction  was 
steady  until  after  one  year  of  this  program  this 
Nosocomial  scoundrel  is  again  a rarity  at  this 
institution. 

It  was  reports  similar  to  this  that  started 
all  this  fuss  over  new  antibiotics.  It  just  hap- 
pened that  several  of  them  were  promoted  al- 
most simultaneously  during  the  past  couple 
months.  In  mid-October  was  held  the  fourth 
annual  symposium  on  antibiotics  in  Washington, 
D.  C.  There  was  strong  disapproval  of  the  prin- 
ciple of  combining  two  or  more  antibiotics  for 
the  purpose  of  delaying  the  development  of 
resistant  organisms.  In  fact  the  highlight  of  this 
meeting  was  the  panel  discussion  on  resistant 
strains  of  microorganisms. 

All  but  two  of  the  eight  panel  members 
stated  in  various  ways  their  strong  disapproval 
of  the  principle  of  combining  two  or  more 
antibiotics  for  the  purpose  of  delaying  the  de- 
velopment of  resistant  organisms.  It  was  agreed 
that  such  a combination  cannot  be  effective  for 
this  purpose  unless  the  organism  is  sensitive 
to  both  or  all  the  antibotics  used  in  the  com- 
bination. If  the  organism  is  resistant  to  any  one 
of  the  antibiotics  in  the  combination  the  only 
value  of  the  combination  lies  in  the  effective- 
ness of  the  antibiotic  to  which  the  organism  is 
sensitive.  They  do  not  concede  that  clinical 
synergism  has  been  demonstrated  in  the  com- 
binations of  antibiotics  under  consideration. 

While  increasing  concern  was  expressed  over 
the  emergence  of  resistant  strains,  the  panel  felt 
that  the  answer  to  this  situation  lies  not  in 
combining  antibiotics  but  rather  in  discontinuing 
the  abuse  of  antibiotics  already  available,  and 
in  observance  of  the  basic  principles  of  asepsis 
and  antisepsis.  In  fact  toward  the  end,  the  panel 
members  forgot  all  about  antibiotics  in  a lively 
discussion  of  septic  hands,  blankets,  masks,  floor 
mops,  etc. 

If  one  goes  back  far  enough,  the  same  story 
with  different  names  came  up  when  the  sulfo- 
namides were  first  put  into  multiple  combina- 
tions. A few  years  later  the  marriage  of  sulfo-  : 
namides  and  penicillin  stirred  the  ire  of  some,  i 
More  recently  the  combination  of  penicillin  and  | 
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streptomycin  did  likewise.  Since  then,  we  have 
been  offered  other  combinations  with  mixed 
opinions  as  to  their  value. 

The  mixtures  of  the  newer  ‘cyclines’  and 
mycins  is  just  another  phase  in  this  same  story; 
there  will  be  more  combinations  to  come  in 
future  years.  We  do  not  attempt  to  praise  them 
nor  condemn  them.  Here  we  shall  give  you  a 
brief  discussion  of  some  of  the  preparations 
under  study  and  finally  wind  up  with  a list  of 
those  currently  available  commercially. 

OLEANDOMYCIN  (Pfizer)  - Penicillin-like 
spectrum.  Like  all  new  antibiotics  in  this  cate- 
gory it  is  effective  against  some  resistant 
staphylococci.  In  doses  of  3 Cm.  daily  there 
were  failures  in  the  treatment  of  gonorrhea 
which  you  would  not  find  with  penicillin.  If  this 
antibiotic  were  as  good  as  penicillin,  one  would 
expect  it  to  be  marketed  to  compete  with 
penicillin. 

SIGMAMYCIN  (Pfizer)  - Combination  of  167 
mg  tetracyline  and  83  mg  Oleandomycin  per 
capsule.  The  dose  is  1 or  2 capsules  q.i.d.  with 
meals  or  a glass  of  milk.  (?)  Could  it  be  they 
anticipate  the  stomach  lining  will  be  discom- 
bobulated? 

This  dosage  and  proportion  would  give  only 
% the  usual  daily  dose  of  tetracycline.  The  claim 
is  made  that  there  is  “synergistic”  action  that 
delays  emergence  of  resistant  staph.  However, 
this  claim  is  based  on  test  tube  experiments, 
pictures  of  which  you  have  already  received  in 
mail  advertisements. 

Here  is  some  food  for  thought.  Since  Oleand- 
omycin has  essentially  a penicillin  spectrum  and 
tetracycline  is  a broad  spectrum  antibiotic, 
nothing  is  going  to  affect  the  organisms  outside 
the  penicillin  spectrum  except  the  dose  of  tetra- 
cyline given.  Nothing  is  mentioned  or  even 
hinted  about  the  synergistic  action  on  the  or- 
ganisms which  are  not  affected  by  Oleando- 
mycin. We  must  reserve  judgment  oh  this  ohe. 

PENICILLIN  V — Clinical  reports  on  peni- 
cillin V continue  to  be  disappointing.  Despite 
the  “high”  blood  levels,  which  really  are  not 
too  significant,  it  has  not  yet  established  any 
superiority  over  oral  penicillin  G — in  fact, 
clinically  when  given  in  equal  amounts,  peni- 
cillin V is  inferior.  To  get  comparable  results, 
the  dosage  df  penicillin  V niust  be  higher  than 
those  commonly  with  penicillin  G.  AbbSS'lly,  it 
has  been  recently  shown  that  plasrha  'Binding 
of  penicillin  V is  much  higher  thafi  that  of 


penicillin  G,  and  this  higher  plasma  binding  far 
offsets  the  so-called  higher  blood  level. 

VANCOMYCIN  (Lilly)  - Penicillin-like  spec- 
trum. This  has  been  found  very  active  against 
resistant  staph.  Up  to  now  it  must  be  given 
I.  V.  and  is  very  insoluble.  It  is  very  irritating 
to  tissues  and  may  have  renal  toxicity. 

NOVOBIOCIN  (formerly  Streptonivicin)  — 
Various  forms.  (See  list  at  end  of  article).  Peni- 
cillin-like spectrum,  but  not  as  good  as  penicillin 
against  many  penicillin  sensitive  organisms.  Skin 
reactions  very  high  (40%).  Should  be  restricted 
to  resistant  staph. 

BRYOMYCIN  (Bristol)  — Supposedly  a new 
and  better  form,  but  is  same  as  Novobiocin. 

RISTOCETIN  (Abbott)  — They  claim  superi- 
ority, too,  but  it’s  still  Novobiocin. 

THIOSTREPTON  (Squibb)  - Penicillin-like 
spectrum.  Thought  by  some  to  be  the  most 
active,  but  it  is  so  insoluble  as  to  be  impractical 
at  this  time. 

SPIROMYCIN  (Sharp  & Dohme)  — A weak 
cousin  to  Novobiocin. 

AMPHOMYCIN  — Very  little  information. 
Sounds  like  an  “also  ran”  with  a weak  penicillin- 
like spectrum  and  action. 

There  are  some  miscellaneous  antibiotics  with 
“narrow  band”  spectra. 

AMPHOTERCIN  B — inhibits  Candida  and 
histoplasma. 

NYSTATIN  (Squibb)  — inhibits  Candida. 

MYSTECLIN  (Nystatin  & Tetracyline, 
Squibb)  inhibits  Candida. 

AMEBOCIDE  (Squibb)  — inhibits  histo- 
plasma. 

AMECETIN  — A streptomyces  derivative 
which  proved  a failure  in  acute  leukemia  (only 
one  report  so  far). 

ASCOSIN  — Reported  useful  in  tinea  capitis. 

CYCLOSERINE  — Clinical  trial  in  tbc  gave 
equivocal  results;  toxicity  has  been  confirmed. 

XANTHOCILLIN  - Effective  against  PRO- 
TEUS with  or  with  Tyrothricin.  It  may  be  that 
this  is  what  was  formerly  known  as  penicillin 
X and  Y from  the  mycelia  of  PENICILLIN 
NOTATUM. 

PANTOTHENATE  SALTS  OF  STREPTO- 
MYCINS — reported  as  less  toxic  by  some; 
others  state  they  are  just  as  toxic  as  the  sulfates. 

FURADANTIN  — This  belongs  in  a group 
by  itself.  But  we  have  first  hand  experience 
wherein  I.  V.  Furadantin  has  proved  life  saving 
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in  bacteremia  caused  by  organisms  resistant  to 
all  antibioties.  In  several  cases  of  bactermia  due 
to  AEROBACTER  AEROGENES  - I.  V.  Fura- 
dantin  was  especially  efficacious  when  all  else 
failed. 

FUROXONE  — Another  nitrofuran  com- 
pound. It  is  effective  orally  and  has  the  ad- 

CONDENSED  LIST 

Generic  Name 

Penicillins  — Crystalline  — Penieillin  G or  O 
Penicillin-V 

Procaine  — Penicillin  G or  O 

Benzathene 

Penicillin  G 

Streptomycin,  dihydrostreptomycin, 
alone  or  in  equal  mixture. 

Penicillin  and 
Streptomycin  combinations 

Tetracyclines 
Ghlortetracyeline 
Oxytetracycline 
Tetracycline 


Calcium  di-oxytetracyline 
Erythromycin 

Chloramphenicol 

THE 


vantage  of  not  being  protein  bound.  Evidence 
is  piling  up  that  side  effects  are  minimal  and 
that  it  is  effeetive  against  gram-negative  organ- 
isms. In  vitro  it  has  good  activity  against  sys- 
temic infections  including  antibiotic  resistant 
Staphylococci,  Salmonella  typhosa,  and  Kleb- 
siella pneumoniae. 

OF  ANTIBIOTICS 

Trade  Name 

Too  numerous  to  list. 

V-Cillin  (Lilly)  Pen-V-Oral  (Wyeth) 

Too  numerous. 

Bicillin  (Wyeth) 

Permapen  (Pfizer) 

Numerous 
Combiotic  (Pfizer) 

Crysdimyein  (Squibb)  Durycin  (Lilly) 
Pen-Duostrep  (Merck)  S.R.D.  (Parke,  Davis) 

Aureomycin  (Lederle) 

Terramycin  (Pfizer) 

Numerous 

Achromycin  (Lederle)  Tetracyn  (Pfizer) 
Panmycin  (Upjohn)  Steclin  (Squibb) 
Polycycline  Terrabon  (Pfizer) 

Erythrocin  (Abbott)  Ilocycin  (Lilly) 
Erythromycin  (Upjohn) 

Chloromycetin  (Parke,  Davis) 

’ ANTIBIOTICS 


Novobiocin 

(from  streptomyces  niveus 
and  S:  spheroides) 

Spiramycin 

Oleandomycin 

(from  streptomyces  antibioticus) 


Amecitin 
A Streptomyces 
antibiotic 
Pen-M 


Furadantin  I.  V. 
Furoxone 


Albamycin  (Upjohn) 

Cathomycin  (Merck) 

Cordelmycin  (Pfizer) 

A sleeper  as  yet  similar  to  but  not  so  good  as  i 
novobiocin.  (Sharp  & Dohme) 

Matromycin  (Pfizer) 

Will  be  combined  with  other  antibiotics  ad  I 

nauseum. 

Sigmamycin  is  a mixture  of  Tetracycline  and  j 
Oleandomycin.  Supposedly  effective  against  re-  j 
sistant  Staphylococci.  i 

Proved  to  be  a dud  against  acute  leukemia.  Only  | 
one  report  published  so  far.  ^ 

j 

A new  sleeper:  An  Oleandomycin  salt  of  Peni-  I 
cillin  G.  The  M stands  for  Matromycine,  Pfizer’s 
Oleandomycin. 

Especially  effective  in  Aerobacter  aerogenes 
bactermia. 

May  prove  to  be  the  compound  with  the  broad- 
est spectrum. 
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CLINICAL  OBSERVATIONS  ON  THE  PHYSIOLOGY  OF  BONE 


By  Dr.  Wallace  H.  C 

The  physiology  of  bone,  its  development, 
growth  and  repair  is  so  taken  for  granted  by 
most  of  us  that  we  seldom  stop  to  think  of  the 
intricate  and  complex  tissue  with  which  we  have 
to  deal  when  treating  diseases  and  injuries  of 
the  skeleton.  Although  a vast  array  of  facts 
and  theories  has  entered  the  medical  literature 
there  are  still  many  factors  relating  to  the  bones 
as  organs  of  the  body  which  are  completely 
unknown  or  as  yet  very  controversial.  The  nature 
of  ossification,  the  minute  processes  involved  in 
bone  formation,  the  character  of  the  various 
hone  cells,  the  importance  of  hydrogen  ion  con- 
centration and  of  the  many  other  chemical  reac- 
tions necessary  for  bone  to  remain  alive  and 
to  be  an  active  tissue,  as  well  as  other  allied 
conditions  too  many  even  to  list  would  have 
to  be  evaluated  before  a true  scientifie  back- 
ground for  a knowledge  of  bone  physiology 
could  be  obtained.  To  attempt  a detailed 
physiological  discussion  is,  of  course,  impossible 
and,  therefore,  only  a bare  outline  of  the  prob- 
lems involved  will  be  indicated  but  enough,  it 
is  hoped,  to  remind  you  that  bone  has  a very 
dynamic  nature  and  that  the  calcium,  phosphor- 
ous and  organic  content  change  constantly  dur- 
ing life  with  alterations  in  the  normal  resulting 
from  changes  in  general  physiology,  as  in  starva- 
tion, immobilization  and  certain  generalized  dis- 
eases, and  also  following  shifting  of  the  strains 
and  stresses  acting  on  the  bones. 

The  size  and  weight  of  a bone  depends  to  a 
certain  extent  on  the  use  to  which  it  has  been 
put  and  the  bones  of  a man  who  has  done  heavy 
physical  work  all  his  life  are  heavier,  more 
dense,  and  rougher  than  in  one  who  has  always 
had  a sedentary  occupation.  This  difference  must 
depend  upon  activity  and  function  as  applied 
to  living  and  plastic  tissue.  Without  this  stimu- 
lating activity  the  bones  are  smoother  and  less 
radiopaque  and  as  more  extreme  examples  we 
see  the  bone  atrophy  which  accompanies  long 
fixation  in  plaster  of  Paris  during  fracture  treat- 
ment and  the  marked  disuse  atrophy  frequently 
present  in  a limb  weakened  by  poliomyelitis. 
External  forces  applied  by  means  of  splints, 
bandages  and  other  types  of  apparatus  have 
long  been  used  therapeutically  to  change  the 
shape  of  bones.  Practical  experience  has  shown 
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this  to  be  possible  although  what  occurs  in- 
trinsically cannot  be  fully  explained  other  than 
that  bone  is  biologically  plastic  and  will  react 
to  the  forces  placed  upon  it.  Club  feet,  bowed 
legs,  curvature  of  the  spine  and  many  other 
common  conditions  are  treated  with  this  in 
mind  and  with  the  realization  that  the  deformi- 
ties were  in  themselves  based  in  general  on  the 
same  factors.  The  deformities  of  the  lower  jaw 
and  teeth  resulting  from  scoliosis  plasters  has 
necessitated  a change  in  the  method  of  applica- 
tion due  to  the  rather  quick  reaction  of  the 
mandible  and  the  teeth  to  the  abnormal  forces 
placed  upon  them.  The  science  of  Orthodontia 
is  founded  on  this  knowledge. 

It  is  well  to  remember  that  there  are  definite 
inherited  traits  which  must  be  recognized  as 
important  basic  reasons  for  bone  growth  and 
architecture  as,  of  course,  is  also  true  with  the 
other  organs  of  the  body.  The  inherent  growth 
tendencies  in  bone  have  been  beautifully  shown 
in  studies  of  the  growth  of  the  limb-bud  of  a 
chick  in  tissue  culture  after  removal  from  the 
embryo.  The  femur  was  reproduced  from  the 
apparently  undifferentiated  mesenchyme  and 
bore  a marked  resemblance  to  the  normal  in 
configuration  and  cellular  structure  in  spite  of 
the  absence  of  all  soft  parts  and  the  forces 
which  they  would  ordinarily  exert  on  the  growing 
bone.  The  form  of  the  femur  and,  therefore  pre- 
sumably of  other  parts  of  the  skeleton,  is  not 
dependent  upon  intact  surrounding  structures 
for  its  definite  basic  pattern  although  many 
modifications  normally  must  occur  due  to  func- 
tional, that  is  mechanical,  nutritional  and  other 
factors,  subject  to  the  action  of  the  surrounding 
tissues.  This  marked  capacity  for  growth  and 
differentiation  as  shown  in  the  laboratory  bears 
out  what  John  Hunter  expressed  over  one  hun- 
dred and  fifty  years  ago  when  he  reasoned  that 
there  is  a form  of  “consciousness”  to  living  bone. 
More  recently  Janson  has  discussed  this  activity 
of  hereditary  forces  and  speaks  of  a kind  of 
“intellectual  judgment”  in  bone  cells.  As  Murray 
says,  “the  cells  of  the  axial  condensation  in  such 
a structure  as  a limb-bud  are  already  determined 
or  at  least  biased  toward  the  formation  of 
cartilage  and  bone,”  and  “there  already  exists 
in  the  skeletogenous  mesenchyme,  before  the 
lumb-buds  appear,  some  kind  of  plan  or  growth 
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pattern.” 

The  long  bones  of  the  body  are  pre-fonned 
in  cartilage  and  grow  in  length  through  en- 
chondral  ossification  and  the  activity  of  the 
epiphyseal  disks,  the  mechanism  of  which 
growth  and  the  intimate  nature  of  the  process 
at  work  being  still  obscure  but  clinically,  out- 
side the  laboratory,  we  all  know  that  the  epiphy- 
seal cartilage  is  the  exclusive  agent  which  is 
responsible  for  diaphyseal  elongation.  Any  inter- 
ference with  an  epiphyseal  disk  will  tend  to 
distort  its  function  and  if  complete  destruction 
occurs  longitudinal  growth  is  irreversibly 
stopped  at  that  point.  The  operations  which 
are  directed  at  the  epiphyseal  line  in  cases  of 
unequal  leg  length  are  based  on  the  practical 
knowledge  of  the  function  of  the  line  although 
probably  there  is  no  surgeon  who  understands 
the  basic  biological  or  chemical  reasons  back 
of  this  knowledge.  The  power  of  growth  is 
demonstrated  when  an  arrest  of  growth  is  at- 
tempted by  placing  staples  across  the  epiphy- 
seal line,  for  we  know  from  sad  experience  that 
at  least  three  staples  are  usually  necessary  on 
either  side  to  restrain  the  tremendous  growth 
pressure  of  the  line  and  prevent  spreading  of  the 
staples.  This  pressure  will  break  wires  which  are 
used  for  the  same  purpose.  If  a portion  of  the 
epiphyseal  disk  has  been  destroyed  or  damaged 
by  injury,  tumor,  infection,  x-ray  or  other  agent, 
the  remaining  part  will  continue  to  grow  and 
deformity  of  the  extremity  will  result.  This 
probability  must  be  recognized  even  before  it 
is  grossly  evident  so  that  parents  can  be  told 
what  to  expect  and  so  that  preventive  measures, 
if  reasonable,  can  be  started  early.  Every 
epiphyseal  separation  or  fracture  involving  the 
epiphyseal  line  is  potentially  a cause  for  later 
deformity  and  such  ca.ses  must  be  watched  long 
after  healing  has  taken  place  for  obvious  reasons. 

The  function  and  properties  of  the  periosteum 
have  been  the  basis  of  many  controversies  and 
discussion  both  in  the  past  as  well  as  more 
recently  and  a review  of  the  literature  on  the 
subject  tends  to  make  a surgeon  fall  back  on 
his  practical  observations  without  attempting  to 
explain  or  worry  about  fundamental  reasons  for 
these  functions.  From  a surgical  point  of  view 
the  osteogenic  power  of  the  deeper  layer  of 
the  periosteum  in  active  or  growing  bone  can- 
not be  denied  and  although  bone  growth  and 
repair  will  proceed  without  periosteum,  or  the 
bone  forming  cells  in  its  deepest  stratum,  the 


circulation  which  it  gives  to  the  underlying 
cortical  bone  and  possibly  its  action  as  a limit- 
ing membrane  makes  its  presence  essential  for 
normal  bone  development.  Clinical  observation 
shows  constantly  that  the  less  the  periosteum 
is  disturbed  the  more  quickly  and  surely  a 
fracture  heals,  other  things  being  equal. 

Bones,  having  pre-eminently  a mechanical 
function,  illustrate  well  the  interdependence  of 
function  and  structure  in  the  body  as  already 
suggested  and  Wolff’s  law  and  its  modifications 
is  based  on  this  premise.  It  is  only  by  the  in- 
fluence of  forces  applied  through  normal  func- 
tion that  normal  contours  and  structures  as  we 
know  them  can  be  elaborated  and  maintained. 
The  self  differentiating  skeleton  of  the  early 
embryo,  mentioned  earlier,  soon  reacts  to  the 
effect  of  these  mechanical  elements  of  growth 
and  the  final  form  of  any  bone  is  not  normal 
unless  that  bone  has  had  normal  funetion 
throughout  its  development.  The  coxa  valgum 
and  atrophy  appearing  in  paralytic  hips  and  the 
changes  seen  in  untreated  congenital  dislocation 
of  the  hips  are  examples  of  this  which  we  have 
all  seen.  The  mechanical  forces  probably  act  as 
an  excitant  of  the  various  biological  and  chemi- 
cal factors  which  are  more  directly  and  inti- 
mately assoeiated  with  bone  growth.  We  do  not 
have  to  be  exact  followers  of  any  of  the  out- 
standing students  of  bone  physiology  to  be 
clinically  sure  that  there  are  laws  of  “functional 
adaptation”  of  bone  which  are  based  on  the 
structural  changes  which  occur  following  altera- 
tion in  the  forces  of  pressure  and  tension  acting 
on  that  bone. 

It  has  been  said  that  a keen  observer  could 
tell  in  many  cases  what  the  occupation  of  an 
individual  had  been  by  examinating  his  skeleton 
and  there  is  no  doubt  but  that  eertain  types  of 
heavy  work  carried  out  through  many  years  will 
cause  skeletal  changes  as  a response  to  the 
specific  forces  acting  on  the  bones.  Wright  has 
shown  in  this  connection  how  in  a sloth,  an  ani- 
mal who  does  not  walk  but  hangs  from  the 
limbs  of  trees  with  all  four  extremities,  the 
architecture  of  the  upper  end  of  the  femur  is 
entirely  different  from  that  in  related  animals 
who  use  their  legs  for  weight  bearing. 

The  growth  of  bone  and  enlargement  of  the 
various  parts  of  the  skeleton  up  to  adult  life 
shows  definitely  how  continuously  the  process 
of  laying  down  new  bone  and  the  resorption  of 
the  older  bone  is  going  on  during  life  although 
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few  of  us  ever  stop  to  analyze  what  this  re- 
modeling means.  Just  try  to  visualize  the  shape 
of  an  adult  femur  if  growth  in  length  was  not 
accompanied  by  resorption  of  the  excess  bone 
at  the  same  time.  Compare  the  size  of  the 
oburator  foramen  in  an  infant  and  an  adult  and 
it  is  at  once  evident  that  resorption  of  bone 
is  as  active  and  necessary  as  the  depositing  of 
new  bone  during  growth.  In  early  life  the 
active  formation  of  new  bone  must  proceed 
faster  than  resorption  or  else  growth  would  not 
occur  and  it  is  only  when  adult  life  is  reached 
that  the  two  processes  tend  to  balance  each 
other.  Late  in  life  the  reverse  may  happen  to 
a certain  extent. 

A discussion  of  a few  clinical  cases  may 
bring  out  more  clearly  some  of  the  points  that 
have  been  touched  upon.  Epiphyseal  separation 
will  occur  instead  of  fracture  following  certain 
injuries  in  children  because  the  epiphyseal  line 
is  weaker  than  the  bone  itself  and  consequently 
will  give  or  disrupt  before  the  adjacent  bone 
breaks.  Likewise  we  sometimes  find  deformity 
developing  through  an  epiphyseal  line  when  the 
contiguous  joint  is  ankylosed  as  the  cartilaginous 
disc  responds  quicker  to  deforming  forces  than 
the  bone.  It  has  not  uncommonly  been  observed 
that  an  apparently  ankylosed  hip  in  a growing 
individual  has  gradually  assumed  a deformed 
position,  examination  revealing  that  the  head 
of  the  femur,  or  what  remained  of  it,  had  not 
changed  its  relationship  to  the  acetabulum  but 
that  the  change  in  position  had  taken  place 
through  the  proximal  femoral  epiphyseal  line. 
Children  with  ankylosed  knees  return  sometimes 
with  marked  flexion  deformity  due  to  changes 
at  the  distal  femoral  epiphyseal  disk  probably 
the  result  in  part,  at  least,  to  the  pull  of  the 
hamstring  muscles.  Certainly  this  happens  often 
enough  to  insist  that  the  hamstrings  be  com- 
pletely severed  whenever  a knee  joint  fusion 
is  undertaken  before  growth  has  been  com- 
pleted. 

Bone  grafts  are  still  the  subject  of  a vast 
literature  of  a very  controversial  nature  which 
cannot  be  discussed  here,  but  there  is  one  prac- 
tical clinical  observation  which  might  be  men- 
tioned; a graft  which  is  made  to  function  will 
usually  grow  and  develop  but  without  this 
stimulus  it  will  tend  to  atrophy  and  eventually 
disappear.  Many  surgeons  have  remarked  on 
the  disappearance  of  the  shelves  or  roofs  which 
they  have  placed  over  the  heads  of  femora  for 


stabilizing  congenital  luxations  of  the  hip  but 
experience  seems  to  show  that  any  shelf  which 
is  properly  placed  so  that  it  functions  as  a 
buffer  to  the  thrust  of  the  femora  will  hyper- 
trophy and  not  melt  away. 

When  a bone  block  is  built  up  to  prevent  foot 
drop  in  a paralytic  foot  the  same  factors  are 
at  work  and  a functioning  block  will  hyper- 
trophy to  its  necessary  strength  and  develop  an 
internal  architecture  commensurate  with  its 
function. 

Fracture  through  functioning  bone  grafts  is 
not  an  unusual  occurance  and  union  progresses 
in  most  cases  without  further  operative  inter- 
ference, the  grafts  being  live  bone  and,  there- 
fore, reacting  as  normal  bone  would  in  forming 
callus. 

When  the  shaft  of  a bone  is  partially  de- 
stroyed so  that  there  is  a gap  in  the  continuity 
of  the  bone  and,  therefore,  loss  of  function  of 
that  bone  the  ends  of  the  fragments  remaining 
tend  to  atrophy  and  become  conical  and  shorter. 

It  has  been  suggested  that  alternate  relative 
hyperaemia  and  ischemia  as  a result  of  muscle 
relaxation  and  contraction  is  largely  responsible 
for  maintaining  the  normal  calcification  of  bone 
and  that  this  assists  in  the  healing  of  fractures 
and  other  bone  defects.  We  know  that  bones  in 
a paralyzed  person  tend  to  atrophy  but  cer- 
tainly fractures  in  such  bones  heal  promptly 
in  the  absence  of  all  the  muscles. 

One  could  continue  indefinitely  with  com- 
ments of  the  various  clinical  phases  of  bone 
physiology,  which  has  been  discussed ' here 
strictly  from  the  Orthopaedic  point  of  view, 
and  no  attempt  has  been  made  to  digress  into 
the  more  strictly  medical  aspects  of  bone  phy- 
siology as  seen  clinically  although  much  might 
be  given  based  on  blood  changes  after  such  a 
procedure  as  intrameduallary  nailing  in  children, 
on  calcium  metabolism  in  the  body,  99%  of  the 
body  calcium  being  in  the  bones,  on  hormonal 
aspects  of  the  subject,  and  on  what  was  sug- 
gested earlier,  the  atrophic  changes  occurring 
in  the  skeleton  in  later  life.  It  is  hoped  that 
the  points  covered  will  refresh  your  memory 
on  some  phases  of  bone  physiology  and  to 
make  it  very  apparent  that,  although  the  under- 
lying biological  and  chemical  factors  may  not 
be  well  understood,  we  are  dealing  daily  with 
a markedly  complex  and  active  tissue  the  nature 
of  which  is  mechanically  suitable  for  the  work 
it  has  to  perform. 
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II  ISRAELI  wrote,  Propriety  of  manners  and  consideration  for  others  are  the  two  main  charac- 
teristics of  a gentleman.” 

These  are  but  two  of  the  noble  attributes  of  your  friend  and  mine,  Jesse  D.  Hamer. 

It  is  with  great  pride  that  I announce  the  recent  action  of  the  Council  of  the  Arizona  Medical 
Association,  and  the  resolution  of  the  Maricopa  County  Medical  Society  in  commending  Jesse 
Hamer  to  the  House  of  Delegates  of  the  American  Medical  Association  for  election  to  the 
office  of  vice  president  of  the  AMA. 

That  we  should  seek  to  honor  Dr.  Hamer  in  this  manner  is  only  proper,  as  an  expression 
of  our  sincere  respect  for  a man  who  has  served  his  county  society  since  1928,  his  state  as- 
sociation since  1934,  and  the  AMA  as  a delegate  for  the  past  twenty-two  years.  It  is  beyond 
the  scope  of  your  President,  within  this  short  space,  to  recite  the  numerous  accomplishments 
of  this  man.  We  all  know  of  his  service  on  the  AMA  Council  on  Medical  Service  and  on  the 
Advisoiy  Committee  to  the  Board  of  Trustees  of  the  American  Medical  Education  Eoundation. 

He  has  given  unstintingly  of  his  time,  labor  and  wisdom  in  service  on  many  of  our  important 
committees,  and  he  guided  the  destinies  of  the  Arizona  Medical  Association  in  1936,  when  he 
served  as  our  president.  He  is  a veteran  of  World  War  One,  and  has  been  a Commissioned 
Commander  in  the  Medical  Corps  Reserve  of  the  U.  S.  Public  Health  Service  since  World 
War  Two.  He  is  a member  of  many  national  and  regional  scientific  organizations. 

Yet,  this  remarkable  Jesse  can  find  some  time  to  devote  to  services  to  his  community,  es- 
pecially to  such  youth  projects  as  the  Boy  Scouts. 

Truly,  Dr.  Hamer’s  life-time  has  been  crowded  with  diligent  service  and  fine  accomplish- 
ments for  others.  He  has  performed  all  of  these  services  without  thought  of  asking  for  reward 
or  praise. 

Please  join  me  in  the  hope  that  the  glowing  warmth  of  our  pride  and  respect  for  Jesse 
Hamer  will  pervade  the  convention  hall  of  the  AMA  in  New  York  City  in  June,  1957,  and  that 
the  House  of  Delegates  of  the  AMA  will  take  cognizance  of  our  prayer  for  his  election  to 
the  high  office  of  vice  president  of  our  national  organization. 

A.  I.  Podolsky,  M.D. 

President 
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CONTRIBUTORS 

The  Editor  sincerely  solicits  contributions  of  scientific 
articles  for  publication  in  ARIZONA  MEDICINE.  All  such 
contributions  are  greatly  appreciated.  All  will  be  given  equal 
consideration. 

Certain  general  rules  must  be  followed,  however,  and  the 
Editor  therefore  respectfully  submits  the  following  suggestions 
to  authors  and  contributors: 

1.  Follow  the  general“  rules  of  good  English,  especially  with 
regard  to  construction,  diction,  spelling,  and  punctuation. 

2.  Be  guided  by  the  general  rules  of  medical  writing  as 
followed  by  the  JOURNAL  OF  THE  AMERICAN  MEDICAL 
ASSOCIATION. 

3.  Be  brief,  even  while  being  thorough  and  complete.  Avoid 
unnecessary  words.  Try  to  limit  the  article  to  1500  words. 

4.  Read  and  re-read  the  manuscript  several  times  to  cor- 
rect it,  especially  for  spelling  and  punctuation. 

5.  Manuscripts  should  be  typewritten,  double  spaced,  and 
the  original  and  a carbon  copy  submitted. 

6.  Articles  for  publication  should  have  been  read  before 
a controversial  body,  e.g.,  a hospital  staff  meeting,  or  a 
county  medical  society  meeting. 

7.  Exclusive  Publication— Articles  are  accepted  for  publi- 
cation on  condition  that  they  are  contributed  solely  to  this 
Journal.  Ordinarily  contributors  will  be  notifed  within  60 
days  if  a manuscript  is  accepted  for  publication.  Every  effort 
will  be  made  to  return  unused  manuscripts. 

8.  Illustrations  — Ordinarily  publication  of  2 or  3 illustra- 
tions accompanying  an  article  will  be  paid  for  by  Arizona 
Medicine.  Any  number  beyond  this  will  have  to  be  paid  for 
by  the  author. 

9.  Reprints  — Reprints  must  be  paid  for  by  the  author 
at  established  standard  rates. 

The  Editor  is  always  ready,  willing,  and  happy  to  help 
in  any  way  possible. 


(Reproduced  by  permission  of  the  American  Academy  of 
General  Practice). 

1 HE  JULY  issue  Woman’s  Home  Companion 
article,  entitled  “Why  You  Can’t  Afford  to  be 
Sick”  will  earn  authors  Sidney  Shalett  and  J. 
Robert  Moskin  the  1956  award  for  cheap  dis- 
torted journalism.  Never,  between  the  covers 
of  a single  magazine  have  we  found  a more 
complete  collection  of  malodorous,  journalistic 
bedevilment.  It  is  an  old  melody  and  the  lyrics 
have  not  changed.  The  struggling  free-lance 
writer  knows  that  many  editors  like  an  ounce 
of  truth  and  a ton  of  seething  sensationalism. 
Witness  the  success  of  the  inside-story  maga- 
zines. 

Shalett  and  Moskin  found  the  bottom  of  the 
barrel.  Every  junior  journalist  knows  a dozen 
ways  to  twist  the  truth  and  sell  the  story.  The 
authors  learned  their  lessons  well  — then  pulled 
out  all  the  stops. 

The  Shalett-Moskin  story  is  little  more  than 
a grimy,  abasing  anthology.  In  a single,  scathing 
polemic,  the  authors  discuss  gouging,  unneces- 
sary surgery,  ghost  surgery,  fee  splitting  and 
malpractice.  The  informed  readers,  having  been 
previously  exposed  to  other  inept  contributions, 
have  the  impression  that  authors  Shalett  and 
Moskin  have  produced  little  more  than  a single, 
trashy  conglomerate. 

Exhibiting  an  unenviable  lack  of  originality, 
the  authors  resort  to  such  tired  tricks  as  the 
isolated  case  and  the  glittering  generality.  The 
article  cites  four  cases  involving  financial  panic 
as  the  result  of  prolonged  illness.  This  is  as 
enlightening  as  a clinical  study  of  the  first  four 
children  who  received  Salk  polio  vaccine. 

The  article  asks  and  answers  questions.  One 
answer  is  amusing  — in  an  absurdly  grim  and 
tragic  way.  Why  are  some  physicians  opposed 
to  group  practice?  Beeause,  the  authors  point 
out,  group  practice  takes  the  patient  out  of  cir- 
culation. When  the  illogical  is  found  wanting, 
try  the  ridiculous. 
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This  is  no  rebuttal.  Certainly  the  more  than 
24,000  who  read  GP  won’t  waste  their  time 
on  ill-considered  drivel.  But  the  magazine 
(thanks  in  part  to  other  morsels  of  sensational 
journalism)  will  reach  hundreds  of  thousands  of 
people  who  will  promptly  decide  that  their 
family  doctor  is  an  evil,  gouging,  fee-splitting, 
ghost  surgeon.  It  is  certainly  not  appropriate 
for  the  doctor’s  waiting  room. 

Approximately  a year  ago,  Sidney  Shalett 
visited  the  headquarters  office.  He  was  assured 
and  reassured  that  the  Academy’s  press  and 
public  relations  staff  was  at  his  disposal.  We 
feel  sure  that  the  American  Medical  Association 
and  others  have  extended  the  same  invitation. 
Only  by  rigidly  following  a policy  of  full  co- 
operation, can  we  contribute  to  accurate,  un- 
biased articles. 

Small  wonder  then  that  we  are  distressed  by 
the  Woman’s  Home  Companion  article.  We  ap- 
preciate the  might  of  the  pen  and  the  power 
of  the  press.  We  also  place  a premium  on  truth, 
accuracy  and  the  ethics  of  good  journalism. 

« O 

The  above  scathing  editorial  is  reproduced  to 
give  you  an  opinion  of  the  article  mentioned. 
The  article,  “Why  You  Can’t  Afford  to  Be  Sick” 
although  being  yellow  journalism  is  more  likely 
prompted  by  more  sinister  motives  of  the 
authors  and  is  an  exemplification  of  venomous 
propaganda,  indulged  in  by  many  others  besides 
Shalett  and  Moskin.  These  articles  are  truly 
Hitler-type  propaganda.  This  propaganda,  by 
repetition,  is  to  prepare  the  public  for  the 
socialization  of  medicine,  which  would  be  the 
great  step  necessary  for  over-all  socialization 
(call  it  Federalization,  or  any  other  modern 
term  if  you  wish). 

We  can  not  feel  too  smug  in  our  knowledge 
that  the  “Woman’s  Home  Companion  closed 
its  doors  in  December  1956  along  with  Colliers, 
which  published  “Why  Some  Doctors  Should  be 
in  Jail”. 

It  is  hoped  that  if  you  have  not  read  the  Jidy 
and  August  issues  of  the  Woman’s  Home  Com- 
panion 1956,  that  you  have  your  wife  dig  them 
out  for  you.  Next  month  we  will,  for  your  in- 
formation, refute  the  authors  of  this  malicious 
perversion  of  the  truth. 

Congress  is  in  session.  It  is  time  for  us  with 
renewed  vigor  to  protect  our  government  so 
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that  it  may  continue  to  be  successful  for  all  | 
people. 

LBS 


UNQUALIFIED  M.D. 

1 T WOULD  seem  clear  that  the  statements 
made  by  Dr.  Willard  C.  Rappleye,  dean  of  the 
Faculty  of  Medicine  at  Columbia  University  in 
his  annual  report  to  the  president  of  the  uni- 
versity and  widely  publicized  by  Scope  Weekly 
under  the  headlines,  “Columbia  Dean  Asserts 
U.  S.  Admits  Large  Numbers  of  Unqualified 
MDs”  need  some  careful  “spelling  out”. 

In  the  first  place  it  is  important  to  remember 
that  the  business  of  granting  citizenship  is  Fed- 
eral Government  business;  the  business  of  grant- 
ing license  to  practice  medicine  is  entirely  the 
business  of  the  government  of  each  individual 
State.  If  the  Empire  State  is  flooded  with  un- 
qualified MDs  from  foreign  medical  schools  then 
the  New  York  State  Examining  Boards  are  solely 
responsible. 

In  the  second  place;  a clear  distinction  should 
be  made  between  foreign  schooled  doctors  ad- 
mitted on  student  exchange  visas  and  those 
admitted  on  immigrant  visas.  Under  existing 
laws  tlie  former  cannot  possibly  be  licensed  to 
practiee  medicine  anywhere  in  the  United 
States.  Citizenship,  or  at  least  first  papers,  is 
a prerequisite  to  medical  licensure  and  the 
holder  of  the  primary  or  exchange  visitor  visa 
cannot  under  any  eircumstances  change  his 
status.  He  may  apply  for  renewal  of  his  pri- 
mary visa  annually  but  no  matter  how  many 
years  this  may  be  granted  he  is  no  nearer 
citizenship  or  medical  licensure.  If  he  wishes 
to  become  a eitizen  of  the  United  States  he 
must  first  return  to  his  native  country,  wait 
two  full  years  and  then  he  may  apply  for  a 
permanent  or  immigrant  visa  which  of  course 
is  subjeet  to  quota  regulations. 

The  foreign  schooled  doctor  who  arrives  in 
the  United  States  with  an  immigrant  visa  can 
file  his  first  papers  and  thereafter,  in  some 
States,  can  apply  for  medical  licensure.  Whether 
or  not  he  gets  his  lieense  depends  entirely  on 
the  standards  and  requirements  of  the  State 
Medical  Examining  Board.  In  Arizona  the  stand- 
ards are  high  and  the  requirements  are  rigorous. 
A foreign  doctor  graduated  from  an  unapproved 


Arizona  Medicine 


Vol  14,  No.  2 


Arizona  Medicine 


83 


medical  school  has  just  as  much  chance  of 
getting  a license  to  practice  medicine  as  a 
poorly  trained  American  doctor;  practically 
none! 

The  reader  of  the  Scope  Weekly  digest  of 
Dr.  Rappeleye’s  report  is  likely  to  be  confused 
when  he  encounters  the  statement  that  over  25% 
of  the  house  staffs  in  the  hospitals  of  the  United 
States  are  aliens  and  in  some  states  the  per- 
centage is  over  50%.  These  men  and  women  are 
still  students  under  the  direct  and  immediate 
supervision  of  licensed  and  presumably  respon- 
sible physicians.  If  there  is  second  class  care 
in  some  sections  of  the  country  it  is  the  fault 
of  the  attending  physicians,  not  of  the  alien 
students  on  the  house  staffs.  Thank  God  for 
the  good  men  and  women  who  have  come  to 
us  here  in  Arizona  for  more  medical  training. 
What  if  we  had  to  depend  on  the  A.M.A.  match- 
ing plan  to  staff  our  hospitals?  C.L.R. 


MASKED  EPILEPSY  by  Hugh  R.  E.  Wallis,  M.D.  51  pages. 
(1956)  Williams  & Wilkins,  $2.50. 

Since  lf-07,  when  Gowers  wrote  on  Border- 
land of  Epilepsy,  no  summary  on  masked  epi- 
lepsy has  appeared  in  book  form.  The  subject 
fascinating  in  itself,  has  great  diagnostic  and 
differential  diagnostic  importance,  both  medical- 
ly and  legally.  Gyclical  vomiting,  abdominal 
pain,  pyrexia,  nightmares  and  other  symptoms 
as  manifestations  of  epilepsy  are  discussed. 

Stacey’s  Medical  Books,  San  Francisco 


CLUES  IN  THE  DIAGNOSIS  AND  TREATMENT  OF  HEART 
DISEASE  by  Paul  D.  White,  M.D.  2nd  ed.  190  pages.  (1956) 
Thomas,  $5.50. 


This  edition  presents  additional  important 
diagnostic  and  therapeutic  clues  in  cardio-vascu- 
lar  diseases.  The  data  has  chiefly  been  assembled 
from  the  author’s  lectures  in  post-graduate 
courses.  It  should  continue  to  be  popular  with 
the  general  practitioner  for  use  as  a quick 

reference.  Stacey’s  Medical  Books,  San  Francisco 


CIBA  FOUNDATION  SYMPOSIUM  ON  EXTRASENSORY 
PERCEPTION  edited  by  G.  E.  W.  Wolstenholme  and  Elaine 
C.  P.  Millar.  240  pages.  (1956)  Little,  Brown.  $6. 

That  an  international  symposium  should  dare 
to  examine  experimental  and  interpretive  work 
in  this  field  took  “incredible  courage,”  according 
to  participating  experts.  Their  observations  and 
discussions  present  the  best  available,  current 
apparisal  of  this  novel,  sometimes  disturbing, 
yet  fascinating  frontier. 

Stacey’s  Medical  Books,  San  Francisco 
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lie  <3^istor^  of  <^^^ecli  cine  in 


rizona 


By  Nelson  Bledsoe,  M.D. 

GOVERNOR  BENJAMIN  BAKER  MOEUR,  M.D. 

(First  Installment) 

1 HE  IMPACT  the  activities  of  fellow  phy- 
sicians in  and  out  of  the  professional  practice 
of  medicine  is  of  importance  to  medical  men 
of  any  time  and  age.  One  whose  influence  was 
considerable  was  Governor  B.  B.  Moeur,  M.D. 

His  story  carries  with  it  much  of  interest  not 
only  from  the  highly  colorful  character  of  the 
doctor,  but  because  of  the  effect  upon  life  in 
the  state  since  his  passing  this  way.  Quite  sud- 
denly, at  nearly  the  end  of  a useful,  steady 
life  of  service  in  medicine  in  his  small  com- 
munity, he  rocketed  into  state  and  even  na- 
tional fame.  Dr.  Moeur  was  twice  governor  of 
Arizona  and  died  seventy-one  days  after  re- 
linquishing the  governor’s  chair  in  1937,  at  the 
age  of  67. 

He  was  son  and  grandson  of  doctors  in  San 
Antonio  and  spent  much  of  his  early  days,  until 
the  age  of  20,  in  the  saddle  on  the  range  punch- 
ing cows  near  the  city  of  San  Antonio.  It  was, 
no  doubt,  the  experience  of  working  with  tough 
ranch  hands  and  driving  dumb  critters  that 
gave  him  the  command  of  the  vocabulary  for 
which  he  was  noted  and  his  expressive  language 
was  the  source  of  much  humor.  He  always  con- 
sidered himself  a Texan  at  heart  and  is  said 
to  have  once  engaged  in  a fist  fight  over  some 
slight  to  his  native  Texas. 

He  came  to  Tempe  in  1896  where  he  and 
his  young  wife  settled  in  a two  room  shack  in 
this  tiny  village  which  seems  to  spawn  poli- 
ticians, such  as  Hayden,  Murdock  and  Pyle. 

During  the  years  to  follow,  the  shack  was  re- 
modeled and  added  to  many,  many  times  until 
finally  it  became  the  spacious  brick  residence, 
with  ample  room  for  all  four  children  and  the 
grandchildren,  standing  in  the  original  location 
with  his  office  attached.  During  those  first 
years,  many  of  his  calls  were  made  on  horse- 
back or  by  buggy  over  the  winding  dusty  desert 
trails.  The  sparsely  settled  countryside  was  only 
a short  span  away  from  the  Indian  Wars,  the 
time  of  Geronimo  and  Gochise,  but  the  popula- 
tion rapidly  grew  in  the  valley  and  the  territory 
of  Arizona,  and  Dr.  Moeur’s  practice  and  re- 
sponsibility with  it.  Dr.  Moeur  served  for  years 
as  college  physician  of  the  Tempe  Gollege, 


Benjamin  B.  Moeur,  M.D. 

serving  largely  without  pay  and  it  was  his  policy 
never  to  send  a bill  to  a widow  or  a preacher. 

His  territory  covered  all  of  central  Arizona 
and  many  times  hurry-up  trips  were  made  with 
relays  of  horses.  He  was  responsible  for  patients 
at  Buckeye  and  as  far  up  in  the  mountains  as 
Roosevelt  Dam.  He  made  trips  up  to  the  dam 
when  it  was  being  built  to  look  after  the  work- 
men. He  didn’t  care  for  surgery  and  did  the 
least  possible,  but  he  did  do  a great  deal  of 
obstetrics,  delivering  several  thousand  babies 
during  his  practice. 

The  story  of  an  experience  as  told  by  Dr. 
Joseph  Greer,  who  at  that  time  was  practicing 
at  Mesa,  is  that  Dr.  Moeur  ealled  him  out  to 
see  a woman  with  an  acute  abdomen  and  the 
arrangement  was  that  Dr.  Moeur  was  to  give 
the  anesthetic  and  the  operation  was  to  be  per- 
formed immediately  on  the  kitchen  table.  The 
fearful,  timorous  little  lady  looked  up  into  Dr. 
Moeur’s  eyes  and  said,  “Oh,  Dr.  Moeur,  how 
long  will  I sleep  after  the  operation?”  He  said, 
“Mmpff!  B’God,  some  of  mine  are  sleeping  yet.” 
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Dr.  Moeur’s  daughter-in-law,  Mary  Moeur, 
who  lives  in  Tempe,  told  a story  about  some 
time  in  the  twenties  during  his  busy  practice, 
patients  would  come  to  the  house  at  all  times 
of  the  day  and  night.  The  phone  was  constantly 
ringing,  and  people  were  banging  at  the  back 
door  and  the  front  door;  one  night  Dr.  Moeur 
had  just  returned  about  1 o’clock  after  a hard 
day,  the  house  finally  became  quiet  when  the 
phone  rang.  Mary  said  this  was  not  at  all  un- 
usual, but  they  heard  a terrific  string  of  oaths 
from  the  bedroom  and,  in  fact,  he  was  cussing 
so  hard  and  the  oaths  a little  worse  than  ordi- 
nary that  they  all  went  in  to  find  out  what  was 
wrong  with  Dad.  She  entered  the  door  just  in 
time  to  hear  him  say,  “Take  him  to  hell  for 
all  I care,”  followed  with  a lot  of  other  advice 
along  the  same  line  and  banging  up  the  receiver. 
Mary  said,  “Grandpa,  what  in  the  world  is 

wrong?”  He  said,  “This woman 

phoned  to  see  if  it  would  be  all  right  to  take 
little  Johnnie  to  Buckeye.” 

Another  interesting  story  Mary  recalled  was 
the  time  the  front  door  bell  rang  and  a bus 
driver  was  ushered  into  the  living  room.  It  was 
Thanksgiving  day  and  the  whole  family,  children 
and  all  were  just  sitting  down  to  their  Thanks- 
giving dinner.  After  visiting  socially  with  the 
man  for  awhile.  Dr.  Moeur  asked,  “Well, 
Charlie,  what  do  you  have  in  mind?”  The  visitor 
answered,  “Doc,  I think  I’ve  got  the  smallpox.” 
He  had,  so,  as  a result.  Dr.  Moeur  had  the  whole 
family  vaccinated  on  that  Thanksgiving  Day. 

Dr.  Moeur  was  an  angry  man  at  times,  and 
at  other  times  most  kindly;  in  fact,  with  all  his 
colorful  language,  the  kindliness  seemed  to 
over-ride  the  other.  There  seldom  has  been  a 
more  profane  character  in  public  life,  even  in 
the  roughest  pioneer  days,  yet  so  often  his  use 
of  profanity  sounded  just  right,  the  expressions 
he  used. 

After  the  crash  in  1929,  taxes  began  to  loom 
heavily  on  the  property  owners  of  Arizona.  Dr. 
Moeur  had  worked  for  statehood  and  had  been 
a member  of  the  territorial  legislature  that  estab- 
lished the  Constitution  in  1912.  It  had  taken 
many  years  to  bring  about  statehood,  partly 
because  the  powers  in  the  saddle  in  Washing- 
ton were  afraid  to  upset  the  balance  of  party 
politics  in  Congress  by  introducing  another 
“Southern”  state.  After  the  1929  crash,  credit 
retracted  and  unemployment  increased,  cash 
capital  went  into  hiding  and  farm  properties 


were  unable  to  carry  their  mortgages,  to  say 
nothing  of  taxes.  Dr.  Moeur  repeatedly  told 
his  friends  “somebody  has  got  to  do  something 
about  property  taxes”.  In  1932,  he  finally  de- 
cided to  enter  the  race  for  governor  against 
Attorney  K.  Berry  Peterson  and  former  seven 
times  governor,  George  W.  P.  Hunt.  Most  of 
his  close  friends  were  skeptical  and  his  nephew 
told  him  he  “didn’t  have  a Chinaman’s  chance 
of  being  elected”.  With  no  experience  in  politics 
and  with  no  ability  in  public  speaking,  he  would 
get  up  before  an  audience  and  tell  them  that 
he  couldn’t  make  a speech,  but  that  he  would 
make  a “much  better  governor  than  a cam- 
paigner”. 

But  let  us  hear  what  his  nephew.  Hub  Moeur, 
has  to  say  about  him. 

H.R.  I’d  like  to  ask  you  two  or  three  ques- 
tions; in  the  first  place  about  Dr.  Moeur’s  par- 
ticular beliefs  and  platform  — he  was  the  first 
governor  to  promote  a sales  tax  for  Arizona? 

H.J.  Yes. 

H.R.  That  really  was  the  basis  of  his  cam- 
paign, perhaps? 

H.M.  There  is  no  question  about  that  — he 
came  into  my  office  and  told  me  about  every- 
thing he  had  acquired  over  a period  of  years 
was  in  property,  he  was  hollering  about 
taxes.  He  said  he  was  going  to  have  to  get  a 
sales  tax,  that  he  was  going  to  run  for  governor 
and  I told  him  he  was  foolish. 

H.R.  In  the  process  of  the  campaign,  when 
he  first  ran,  who  was  he  running  against? 

H.M.  He  ran  in  the  primary  against  K.  Berry 
Peterson  and  old  man  Hunt. 

H.R.  What  did  the  dopesters  say? 

H.M.  Oh,  well,  they  didn’t  give  Dr.  Moeur 
an  outside  chance  even.  But  Hunt  had  run  a 
good  many  times  and  people  were  disgruntled. 

H.R.  Wasn’t  it  thought  to  be  more  or  less  a 
joke  at  first? 

H.M.  Well,  they  didn’t  think  it  was  a joke, 
but  they  just  didn’t  think  he  had  an  outside 
chance.  I talked  to  Berry  Peterson  and  I tried 
to  get  him  to  stay  out.  I told  him  that  Doc 
singlehanded  could  take  old  man  Hunt. 

H.R.  Well,  can  you  tell  me  how  close  the 
vote  was? 

H.M.  Not  a majority,  but  a comfortable 
pleurality  over  either  one  of  the  others.  I don’t 
think  he  got  more  than  both  of  them  put  to- 


all  latitudes.. .all  longitudes 
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gether  by  any  manner  of  means;  it  was  a fairly 
close  race,  in  a three  point  race  like  that. 

H.D.  The  other  two  split  the  vote  more  or 
less,  did  they? 

H.M.  Well,  old  man  Hunt  had  his  block 
pretty  solid,  the  trouble  is  anybody  running 
against  any  two  or  three  fellows,  well,  they 
split  the  vote. 

H.R.  Was  it  Peterson  and  Moeur  that  split 
the  vote  between  themselves? 

H.M.  Yes,  I imagine  most  of  the  people  that 
voted  for  Barry  Peterson  later  voted  for  Doc. 

H.R.  Well,  now  do  you  recall  what  Dr. 
Moeur  was  most  proud  of  after  he  had  been 
in  office  for  a couple  of  years  besides,  of  course, 
getting  the  sales  tax  passed? 

H.M.  He  just  knew  he  was  cleaning  things 
out. 

H.R.  Who  beat  him  when  he  was  beaten? 

H.M.  I think  four  years  later  Stanford  beat 
him  in  the  primary.  By  that  time  we  were  into 
the  depression  pretty  deep  and  all  that  kind  of 
business.  He  was  elected  in  1932  and  it  was  in 
1936  when  he  was  beaten. 

See  next  issue  for  final  installment 
on  Dr.  Moeur. 


EVERY  WOMAN 
WHO  SUFFERS 
IN  THE 
MENOPAUSE 
DESERVES 
"PREM  ARIN* 


"The  Case  of  the  Doubting  Doctor" 

T 

1 HE  A.M.A.  has  just  completed  a thirty 
minute,  color  and  sound  movie  entitled  “The 
Case  of  the  Doubting  Doctor”.  The  objective 
of  this  movie  is  said  to  be  “to  stimulate  greater 
member  participation  in  the  activities  of  organ- 
ized medicine;  to  create  a better  informed  mem- 
bership, and  to  enhance  individual  members’ 
appreciation  of  the  benefits  of  participation  in 
medical  organizations”.  It  tells  therefore  the 
story  of  what  organized  medicine  means  to  the 
160,000  members  of  the  A.M.A.,  but  deals  not 
only  with  the  A.M.A.  but  in  great  measure  with 
the  work  of  the  state  and  county  medical  so- 
cieties. This  movie  is  available  on  loan  from  the 
A.M.A.  for  showing  before  medical  societies 
as  well  as  before  civic  organizations  such  as 
Rotary  Clubs,  Kiwanis  Clubs,  etc.  Those  inter- 
ested in  obtaining  this  should  address  the 
A.M.A.  with  their  request  and  plan  a date  far 
enough  ahead  so  that  the  film  will  be  certain 
to  be  available. 
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Illustration  by  Hans  Elias 


Rolicton  Diuresis  Maintains 
Continuous  Edema  Control 


The  eflacacy  of  Rolicton  (brand  of  amiso- 
metradine)  in  maintaining  diuresis  in  the  ede- 
matous patient  has  been  established  on  an 
average  dosage  of  one  tablet  b.i.d.  Larger 
doses  may  be  given  as  initial  therapy  and  as 
maintenance  therapy  in  edema  difficult  to 
control.  Many  patients  will  respond  to  one 
tablet  daily. 

“The  margin  of  safety  and  the  diuretic  index  is 
certainly  an  improvement  over  the  use  of  oral  mer- 
curial diuretics.”! 

Avoiding  “Peaks  and  Valleys’* 

A highly  desirable  effect,  and  one  which 
has  been  made  possible  with  Rolicton,  is  the 
maintenance  of  continuous  diuretic  effective- 
ness day  after  day  over  an  extended  period, 
to  avoid  the  up-and-down  weight  pattern 
typical  of  other  edema-control  methods. 


“There  was  an  obvious  stabilization  of  weight 
in  practically  all  of  the  patients  under  observation, 
and  previous  wide  fluctuations  in  poundage  disap- 
peared.”2 

Mercury-Sparing 

Typical  of  the  Rolicton  diuresis  pattern  is 
the  ability  of  the  drug  to  reduce  and,  in  a 
large  percentage  of  patients,  to  eliminate  the 
need  for  mercurials  parenterally. 

“.  . . the  drug  represents  a most  useful  addition 
to  our  armamentarium  in  the  treatment  of  edema, 
not  only  because  it  can  be  given  orally  ...  but  more 
so  because  it  permits  [us]  to  replace  or  to  spare  the 
. . . mercurials. ”3 

G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 
Research  in  the  Service  of  Medicine. 

1.  Asher,  G.:  Personal  communication,  June  23,  1956. 

2.  Settel,  E. : A Clinical  Evaluation  of  a New  Oral  Diuretic, 
Rolicton,  Postgrad.  Med.,  Feb.  1957,  in  press. 

3 Goldner,  M.  G.:  Personal  communication,  June  29,  1956. 
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FREEDOM  IN  MEDICAL  PRACTICE 

By  Dwight  H.  Murray,  M.D.,  President 
American  Medical  Association 

/I  LMOST  six  months  have  elapsed  since  we 
last  met  to  deliberate  and  act  on  medical  affairs. 
The  time  has  passed  (piickly,  but  not  quietly. 

The  rumble  of  war  and  revolution  has  re- 
sounded in  our  ears.  The  din  from  political 
battles  has  been  deafening. 

All  of  us  . . . sooner  or  later  . . . learn  that 
today’s  events  do  not  just  swirl  around  us,  but 
involve  each  of  us.  As  doctors  we  cannot  get 
away  from  them  by  claiming  that  our  only 
interest  is  in  the  sick,  and  that  we  cannot  be 
bothered  by  political,  social  and  economic  prob- 
lems. These  matters  demand  attention  from  the 
doctor  as  well  as  the  lawyer,  the  businessman, 
the  newspaper  editor,  the  labor  leader  and  the 
worker. 

If  we  are  concerned  about  what  happens  on 
the  international,  national  and  local  fronts  — 
and  we  should  be  — then  certainly  we  cannot 
afford  to  be  disinterested  in  what  happens  in 
our  own  area  of  health  and  medical  affairs.  Yet 
there  is  apathy  in  our  ranks. 

Today  there  is  a greater  need  for  a united, 
forceful  and  informed  profession  than  ever  be- 
fore. We  have  been  caught  in  the  throes  of  a 
social  revolution  which  demanded  something 
for  nothing.  Changes  have  been  taking  place 
all  around  us,  and  medicine  has  not  escaped 
unscathed. 

For  example,  in  a few  days  Public  Law  569, 
the  bill  providing  medical  care  for  military  de- 
pendents, becomes  effective  throughout  the 
land.  Contracts  already  have  been  signed  with 
the  government  by  the  majority  of  our  state 
societies.  No  longer  can  any  doctor  claim  that 
this  law  does  not  affect  him.  No  longer  can  he 
say  that  government  laws  really  are  not  chang- 
ing the  practice  of  medicine. 

Public  law  880,  better  known  to  all  of  us  as 
H.R.  7225,  is  another  case  in  point.  Medicine 
now  is  facing  the  problem  of  protecting  the 
taxpaying  public  from  abuses  and  of  cooperat- 
ing with  the  government  to  carry  out  the  pro- 

fneli'-'r'd  at  the  opening  session  of  the  House  of  Delegates 
at  the  Clinical  meeting  of  the  American  Medical  Association  in 
Seattle,  Washington,  November  27,  1956.) 


Dwight  H.  Murray,  M.D. 

visions  of  the  law.  The  law  is  now  on  the  | 
books,  and  we  must  provide  the  leadership  i, 
necessary  to  make  it  work  as  well  as  possible.  : 
It  was  encouraging  to  hear  Ezra  Taft  Benson,  ‘ 
secretary  of  agricidture,  say  last  week  before  j 
the  American  Association  of  Land  Grant  Col-  i 
leges  and  Universities:  j 

“Sooner  or  later,  the  accumulation  of  power  : 
in  a central  government  leads  to  a loss  of  free- 
dom. . . . Raids  on  the  federal  treasury  can  : 
be  all  too  readily  accomplished  by  an  organized 
few  over  the  feeble  protests  of  an  apathetic  . 
majority.  With  more  and  more  activity  centered 
in  the  federal  government,  the  relationship  be- 
tween the  cost  and  the  benefits  of  government  ' 
programs  becomes  obscure.  What  follows  is  the 
voting  of  public  money  without  having  to 
accept  direct  local  responsibility  for  higher  ; 
taxes.  ...  j 

“If  the  present  shift  of  power  from  state  to  i 
federal  authority  which  started  25  years  ago  is 
allowed  to  continue,  the  states  may  be  left  hoi-  . 
low  shells.” 

It  was  encouraging  to  hear  such  comments  ' 
from  a member  of  the  President’s  Cabinet.  I 
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only  wish  that  all  members  of  the  official 
family,  and  more  important,  every  member  of 
the  United  States  Congress,  felt  the  same  way. 

The  expression  of  this  philosophy,  with  which 
medicine  so  heartily  agrees,  sounds  good,  but 
putting  it  into  practice  is  the  thing  we  are  really 
interested  in. 

Today  the  medical  profession  along  with  busi- 
ness and  industry  is  caught  between  those  who 
desire  to  promote  sound  government  and  those 
who  desire  even  more  intensely  to  perpetuate 
party  power.  Unfortunately,  in  recent  years  a 
benevolent  federal  government  appears  more 
attractive  to  the  voting  public  than  the  preserva- 
tion of  individual  freedom.  Medicine  must  do 
its  utmost  to  reverse  this  trend. 

MEDICAL  FREEDOM  ESSENTIAL 

In  my  travels  around  the  country  as  your 
representative  the  last  18  months,  I have  seen 
little  dissension  or  rancor  within  our  ranks.  How- 
ever, I must  report  that  I have  seen  too  much 
complacency  over  governmental  encroachment 
into  medical  affairs.  And  I am  deadly  serious 
when  I say  to  you  that  apathy  by  the  few,  or 
by  the  many,  can  be  detrimental  to  all. 

No  nation  can  merely  reap  the  benefits  of 
freedom;  it  also  must  sow  seeds  of  freedom. 

In  medicine  the  situation  is  the  same.  If  an 
apathetic  medical  profession  takes  its  freedom 
for  granted,  it  will  be  the  beginning  of  the  end. 
A strong,  free  profession  must  work  for  freedom 
so  that  it  may  live  in  freedom.  And  history  tells 
us  that  once  medicine  loses  its  freedom,  other 
fields  of  private  endeavor  are  immediately  in 
danger. 

I do  not  wish  to  paint  a dark  or  distorted 
picture  of  medicine’s  free  status  and  its  stature 
in  America  today.  But  I do  believe  words  of 
caution  and  an  appeal  for  vigilance  are  in  order. 

The  road  of  apathy  and  disunity  can  only 
lead  to  disorder  and  perhaps  disintegration,  and 
we  must  sound  a warning  to  all  our  colleagues 
who  don’t  care,  or  who  are  pulling  in  the  op- 
posite direction.  The  road  of  alertness,  action 
and  unity  is  the  proper  road  for  all  of  us  to 
he  traveling  together. 

If  I had  just  one  wish  for  the  coming  year, 
it  would  be  to  command  the  time  and  talents 
of  the  160,000  physicians  in  the  American  Medi- 
cal Association.  I would  set  us  all  to  the  task 
of  emphasizing  and  re-emphasizing  the  absolute 
necessity  of  patient  and  professional  freedom. 


PATIENT’S  RIGHT  TO  CHOOSE 
HIS  DOCTOR 

I believe  it  is  one  of  our  prime  responsibilities 
to  prove  to  our  patients  that  their  right  to 
choose  their  doctor  is  a most  important  one. 

Free  choice  brings  a bond  of  confidence 
between  doctor  and  patient  which  no  com- 
pulsory medical  system  can  create.  It  means 
that  the  patient  knows  the  physician  will  be 
interested  in  him  as  a person,  not  as  just  a 
serial  number  of  the  2:45  appendicitis  case. 

For  the  doctor  free  choice  means  that  the 
patient  has  selected  him  for  his  abilities,  train- 
ing, sincerity  and  personality.  When  a patient 
comes  into  my  office,  I know  he  has  made  a 
choice.  And  from  that  moment  there  begins 
a physician-patient  relationship  of  the  highest 
order.  To  me  the  patient  is  someone  special, 
and  I in  turn  hope  I am  someone  special  to 
him. 

Once  the  patient  has  made  his  choice,  the 
physician  automatically  assumes  an  unqualified 
responsibility  to  the  patient.  No  system  of  medi- 
cal care  that  uses  a third  party  to  bring  doctor 
and  patient  together  can  match  our  kind  of 
cooperative  performance  for  the  treatment  of 
illness,  the  cure  of  disease  and  the  betterment 
of  the  patient’s  health. 

Freedom  to  select  a doctor  is  part  of  every- 
one’s great  freedom  to  choose  — to  choose  what 
he  wears  and  eats;  where  he  works  and  wor- 
ships, and  how  he  votes.  Take  away  any  part 
of  this  freedom  and  great  damage  is  done  to 
our  democratic  system. 

FREE  CONDUCT  IN  MEDICAL 
TREATMENT 

Another  freedom  closely  tied  to  freedom  of 
choice  is  freedom  in  the  conduct  of  medical 
treatment. 

At  the  recent  meeting  of  the  World  Medical 
Association  in  Havana,  Cuba,  Dr.  Rolf  Schloe- 
gell  of  Germany  made  a stirring  defense  of 
free  conduct  of  medical  treatment.  He  told  us 
that  the  medical  profession  believes  the  attend- 
ing physician  alone  is  competent  to  decide  what 
measures  he  deems  necessary  and  will  apply  in 
order  to  bring  about  the  desired  improvement. 
He  warned  too  of  the  danger  of  excessive  re- 
striction on  the  freedom  of  the  patient  and  the 
attending  doctor. 

Yet  the  trend  toward  extending  social  security 
in  the  medical  care  field  has  been  steady  and 
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has  accelerated  since  the  end  of  World  War  II. 

The  dangers  of  shifting  responsibilities  for 
medical  care  from  the  patient  and  doctor  to  the 
doctor  to  the  government  are  obvious.  The 
caliber  of  medical  care  cannot  be  as  high  when 
both  patient  and  doctor  are  dependent  upon 
government.  Initiative  succumbs  to  dictation, 
and  self-reliance  is  replaced  by  the  crutch  of 
government. 

M^e  do  not  deny  that  there  is  an  area  of 
legitimate  concern  by  the  government  for  the 
health  and  welfare  of  the  people.  But  each 
year  government  seems  to  extend  that  area. 
We  get  some  idea  of  this  expansion  from  the 
new  federal  medical  budget. 

This  year,  according  to  our  Washington  Of- 
fice, the  average  family  will  be  paying  $54.61 
for  the  U.  S.  Government’s  health  and  medical 
activities.  And  the  total  expenditures  this  year 
amount  to  2V2  billion  dollars  - 290  millions 
more  than  last  year.  Even  in  an  over-all  federal 
budget  of  61  billion  dollars,  the  total  health 
cost  of  2V2  billions  is  not  insignificant.  It  is  a 
billion  dollars  more  than  the  cost  of  running 
the  Commerce  Department,  half  a billion  more 
than  the  Agriculture  Department’s  and  six  times 
more  than  the  Interior  Department’s  budget. 

Many  expenditures  obviously  are  necessary  to 
keep  up  our  unsurpassed  public  health  stand- 
ards, and  research  may  pay  rich  dividends  in 
scientific  discoveries.  But  there  is  no  doubt  that 
much  money  is  being  spent  on  medical  activities 
that  should  not  involve  government  participa- 
tion. 

The  trend  is  to  spend  more  and  more  govern- 
ment money  on  health  and  medical  matters 
because  it  is  good  politics.  Apparently  many 
Americans  still  want  to  see  government  in  the 
role  of  a big  brother,  dishing  out  so-called  gifts 
and  bargains  under  the  guise  of  benevolent 
economic  planning. 

I believe  it  is  our  duty,  as  it  is  everyone  else’s, 
to  combat  the  attitude  of  “what’s  in  it  for 
me?”  and  to  promote  the  long-honored  creed 
of  “what’s  best  for  all  Americans  and  our  free 
society?”  I think  that  a nation  can  draft  into 
state  medicine  inch  by  inch  just  as  surely  as 
if  the  scheme  were  foisted  upon  a people 
overnight.  The  “drift”  method  may  take  longer 
but  the  result  will  be  the  same. 

So  it  is  time  all  of  us  sounded  the  alarm 
against  soft  and  superficial  security  and  against 
the  invasion  of  personal  responsibility.  It  is 


time  we  stood  up  together  for  militant  freedom  : 
and  for  full  rights  and  responsibilities  of  the 
individual. 

BELGIAN  DOGTORS  TURN  BAGK 
GOVERNMENT 

There  is  no  better  example  of  what  a unified  - 
medical  profession  can  do  than  in  the  story 
of  the  recent  fight  of  the  Belgian  doctors  against 
the  government’s  proposals  for  a state  service 
of  medicine. 

Without  consulting  the  medical  profession  the 
Belgian  government  proceeded  to  draft  rules 
and  regulations  of  health  to  be  incorporated  in 
the  nation’s  social  security  legislation.  Under 
the  proposals  doctors  were  to  sign  an  agreement 
to  abide  by  the  present  rules  and  any  later 
regulations.  For  the  p.etient  there  would  he  ^ 
the  usual  red  tape  in  getting  medical  care. 

When  the  Belgian  doctors  learned  of  the 
scheme,  they  met  in  conference  with  the  gov- 
ernment. They  told  the  government  what  they 
wanted  and  what  they  would  not  accept.  The 
government  agreed. 

For  several  months  everything  was  quiet. 
Then  the  Belgian  doctors  suddenly  read  about 
the  new  health  bill  that  the  government  was 
sending  to  Parliament.  It  was  quite  contrary 
to  the  earlier  agreement  worked  out  by  the 
profession  and  the  government.  But  the  bill  was 
passed  quickly.  , 

The  Belgian  medical  profession  protested  and 
said  it  would  not  be  placed  under  the  Ministry 
of  Labor.  Instead  the  doctors  proposed  to  set 
up  their  own  plan  of  medical  assistance.  i 

Before  long,  the  government  saw  that  the  ! 
medical  profession  meant  business  and  that  the  j 
doctor’s  plan  was  an  an  attractive  one.  So  it 
declared  that  its  own  bill  was  not  in  force  and 
could  not  be  in  force  without  the  consent  of 
the  medical  profession. 

To  me  this  fight  against  legislative  interven- 
tion in  medical  care  is  excellent  evidence  that 
the  profession  can  defend  itself  if  it  unites  to 
defend  the  basic  principles  of  freedom  and  if 
it  offers  constructive  proposals.  By  using  the 
Belgian  national  motto,  “In  union  there  is 
strength,”  the  medical  profession  showed  doctors 
everywhere  that  dangerous  government  plans 
can  be  turned  aside  by  the  strong. 

I also  read  recently  in  the  Journal  of  the 
World  Medical  Association  of  the  fight  of  the 
medical  profession  of  Malta  against  a British 
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government  scheme  to  introduce  a full-time 

O 

salaried  medical  service,  without  the  right  of 
private  practice,  on  an  island  dependency  of 
Malta.  Here  again  the  doctors  reacted  with 
unity  and  strength,  and  successfully  thwarted 
the  government’s  plan. 

There  is  a lesson  in  these  stories  from  Belgium 
and  Malta.  They  prove  that  a unified  profession 
has  a great  political  power  for  good  — the 
good  of  the  patient,  the  doctors  and  the  nation. 

CONFIDENCE  AND  UNDERSTANDING 
NEEDED 

While  we  are  developing  unity  within  our 
own  ranks,  I believe  it  is  equally  important  to 
continue  to  build  up  the  confidence  and  respect 
of  our  patients  and  to  make  our  legislators  aware 
of  the  necessity  for  freedom  in  medical  practice. 

Let  us  never  reduce  the  quality  of  service 
we  render  to  our  patients,  and  never  lose  the 
personal  touch  in  medicine.  Where  there  is  any 
opportunity  to  improve  upon  our  medical  care, 
let  us  seize  it  and  show  our  abilities  to  do  an 
outstanding  job.  Satisfied  patient-customers  will 
give  us  deserving  support  when  we  need  it. 

We  also  should  realize  that  the  destiny  of 
medicine  can  be  determined  to  a large  degree 
in  the  halls  of  Congress.  If  this  be  true,  then 
it  is  even  more  important  that  we  take  an  even 
greater  interest  in  those  who  elect  the  Congress- 
men. Sympathetic  understanding  of  our  position 
by  federal  legislators  through  the  voting  public 
will  be  an  insurmountable  deterrent  to  the 
forces  supporting  state  medicine. 

The  day  has  come,  gentlemen,  when  we  can 
no  longer  look  upon  medical  economics  and 
social  changes  merely  as  issues  to  be  considered 
during  our  limited  leisure  hours.  Our  interest 
in  them  cannot  be  superficial  or  intermittent. 


We  now  must  pay  daily  attention  to  these 
matters.  Medieal  socio-economic  affairs  can  no 
longer  be  just  incidental  with  us.  They  must  be 
a vital  part  of  our  life  and  of  our  profession. 

Each  of  us,  I believe,  should  dedicate  himself 
to  the  words  included  in  the  oath  of  office  taken 
by  Presidents  of  the  A.M.A. 

“I  shall  champion  the  cause  of  freedom  in 
medical  practice  and  freedom  for  all  my  fellow 
Americans.” 

As  doctors,  representatives  to  the  A.M.A.  and 
as  spokesmen  for  the  A.M.A.,  let’s  remember 
these  words  and  live  by  them.  And  to  alter 
a phrase  of  President  Lineoln’s  only  slightly; 
Let’s  make  common  cause  to  keep  the  good 
ship  of  medical  freedom  on  this  voyage,  or 
nobody  will  have  a chance  to  pilot  her  on 
another  voyage. 

STUDY  OF  MEDICAL  SERVICE  IN 
U.  S.* 

OME  7,000  hospitals  across  the  nation  now 
have  received  questionnaires  that  may  influence 
the  course  of  medicine  in  the  United  States. 
Hospital  construction,  medical  education,  health 
insurance  rates,  public  regard  for  doctors  and 
health  — all  these  are  subject  to  beneficial 
revision  when  this  massive  five-year  study  is 
completed.  The  study  is  now  at  midpoint.  It 
began  late  in  1953  when  the  A.M.A.  undertook 
the  gigantic  task  of  measuring  the  total  of 
medical  service  rendered  to  the  American  people 
by  their  physicians.  This  had  never  been  done 
before.  For  once,  there  would  emerge  a national 
picture  of  what  the  patient  gets  for  what  he 
spends  — and  not  the  cold,  misleading  stroke 
of  a statistician’s  pen  sketching  only  a dollar 
sign. 

*This  is  Bureau  of  Medieal  Economie  Research  Publication  M-107. 
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RX.,  DX.,  AND  DRS. 

By  GUILLERMO  OSLER,  M.D. 


PRELIMINARY  (newspaper)  story  says  that 
the  New  York  State  Journal  of  Medicine  carries 
a report  by  Drs.  Max  Jacobson  and  Charles  Ress- 
ler  of  a successful  therapy  for  HEPATITIS.  . . . 
They  used  a combination  of  cortisone  and  anti- 
biotic treatment  which  cleared  the  disease  in  12 
patients  within  a week  or  two.  The  usual  therapy 
requires  weeks  to  months.  . . . We  insert  our  two 
cents  worth  and  urge  two  considerations,  — the 
series  is  a small  one;  the  patients  should  have  a 
chest  x-ray  to  rule  out  TB  if  intensive  steroid  ther- 
apy is  to  be  used. 

If  we  had  240  hours  in  each  day,  and  only  8 
hours  of  work  lo  do,  we'd  be  able  lo  read  such 
books  as  Fleck's  'SYNTHETIC  DRUGS:  A Hand- 
book for  Chemists.  Physicians,  and  Pharmacists'. 
. . . Reviews  of  the  book  (since  we  don't  have  the 
240  hours)  say  that  it  not  only  gives  a concise, 
lucid  summary  of  the  CHEMISTRY  OF  DRUG 
MANUFACTURE,  but  a preface  on  the  disease 
for  which  each  drug  is  used.  ...  It  is  necessarily 
short  on  newest  antibiotics  and  steroids,  but  for 
$12.50  it  gives  you  a couple  of  thousand  years  of 
work. 


The  incidence  of  HISTOPLASMOSIS  INFEC- 
TION, as  shown  by  skin-test,  in  the  area  just 
south  of  the  midwest  is  astounding.  It  is  espe- 
cially so  since  it  was  almost  unknown  a dozen 
years  ago.  ...  A central  geographic  core  composed 
of  Southern  Illinois,  Southern  Indiana,  and  all  of 
Tennessee,  Kentucky,  and  Missouri  is  the  most 
involved  area.  Between  70  and  90%  of  the  adults 
show  histoplasmin  skin-sensitivity.  . . . An  area 
around  this  core,  but  extending  farther  south  into 
Louisiana  and  Mississippi,  shows  45  to  55%  re- 
actions. . . . Concentric  areas  around  this  second 
layer  show  a reduced  incidence,  with  the  New 
England,  southeast,  upper  midwest.  Rocky  Moun- 
tain, southwest,  and  far  west  being  listed  as  ‘0  to 
10%’.  The  testing  program  is  being  carried  on 
in  schools,  hospitals,  sanatoria,  and  whole  com- 
munities. 


If  is  both  fun  and  profilable  to  scan  Ihru  copies 
of  ARIZONA  MEDICINE  for  the  past  7 or  8 years. 
(If  you  don'i  save  them  you  should).  . . . One 
can  see  Ihe  progress  of  medical  ideas  and  practice 
in  Arizona  more  quickly  there  than  any  other  way. 
One  can  see  the  imprint  of  the  several  editors  as 
the  years  go  by,  — Drs.  Milloy,  Foster,  Neu- 
bauer.  All  good,  each  somewhat  different.  . . . 
One  can  also  see  the  fine  hand  of  John  McMeekin, 
praised  in  print  in  1954,  and  worthy  of  another 
laurel  wreath  (in  case  he  hasn't  had  a raise.) 


Outstanding  MEDICAL  NEWS  IN  SPORTS  (or 
sports  news  in  medicine)  is  to  be  found  in  SCOPE 
WEEKLY  (Upjohn).  A recent  issue  contained  the 


story  of  orthopedic  and  surgical  conferences  in 
one  of  the  greatest  fracture  cases  in  years,  — 
the  cannon  bone  in  the  leg  of  Swaps,  the  1956 
‘Horse  of  the  Year’.  . . . The  x-rays  were  beauti- 
fully clear.  The  progress  history  was  good.  The 
technic  of  treatment  was  amazing,  with  a rein- 
forced leg-cast,  a body-sling  to  hold  the  leg  off 
the  ground,  etc.  It  is  interesting  to  know  that 
screws  and  pins  cannot  be  used  on  the  weight- 
bearing bones  of  a horse,  since  no  metal  will  sup- 
port such  an  animal. 


Another  contact  with  our  veterinary  friends  has 
been  "Q-FEVER".  The  Wisconsin  State  Lab.  of 
Hygiene  (Dr.  Stovall)  has  released  the  report  of  a 
three-year  survey  of  dairy  herds  in  eight  counties 
in  the  southeastern  part  of  the  state.  The  study 
was  done  with  the  cooperation  of  the  state-federal 
veterinary  department.  . . . Q-fever  may  be  trans- 
mitted to  man  by  milk  or  dust;  29%  of  the  herds, 
and  8.6%  of  the  cows  were  infected.  . . . Pas- 
teurization temperatures  now  used  on  milk  effec- 
tively kill  the  organism.  . . . The  farmers  have 
always  had  some  kind  of  bacterial  cross  to  bear. 
First  it  was  TB,  long  since  eliminated  from  that 
state.  Then  it  was  Bang's  disease.  Now  it  seems 
to  be  Q-fever. 


LUNG  BIOPSY  has  been  made  to  seem  more 
feasible  by  the  report  of  Klassen  of  Ohio  State. 
He  did  a biopsy  in  120  cases  where  doubt  existed 
after  all  other  tests  had  been  done.  . . . The  pro- 
cedure was  like  that  of  a liver  biopsy;  the  ap- 
proach was  made  thru  the  4th  or  5th  intercostal 
space;  a blood  loss  of  less  than  50cc  occurred;  and 
there  were  no  fistulae,  even  in  tuberculous  pa- 
tients, due  to  instillation  of  chemotherapeutic 
agents. 

A group  in  Los  Angeles  has  reported  a series 
of  10  patients  (in  CALIFORNIA  MEDICINE)  with 
advanced  metastatic  carcinoma  of  the  breast.  They 
were  treated  with  BILATERAL  OOPHORECT- 
OMY AND  ADRENALECTOMY.  . . . Several 
points  in  the  report  give  one  reason  to  pause,  — 
"gratifying  clinical  remissions"  occurred  in  only 
3 cases;  the  remaining  7 died  of  metastatic  dis- 
ease; indications  for  adrenalectomy  before  meno- 
pause are  candidates  who  had  a previous  clinical 
remission  from  oophorectomy  and  then  relapsed; 
the  indications  after  menopause  are  not  clear; 
and  the  management  of  10  cases  required  a team 
of  surgeons,  an  endoctrinologist,  radiologist,  and 
pathologist. 

This  column  contained  a fairly  long  analysis  of 
‘CHEMOSURGERY’  about  4 years  ago.  It  is  the 
method  developed  by  F.  E.  Mohs  of  the  University 
of  Wisconsin,  and  there  are  few  people  trained 
in  its  use  in  the  U.S.  . . . Now  C.  C.  Thomas  Com- 
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HOSPITAL  BENEFIT  ASSURANCE 

HOME  OFFICE:  FIRST  STREET  AT  WILLETTA  • PHOENIX,  ARIZONA  • ALpine  8-4888 
BRANCH  OFMCEi  507  VALLEY  NATIONAL  BUILDING  TUCSON,  ARIZONA  • 3-9421 


MEDICAL  DIUCTOR 
OUlCE  R. GASKINS, M,D. 


Dear  Doctor: 

Some  of  you  have  perhaps  wondered  about  HBA's  Physician's 
Form  requesting  additional  information  on  applicants  for 
HBA  Life  Insurance. 

While  most  people  associate  HBA  with  Hospitalization 
Protection,  HBA  now  has  a complete  line  of  Life  Insurance 
coverage.  It  is  now  possible,  under  HBA,  to  set  up  a 
Life  Insurance  Plan  designed  for  your  particular  needs. 

For  example,  HBA's  PROVIDER  PLAN  offers  DOUBLE  PROTECTION 
between  the  ages  of  20  - 45.  This  policy  gives  you  twice 
as  much  insurance  during  the  time  you  need  it  most. 

These  same  years  are  the  lowest  for  mortality,  so  you 
get  the  most  for  your  money. 

Plans  can  be  arranged  to  provide  for  the  children's  future 
education,  monthly  retirement  income,  money  for  emergencies 
. . . whatever  the  needs  of  you  and  your  family. 

If  you  are  interested,  phone  or  come  by  and  let  one  of 
the  HBA  trained  specialists  discuss  the  proper  Life 
Insurance  coverage  for  you. 

Very  truly  yours. 


HOSPITAL  BENEFIT  ASSURANCE 


DRG :sk 


Duke  R.  Gaskins,  M.  D 
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pany  has  published  Dr.  Moh’s  “Chemosurgery  in 
Cancer,  Gangrene,  and  Infections’,  a 314  page 
book  which  costs  $14.50.  ...  I think  if  I had  a 
‘rodent  ulcer’  of  the  face,  or  a necrotic  toe,  I 
would  prefer  this  method  of  removal  to  any  other. 


If  the  National  Vitamin  Foundation  is  a syn- 
thetic group  composed  of  people  who  make  and 
sell  vitamins,  and  if  the  objective  of  their  public 
relations  representatives  is  to  stimulate  discussion 
on  the  subject  by  responsible  groups,  then  they 
have  a good  start.  . . . The  University  of  Michigan 
has  just  been  host  to  a "Symposium  on  Endoc- 
rines  and  Nutrition".  The  papers  had  to  do  with 
diet  and  thyroid  function,  diet  and  adrenal  func- 
tion, and  endocrine  effect  on  vitamin  requirements. 


This  column  mentioned  a future  ‘M.D.  Medical 
Newsmagazine’  last  summer;  retracted  the  men- 
tion (as  a joke)  at  the  request  of  M.D.’s.  editors; 
and  now,  with  their  permissiofi,  mentions  the 
journal  again.  It  will  be  published  sometime  in 
the  next  few  months,  says  Dr.  Felix  Marti-Ibanez, 

president  of  M.D.  Publications,  Inc The 

pilot-copy  which  we  saw  was  not  then  supposed  to 
be  secret;  it  was  very  good,  with  a format  like 
TIME  Magazine;  and  it  was  quite  unlike  some  of 
the  other  mags  published  by  the  parent  company 
(‘Antibiotics  and  Chemotherapy’,  quarterly  reviews 
of  several  specialties,  etc.).  Some  of  these  are 
dull  and  lonesome-looking  journals,  and  one  won- 
ders at  their  function,  and  at  the  contrast  with 
‘M.D.’ 


A panel  session  on  TREATMENT  OF  THE  COM- 
MON FORMS  OF  ARTHRITIS  was  presented  in 
fhe  Ohio  Slafe  Medical  Journal  for  October  1956. 
Steroids,  aspirin,  efc.,  were  discussed,  but  the  con- 
clusions on  gold  and  phenylbutazone  were  most 
interesting.  . . . There  were  five  questions  about 
gold.  Gold  therapy  is  still  used  in  many  clinics. 
With  small  doses  and  careful  supervision  toxic 
symptoms,  though  occurring  in  30  to  40  per  cent 
of  the  cases,  are  not  serious  and  can  now  be 
successfully  combated.  The  effects  of  gold  are 
slow  to  appear  but  remissions  following  the  use, 
although  not  permanent,  may  last  for  several 
years.  Gold  is  particularly  indicated  after  con- 
servative measures  have  failed  and  steroids  have 
proven  ineffective.  . . . There  was  lively  discussion 
about  phenylbutazone.  The  concensus  was  that 
it  is  a toxic,  dangerous  drug,  highly  overrated 
and  which  has  limited  value  in  peripheral  rheuma- 
toid arthritis,  being  effective  in  only  20  to  30  per 
cent  of  cases.  It  is  very  effective  in  acute  attacks 
of  gout  where  it  should  be  used  in  large  doses  for 
short  periods  of  time.  Red  blood  cell  count  and 
differential  white  blood  cell  counts  should  be 
made  every  week  for  one  month,  every  other 
week  for  three  months  and  every  month  there- 
after in  order  to  detect  the  first  signs  of  agranu- 
locytosis. Phenylbutazone  is  sometimes  effective 
for  short  periods  in  acute  exacerbation  of  rheu- 
matoid arthritis. 


It  requires  a good,  new,  rolling  cliche  AGAINST 
THE  USE  OF  TOBACCO  to  even  get  a hearing 
these  days,  since  a great  many  mean  things  have 
been  said  and  smokers  apparently  would  keep  on 
smoking  if  they  grew  a tumor  on  the  end  of  their 
nose.  . . . Dr.  E.  E.  Menefee  Jr.  of  Duke  University 
seems  to  have  hit  the  gong,  however,  when  he 
told  the  Medical  Society  of  Virginia  “Victims  of 
emphysema  and  chronic  bronchitis  HAVE  TO 
CHOOSE  BETWEEN  BREATHING  AND  SMOK- 
ING!” . . . The  use  of  filter-tips,  pipes,  and  cigars 
is  a temporizing  measure,  and  will  not  do;  they 
must  give  up  tobacco  completely.  . . . And  there’s 
the  rub.  It’s  worse  than  trying  to  take  food  away 
from  a fat  person. 


Twenty  years  ago  was  as  recent  as  1936,  yel 
Health  Information  Foundation  reports  that  three 
times  as  many  PEOPLE  ARE  ADMITTED  TO 
HOSPITALS  each  year  as  20  years  ago.  The  num- 
ber of  hospital  beds  has  increased,  but  the  turn- 
over is  responsible  for  the  21,000,000  admissions. 
. . . We  are  confused  at  times  by  the  statements 
about  the  number  of  people  in  mental  institu- 
tions, but  they  amount  to  only  2%  of  the  total 
admissions;  95%  go  to  general  hospitals. 


American  physicians  probably  know  less  about 
HUNGARIAN  MEDICINE  than  they  have  known 
about  Hungary.  . . . Chauncey  Leake  of  Ohio 
State,  formerly  of  Texas  U.,  urges  that  we  help 
Hungarian  science  survive,  and  abstracts  a dozen 
articles  from  ‘Acta.  Med.  Acad.  Sci.  Hungaricae’. 
They  include  the  free  amino  acid  content  of 
lymph;  effect  of  hypoxia  on  kidney  functions; 
fluorine  content  of  saliva  in  gypsies;  pneumonia 
as  cause  of  newborn  mortality;  isoniazid  as  a 
cause  of  ascorbic  acid  depletion  of  adrenals;  the 
effects  of  histamine  on  capillary  permeability; 
etc.  . . . They  are  research-minded  and  modern, 
but  it  seems  hard  to  say  how  we  can  help  them, 
even  indirectly,  right  now. 
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Tastiest  way  to  dissolve  sore  throat  symptoms 


(hydrocortisone-bacitracin-tyrothricin- 

NEOMYCIN-BENZOCAINE  TROCHES) 

Adult  or  juvenile,  your  patients  with  sore  throats 
wili  weicome  a course  of  HYDROZETS.  These 
newest  Merck  Sharp  & Dohme  troches  offer  anti- 
infiammatory,  anti-infective  and  anaigesic  proper- 
ties that  promptly  alleviate  distressing  mouth  or 
throat  irritation  whether  caused  by  infection, 
mechanical  injury  or  ailergic  reaction.  And 
HYDROZETS  taste  so  good,  It’s  hard  to  believe 
they’re  medicine. 

Formula:  Each  HYDROZETS  Troche  contains  — 
2.5  mg.  ‘HYDROCORTONE’  to  reduce  pain,  heat 
and  swelling;  50  units  Zinc  Bacitracin,  1 mg. 
Tyrothricin  and  5 mg.  Neomycin  Sulfate  to  com- 
bat gram-positive  and  gram-negative  bacteria;  and 
5 mg.  Benzocaine  for  rapid  soothing  analgesia. 
Other  indications:  As  adjunct  therapy  in  aphthous 
ulcers,  acute  and  chronic  gingivitis  and  Vincent’s 
infection. 

Supplied:  Vialt  ol  12  trochn. 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  & 010..  INC..  PHILADELPHIA  1.  PA. 
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HEALTH  LEGISLATION 

By  Donald  N.  McLeod,  M.D. 

The  84th  Congress  is  now  adjourned  and  dur- 
ing the  past  two  years  Washington  analyzed  and 
followed  closely  a total  of  571  bills  in  the  health 
fields,  of  which  25  were  enacted.  In  the  pre- 
ceding congress  407  bills  were  reported  and 
20  became  law. 

Some  of  the  more  important  bills  which  were 
passed  include  dependent  medical  care,  career 
incentive  pay,  doctor  draft  extension,  military 
status  for  public  health  service,  and  commission- 
ing of  Osteopaths.  The  above  five  bills  may  be 
included  under  military  legislation. 

Dependent  medical  care,  better  known  as 
medicare,  came  into  effect  in  Arizona  on  De- 
cember 7,  1956.  The  doctor  draft  extension  ex- 
tended the  draft  act  until  July  1,  1957.  Under 
Public  Law  763,  Osteopaths  are  now  eligible 
(on  a permissive  basis)  for  the  first  time  for 
medical  commissions  in  all  the  military  services. 

Under  public  law  legislation  the  health 
amendments  (Omnibus  Act,  National  Health 
Survey,  Salk  vaccine  grants,  Alaskan  mental 
health,  water  pollution  control,  air  pollution  con- 
trol, and  Mental  Health  Survey)  bills  were 
passed.  In  the  Health  Amendments  Act  the 
following  are  provided:  1.  An  extension  for 
two  years  beyond  next  July  1st  of  the  Hill- 
Burton  Hospital  Construction  Program,  2.  Grants 
to  states,  groups,  and  individuals  for  research 
in  mental  health,  3.  Trainee-ship  grants  for 
public  health  personnel,  4.  Trainee-ships  for 
Graduate  nurses,  and  5.  Earmarked  funds  for 
practical  nurse  training.  The  original  Eisen- 
hower Omnibus  Health  Bill  included  the  twice 
rejected  health  re-insurance  fund  and  mortgage 
loan  guarantees  for  health  facilities. 

Other  acts  of  general  interest  include  labora- 
tory research  construction,  a National  Library 
of  Medicine,  narcotics  control,  and  the  Social 
Security  amendments.  This  last  controversial 
bill,  which  came  within  one  vote  of  being  de- 
feated in  the  Senate  this  year,  calls  for  a 
separate  fund  for  payments  to  workers  found 
totally  and  permanently  disabled  at  the  age  of 
.50,  an  additional  Vz%  payroll  tax  effective 
January  1st,  1957  and  a %%  tax  for  the  self- 
employed.  It  also  includes:  dentists,  osteopaths, 
lawyers,  and  other  groups  in  the  Social  Security 


System  and  lowers  the  retirement  age  for  women 
to  62.  There  is  increased  federal  payment  to 
the  states  for  persons  on  public  assistance  rolls 
and  earmarked  payments  to  states  for  the  medi- 
cal care  of  public  assistance  recipients. 

In  the  85th  Congress  which  started  the  first 
of  the  year  bills  are  certain  to  include  federal 
aid  to  medical  education,  federal  workers’  health 
insurance,  pooling  arrangements  among  small 
health  insurance  companies,  federal  aid  to  local 
public  health  units,  mortgage  loan  guarantees 
to  private  medical  facilities,  and  controls  over 
barbiturates  and  amphetamines. 

Another  item  of  interest  is  the  amount  which 
will  be  spent  by  federal  medical  health  for 
the  fiscal  year  of  1957.  This  year  United  States 
is  spend  in  health  fields  alone,  an  average 
cost  of  $15.17  per  man,  woman,  and  child.  If 
wage  earners  are  only  considered  they  will 
be  paying  on  the  average  of  $38.72  each  to 
finance  the  government’s  health-medical  opera- 
tions. This  is  $4.40  more  than  they  paid  last 
year.  The  total  amount  to  be  paid  out  in  the 
year  1957  is  $2,558,168  which  is  distributed 
among  21  federal  department  agencies.  In  this 
spending  the  medical  cost  of  Veterans  Adminis- 
tration tops  the  list  with  the  Department  of 
Defense  being  second  and  the  Department  of 
Health  and  Welfare  coming  third.  The  Hill- 
Burton  program  is  part  of  this  latter  agency. 

LEGISLATIVE  COMMITTEE 

By  L.  D.  Sprague,  M.D. 

T HE  LEGISLATIVE  Gommittee  of  the  Ari- 
zona Medical  Association,  Inc.  met  at  the  West- 
ward Ho  Hotel,  Phoenix,  Arizona  on  November 
4,  1956.  Doctors  Wick  and  Duisberg  presented 
to  the  Committee  for  discussion  the  proposed 
draft  of  the  Mental  Health  Bill  intended  to 
amend  the  present  Commitment  Procedures  Act. 
Following  a lengthy  discussion,  review  of  the 
various  provisions  of  the  proposed  bill  and 
analysis  of  its  many  implications  both  favorable 
and  mifavorable,  the  Committee  moved  that 
further  consultation  with  legal  counsel  be  ob- 
tained and  some  modification  of  the  bill  in  its 
present  form  be  ready  to  present  to  the  Council 
of  the  Association. 

Following  a discussion  in  regard  to  the  need 
of  a special  board  to  pass  on  sterilization  pro- 
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cedures  at  the  State  Hospital,  the  Committee 
moved  to  appoint  a subcommittee  to  investigate 
and  recommend  a proper  course  of  action. 

A proposed  amendment  to  Medical  Practice 
Act  to  provide  for  a “restricted  license”  to  be 
issued  to  certain  doctors  of  medicine  serving 
in  federal  or  state  hospitals  and/or  public  health 
departments  was  referred  to  legal  counsel. 

The  Committee  referred  also  to  legal  counsel 
for  study  and  investigation,  the  problem  of 
accepted  standard  nursing  procedures  as  ap- 
plied to  nurses,  interns,  aides  and  other  hospital 
employees  which  might  be  considered  in  viola- 
tion of  the  Medical  Practice  Act.  Legal  counsel 
to  report  to  the  Committee  at  a future  meeting 
its  findings  in  this  regard. 

A letter  from  counsel  for  the  Arizona  Hospital 
Association  relative  to  “rendering  of  unauthor- 
ized services  by  anesthesiologists”  was  reviewed. 
No  action  was  taken  by  the  Committee  in  view 
of  the  requirements  of  the  Joint  Committee  on 
Accreditation  and  the  College  of  Surgeons  cover- 
ing such  services. 

The  State  Medical  Examiners  System  was  dis- 
cussed and  the  Committee  moved  that  a group 
of  pathologists  be  appointed  to  review  the  entire 
coroner  system  of  the  State  of  Arizona  and 
recommend  legislation  if  such  is  deemed  neces- 
sary. 

The  Committee  moved  to  lend  reasonable 
support  to  the  action  of  the  Council  of  the 
Arizona  Medical  Association  to  the  Occupational 
Disease  Disability  law  and  possible  amendments 
there-to. 

Discussion  was  held  relative  to  the  Communi- 
cable Disease  Regulations  and  the  serological 
examination  referendum.  No  action  by  the  Com- 
mittee was  indicated. 

Dr.  Nelson  D.  Brayton,  Legislator  from  Gila 
County,  presented  his  views  on  legislation  which 
he  considered  important  including.  Air  Pollu- 
tion, Mental  Commitment  procedures.  Alcohol 
Tax,  House  Bill  No.  242  (introduced  before  the 
first  session  of  the  legislature)  and  the  Financial 
Responsibility  Bill  which  was  also  introduced 
during  the  last  session  of  the  legislature.  Dr. 
Brayton  recommended  that  the  Association  con- 
sider distribution  to  its  members  copies  of 
legislation  of  interest  to  the  medical  profession 
as  they  are  introduced. 


PRESS-RADIO-TELEVISION 
CODE  OF  COOPERATION 

Adopted  in  Principle  by  the  Council  of  the 
Arizona  Medical  Association,  Inc. 

I N CONTACTS  with  the  press,  doctors  need 
only  remember  to  be  friendly  and  courteous, 
and  keep  in  mind  the  suggestions  made  in  this 
Physicians  Press-Radio  and  Television  Code, 
which  outlines  what  a doctor  can  ethically  and 
legally  reveal  about  a patient  and  his  condition. 
In  order  to  avoid  the  possibility  of  being  mis- 
quoted, be  sure  to  ask  the  reporter  to  read  back 
his  notes  to  you.  Spell  and  explain  any  medical 
terms  which  you  feel  need  clarification. 

The  Association’s  Executive  Secretary  func- 
tions as  a clearing  house  for  information  re- 
quested by  the  press,  and  refers  the  reporters 
to  those  members  of  the  Public  Relations  Board 
best  qualified  to  provide  the  desired  informa- 
tion. If  you  are  uncertain  as  the  proper  policy 
on  matters  not  covered  by  the  Physician’s  Press 
Code,  call  the  Executive  Secretary  who  will 
advise  you  as  to  the  proper  procedure.  If  a 
policy  has  not  already  been  established  on  the 
point  in  question,  he  will  secure  a ruling  on  the 
subject. 

Doctors  should  realize  that  lack  of  facts  some- 
times forces  a reporter  to  complete  his  story 
without  authoritative  information.  Therefore,  the 
doctor  should  give  the  reporter  all  possible  in- 
formation within  the  limits  of  the  Code.  The 
Physician  must  not  infer  that  he  alone  has  the 
cure  for  any  certain  disease.  It  is  suggested  that 
when  a doctor  has  been  called  direct,  and  in- 
formation is  given  to  a reporter,  that  the  Ex- 
ecutive Secretary  be  notified  in  case  there  should 
be  further  developments. 

The  officers  of  the  Association,  Board  Chair- 
men, or  designated  spokesmen  of  the  Associa- 
tion, may  be  quoted  by  name  in  matters  of 
public  interest  for  the  purpose  of  authenticating 
information  given. 

CONCERNING  PRIVATE  PRACTICE 

The  wishes  of  the  attending  physician  or 
surgeon  shall  be  respected  as  to  use  of  his 
name  or  direct  quotation,  but  he  shall  give 
information  to  the  press  and  radio  where  it 
does  not  jeopardize  the  doctor-patient  relation- 
ship or  violate  the  confidence,  privacy  or  legal 
rights  of  the  patient. 
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If  the  patient  is  conscious  and  can  communi- 
cate with  the  doctor  or  nurse  in  charge,  or  with 
relatives,  he  should  be  asked  whether  he  will 
permit  any  information  to  be  given.  The  pa- 
tient’s decision  is  final,  except  in  cases  of  dis- 
aster where  the  doctor’s  judgment  should  pre- 
vail. If  the  patient  is  unconscious,  the  informa- 
tion outlined  in  the  Code  may  be  given  without 
the  patient’s  consent. 

The  one  exception  in  this  Code  relating  to 
information  concerning  private  patients  is  Sec- 
tion 3-c,  involving  head  injuries.  A doctor  should 
not  make  any  comment  as  to  the  severity  of 
head  injuries,  EXCEPT  WHEN  CONDITION 
IS  DEFINITELY  DETERMINED. 

If  the  private  patient  agrees  to  permit  infor- 
mation to  be  given,  the  doctor  should  strictly 
adhere  to  the  procedure  outlined  in  the  Code. 

CONCERNING  POLICE  CASES 

All  of  the  information  outlined  in  the  Code 
may  be  given  without  the  patient’s  consent. 

PRESS  CODE.  Information  a Physician 
May  Reveal  to  Press 

1.  Name:  (a)  Married  or  single,  (b)  color, 
(c)  sex,  (d)  age,  (e)  occupation,  (f)  firm  or  com- 
pany employing  patient  and  (g)  address. 

2.  Nature  of  the  Accident;  (a)  injured  by 
automobile,  explosion,  shooting;  (b)  if  there  is 
a fracture,  it  is  not  to  be  described  in  any  way 
except  to  state  the  member  involved,  and  (c) 
more  than  a statement  that  it  is  a simple  or 
compound  may  not  be  made. 

3.  Injuries  of  the  Head;  (a)  a statement  which 
simply  indicates  that  the  injuries  are  of  the 
head  may  be  made;  (b)  it  may  not  be  stated 
that  the  skull  is  fractured;  (c)  no  opinion  as 
to  the  severity  of  the  injury  may  be  given  until 
the  condition  is  definitely  determined,  and  (d) 
prognosis  is  not  to  be  made. 

4.  Internal  Injuries:  (a)  It  may  be  stated  that 
there  are  internal  injuries  but  nothing  more 
specific  as  to  the  location  of  the  injuries,  and 
(b)  it  may  be  stated  that  the  condition  is  very 
serious  or  critical. 

5.  Unconsciousness:  (a)  If  the  patient  is  un- 
conscious when  he  is  brought  to  the  hospital, 
a statement  of  this  fact  may  be  made;  (b)  the 
cause  of  unconsciousness,  however,  should  not 
be  given. 

6.  Cases  of  Poisoning:  (a)  No  statement  is 
to  be  made  that  a patient  is  poisoned;  (b)  no 


information  as  to  kind  of  poisonous  substance, 
such  as  mercuric,  chloride,  phenol  or  carbon 
monoxide  may  be  given;  (c)  no  statement  con- 
cerning the  motive,  whether  accidental  or 
suicidal,  may  be  given,  and  (d)  no  prognosis 
may  be  made. 

7.  Shooting;  (a)  A statement  may  be  made 
that  there  is  a penetrating  wound,  (b)  no  state- 
ment may  be  made  as  to  how  the  shooting 
occurred,  i.e.,  accidental,  suicidal,  homicidal  or 
in  a brawl,  nor  may  the  environment  under 
which  the  shooting  occurred  be  given. 

8.  Stabbing:  The  same  general  statements 
may  be  made  for  stabbing  as  for  shooting  ac- 
cidents. 

9.  Intoxieation:  No  statement  may  be  made 
as  to  whether  the  patient  is  intoxicated  or  other- 
wise. 

10.  Venereal  Disease:  The  fact  that  a patient 
may  have  a veneral  disease  is  his  own  private 
affair  and  should  not  be  revealed  to  the  press. 

11.  Burns:  (a)  A statement  may  be  made  that 
patient  is  burned,  also  the  member  of  the  body 
involved;  (b)  a statement  as  to  how  the  accident 
occurred  may  be  made  only  when  the  absolute 
facts  are  known,  and  (c)  no  prognosis  may  be 
given. 

12.  Attending  Physieian:  Hospitals  may  give 
to  the  representatives  of  newspapers  the  name 
of  the  attending  physician  of  private  patients 
and  refer  such  representatives  to  the  physician 
for  information  about  the  case,  but  the  news- 
papers shall  not  use  the  name  of  the  physician 
without  his  consent,  (a)  The  hospital  staff  may 
give  information  to  the  press  on  the  condition 
of  private  patients,  if  such  information  has 
been  made  available  to  the  staff  by  the  attend- 
ing physician. 

13.  Pictures:  When  newspapers  request  the 
privilege  of  photographing  a patient  in  the 
hospital,  such  permission  will  only  be  given  (a) 
if  in  the  opinion  of  the  doctor  in  charge  of  the 
case,  the  patient’s  condition  will  not  be  jeopar- 
dized, and  (b)  if  the  patient  (or  in  case  of  a 
minor,  the  parents  or  guardian)  are  willing  to 
have  a photograph  taken. 

14.  Deaths  and  Births:  The  death  of  any 
patient  is  presumed  to  be  a matter  of  public 
record.  Where  the  patient  dies  in  a hospital,  the 
hospital  spokesman  should  make  the  announce- 
ment. Births  likewise  are  a matter  of  public 
record,  and  when  they  take  place  in  a hospital, 
the  hospital  makes  the  announcement.  A doctor 
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should  not  release  any  information  concerning 
a birth  without  the  mother’s  consent. 

15.  Public  Personalities:  In  a case  where  a 
public  personality  in  whom  the  public  has  a 
rightful  interest,  the  nature  of  the  illness,  its 
gravity,  and  the  current  condition  of  the  patient 
should*  whenever  possible,  be  revealed  if  the 
patient  or  his  family  will  give  their  consent. 
If  it  appears  to  the  doctor  that  such  information 
would  not  harm  the  patient  in  any  way,  he 
should  endeavor  to  secure  authorization  from 
the  patient  or  his  family  for  release. 

In  cases  of  unusual  injury,  illness,  or  treat- 
ment, and  any  scientific  information  which  will 
lead  to  a better  public  understanding  of  the 
progress  of  medical  science,  the  physician  should 
advise  the  Medical  Association  so  that  appropri- 
ate information  may  be  released  for  publication. 

RADIO  AND  TELEVISION 

For  purposes  of  clarity  the  medical  associa- 
tion outlines  the  following  principles  to  guide 
physicians  who  appear  on  TV  or  radio  pro- 
grams. 

(a)  Doctors  of  medicine  are  expected  to  re- 
frain from  sponsoring  products  directly  or  by 
implication  that  are  not  accepted  by  the  medical 
profession;  i.e.,  patent  medicines. 

(b)  When  introduced  as  a doctor,  such  in- 
dividual can  not  escape  the  implication  of 
representing  the  medical  profession  and  his  con- 
duct should  be  in  keeping  with  the  high  stand- 
ards of  the  profession. 

(c)  Sound  judgment,  good  common  sense  and 
adherence  to  the  Principles  of  Professional  Con- 
duct are  expected  of  any  physician  when  ap- 
pearing on  radio  or  television  in  whatsoever 
capacity. 


CIVIL  DEFENSE 

PEAKERS  at  the  Seventh  County  Medical 
Societies  Civil  Defense  Conference,  held  in 
Chicago,  were  in  complete  agreement  on  on© 
point:  physicians  will  have  to  revise  their  at- 
dtudes  concerning  patient  care  in  case  of  a 
arge-scale  national  disaster. 

The  Conference,  which  was  sponsored  by  the 
\.M.A.  Council  on  National  Defense,  was  at- 
:ended  by  representatives  from  115  county 
nedical  societies  of  30  states.  There  were  several 
panel  discussions  covering  a wide  variety  of 
problems  associated  with  medical  care  during 


a national  disaster.  In  connection  with  patient 
care,  speakers  agreed  that: 

A doctor  will  have  to  learn  to  sort  his  patients, 
reversing  the  old  tradition  of  treating  the  most 
seriously  injured  first.  Instead,  he  will  have 
to  treat  first  those  needing  the  least  amount 
of  care,  leaving  those  requiring  complicated 
time-consuming  procedures  until  later.  This,  it 
was  explained,  will  assure  early  return  of  the 
greatest  number  of  persons  to  some  form  of 
duty  — either  combat  or  rescue. 

In  addition,  the  speakers  agreed,  doctors  will 
have  to  realize  that  much  of  the  medical  atten- 
tion and  care  will  have  to  be  given  by  persons 
outside  of  the  profession  because  there  won’t 
be  enough  doctors  to  go  around.  For  this  reason, 
speakers  urged  that  first  aid  training  programs 
for  lay  persons  get  underway  immediately. 

And,  the  speakers  said,  too,  doctors  working 
at  full  speed  during  any  emergency  will  have 
to  play  the  role  of  psychiatrists  since  they  will 
see  many  people  who  are  not  actually  hurt,  but 
who  will  be  suffering  from  what  is  known  as 
“disaster  fatigue,”  a condition  described  as  a 
temporary  breakdown  of  emotional  control.  They 
usually  recover  in  a short  time. 

The  conference  was  also  told  that  so-called 
“support  areas”  should  give  serious  thought  to 
stockpiling  of  necessary  medical  equipment,  and 
training  first-aid  workers.  A “support  area”  em- 
braces cities  and  towns  30  to  50  miles  from  a 
target. 

The  conference  adopted  two  resolutions  for 
subsequent  action  by  the  A.M.A.  Council  on 
National  Defense.  One  recommended  that  nar- 
cotic repositories  be  set  up  within  each  state 
to  insure  an  available  supply  immediately  in 
case  of  a national  emergency.  The  other  urged 
appointment  of  an  assistant  administrator  in  the 
Federal  Civil  Defense  Administration  who 
would  be  responsibile  solely  for  the  handling 
of  medical  matters. 


Book  review  “Epileptic  Seizures”  that  ap- 
peared in  the  December,  1956  issue  of  Ari- 
zona Medicine  on  page  541  was  reviewed  by 
Robert  A.  Price,  M.D. 

God  and  the  doctor  we  alike  adore 
When  on  the  brink  of  danger,  not  before. 

The  danger  passed,  both  are  alike  requited 
God  is  forgotten  and  the  doctor  slighted. 
Euricius  Cordus 

Translated  by  Chauncey  Leake. 
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MANAGEMENT  OF  MASS  PSYCHIATRIC  CASUALTIES* 

Albert  J.  Glass,  Colonel,  MC 
Deputy  Director,  Neuropsychiatry  Division 
Army  Medical  Service  Graduate  School 
Walter  Reed  Army  Medical  Center 


Washingtoi 

1 N THE  event  of  atomic  warfare,  military 
medicine  will  be  confronted  with  the  difficult 
task  of  caring  for  mass  casualties  which  in 
numbers  and  rapidity  of  production  far  exceed 
any  of  its  previous  experiences  in  conventional 
combat.  Part  of  this  medical  responsibility  will 
consist  of  relatively  uninjured  persons  with 
varying  degrees  of  mental  incapacity  due  to  the 
psychological  trauma  that  inevitably  accom- 
panies exposure  to  massive  physical  destruction. 
This  aspect  of  the  management  of  mass  casual- 
ties assumes  major  military  significance  in 
atomic  attack  for  only  by  the  efforts  of  physi- 
cally intact  survivors  can  there  be  prompt  life- 
saving aid  and  reseue  of  the  severely  injured 
or  effective  reorganization  for  defense  against 
an  immediate  enemy  assault  to  exploit  the 
tactical  situation. 

A reasonable  forecast  of  the  mental  abnor- 
malities to  be  expected  under  conditions  of 
nuclear  warfare  can  be  inferred  from  past 
experiences  with  similar  episodes  of  catastrophic 
trauma.  Relevant  data  for  this  purpose  are 
available  from:  (a)  eonventional  combat,  (1)  (2), 
(b)  civil  disasters,  (3)  (4),  (e)  aerial  bombard- 
ment, (5),  and  (d)  atomic  bombing  of  Hiroshima 
and  Nagasaki.  (6)  (7)  (8)  Analysis  of  the  fore- 
going traumatic  situations  permit  the  following 
general  conclusions  relative  to  behavior  under 
severe  external  danger,  irrespective  of  the  causa- 
tive agent  or  the  culture  of  the  individuals 
involved. 

1.  Instances  of  mass  panic  are  relatively  un- 
common and  mainly  occur  under  circumstances 
where  there  is  partial  entrapment.  (9) 

Panic  is  usually  defined  as  uncontrolled  flight 
behavior  or  frantic  purposeless  activity.  Favor- 
able eonditions  for  mass  panic  are  established 
when  a poorly  led  or  an  unorganized  aggrega- 
tion of  individuals  are  faced  with  presumed 
or  actual  imminent  destruction  in  an  environ- 
ment where  there  is  a rapidly  narrowing  or 
limited  escape  route  but  one  believed  open  to 
safety.  Under  these  cireumstances,  there  is  pre- 

° Prpsen'ed  at  the  62nd  Annual  Convention  of  the  As- 
sociation of  Military  Surgeons  of  the  United  States,  Washington, 
D.  C.,  8 November  195.5. 


12,  D.  G. 

cipitous  flight  to  and  if  possible  through  the 
escape  channel  in  order  to  avoid  entrapment. 
But  when  the  escape  route  is  closed  or  becomes 
jammed,  the  momentum  of  the  original  drive 
toward  safety  continues  its  forward  urging 
force  with  blind  irrational  activity.  Such  panic 
behavior  quickly  becomes  widespread.  Indi- 
viduals involved  are  pushed  and  trampled  upon, 
and  rational  thought  is  lost  as  other  possible 
means  of  escape  are  not  explored  or  utilized  if 
available.  It  should  be  recognized  that  pre- 
cipitous flight  to  avoid  an  immediate  threat 
is  not  panic  so  long  as  such  behavior  is  con- 
trolled or  directed  away  from  danger.  Indeed, 
instantaneous  flight  may  be  the  best  adaptation 
for  survival  in  many  traumatic  situations. 

2.  Major  and  persistent  mental  illness,  such 
as  psychoses,  prolonged  depressions  and  chronic 
neuroses  are  not  produced  by  the  psychological 
trauma  of  acute  catastrophic  events.  The  in- 
cidence of  these  psyehiatric  diseases  was  not 
increased  by  frequent  aerial  bombardment  in 
England,  Germany,  and  Japan  during  World 
War  II.  (10)  (II)  (12)  Nor  did  such  cases  arise 
in  any  appreciable  numbers  from,  conventional 
combat,  civil  disasters,  and  the  atomic  destruc- 
tion of  Hiroshima  and  Nagasaki.  Apparently, 
the  classieal  mental  disorders  are  caused  mainly 
by  internal  psyehic  conflict  rather  than  external 
danger. 

3.  Any  temporary  breakdown  of  self-control 
is  the  characteristic  and  most  frequent  psychi- 
atric abnormality  noted  in  traumatic  situa- 
tions. (13) 

This  transient  mental  disorder  is  a direct  con- 
sequence of  external  stress  and  eommonly  occurs 
during  or  shortly  after  the  danger  impact  al- 
though cases  may  originate  in  the  anticipatory 
period  of  threat  prior  to  actual  trauma.  Indi- 
viduals so  affected,  exhibit  disturbances  of 
function  that  vary  in  severity  from  stunned  mute 
behavior  or  uncontrolled  purposeless  movement, 
to  trembling  helplessness,  apathetic  depressed 
states,  inappropriate  activity,  or  preoccupation 
with  bodily  discomfort  due  to  increased  emo- 
tional tension.  Typically,  such  disorders  are 
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fluid,  changeable  and  self-limited,  lasting  for 
minutes,  hours,  or  days. 

4.  Most,  but  not  all  persons  experience  dis- 
agreeable somatic  and/or  psychic  sensations  of 
fear  when  exposed  to  severe  external  danger. 

(14)  (15) 

The  presence  of  fear  does  not  prevent  effec- 
tive and  even  courageous  activity.  However, 
the  accompanying  subjective  discomfort  of  feai- 
can  only  hinder  rather  than  aid  the  individual 
in  his  adaptation  to  a stressful  environment.  It 
is  believed  that  a sufficient  intensity  of  fear 
with  its  painful  inhibitory  effect  is  the  usual 
Drecursor  out  of  which  arises  the  temporary 
mental  disruption  that  is  characteristic  of  major 
trauma.  Therefore,  measures  to  reduce  the  in- 
cidence of  fear  reactions  are  of  vital  importance 
in  the  prevention  of  non-effective  behavior  due 
to  psychological  reasons. 

5.  States  of  increased  apprehensiveness  fre- 
quently follow  intimate  personal  involvement 
with  catastrophic  trauma.  (16) 

These  residual  reactions  exhibit  undue  sen- 
sitivity to  these  external  stimuli  which  can  be 
associated  with  the  previous  traumatic  episode. 
Usually  such  apprehensiveness  does  not  prevent 
effective  function,  but  in  some  persons  the 
resultant  increased  level  of  anxiety  produces 
insomnia,  heightened  irritability,  poor  appetite, 
weight  loss  and  diminished  work  efficiency  that 
may  persist  for  many  weeks.  Individuals  with 
severe  apprehensiveness  may  absent  themselves 
from  work  in  a potential  target  area  or  seek 
relief  by  moving  to  a place  of  presumed  safety. 
Residual  anxious  states  are  most  apt  to  arise  in 
persons  who  suffered  intense  fear,  helplessness, 
or  emotional  breakdown  during  the  traumatic 
event.  In  most  individuals,  such  chronic  appre- 
hensiveness gradually  diminishes  over  a period 
of  weeks  or  months. 

6.  Docility  and  increased  suggestibility  are 
common  behavioral  characteristics  of  persons 
under  disaster  conditions.  (17) 

The  fact  that  most  participants  of  a dangerous 
or  threatening  situation  can  be  readily  in- 
fluenced has  important  implications  for  the  em- 
ployment of  communication  facilities  and  leader- 
ship in  the  prevention  of  non-effective  be- 
havior. 

The  material  thus  far  presented  clearly  in- 
dicates that  the  principal  psychiatric  problems 
produced  by  intense  danger  include  temporary 
states  of  mental  breakdown  and  residual  se- 


quelae of  chronic  apprehension.  Similar  psycho- 
logical difficulties  should  be  expected  in  atomic 
warfare.  Before  considering  the  management 
of  the  above  psychiatric  disorders,  it  will  be 
profitable  to  explore  the  mechanisms  behavior 
under  stress  in  order  to  establish  a rational  basis 
for  the  methods  of  prevention  and  treatment  that 
are  proposed  in  this  presentation. 

Behavioral  responses  to  environmental  change 
can  be  regarded  as  a function  of  the  communi- 
cation process  both  within  and  outside  the 
person.  For  explanatory  purposes,  the  indi- 
vidual’s communication  or  mental  process  re- 
lative to  external  stimuli,  can  be  divided  into 
three  sequential  time  phases,  namely  perception, 
evaluation,  and  initiation  of  action.  Usual  or 
innocuous  environmental  changes  generally 
evoke  rapid  appropriate  responses  when  needed, 
in  which  the  evaluatory  component  of  the  men- 
tal process  plays  little  or  no  role  as  such,  be- 
cause of  automatic  decision  making  mechanisms 
that  have  been  established  by  prior  learning. 
However,  new  and  abrupt  external  change  re- 
quires the  function  of  evaluation  and,  conse- 
quently, there  is  an  appreciable  time  lapse  ex- 
hibited by  most  persons  in  their  response  to 
unusual  stimuli.  When  an  abrupt  environmental 
change  is  associated  with  a serious  threat  to  life, 
the  mental  process  is  significantly  altered  so 
that  the  response  may  be  either  accelerated  or 
inhibited.  This  well  known  and  seemingly  para- 
doxical phenomenon  has  been  explained  (18)  by 
assuming  that  danger  first  produces  an  alerting 
action  which  operates  simultaneously  upon  the 
several  components  of  the  mental  process  to: 
(1)  focus  attention  only  upon  the  pertinent  ele- 
ments of  the  threatening  environment,  thus  nar- 
rowing the  field  of  perception,  (2)  facilitates 
evaluation  so  that  rapid  decisions  can  be  made, 
and  (3)  mobilizes  the  bodily  systems  for  height- 
ened and  sustained  activity.  In  brief,  the  alerting 
action  is  an  effective  biological  mechanism 
which  prepares  the  person  for  the  traditional 
flight  or  flight  patterns  of  behavior  that  are 
necessary  for  survival  under  dangerous  con- 
ditions. 

When  an  individual  cannot  cope  with  the 
threat  either  because  of  its  magnitude,  or  other 
unalterable  circumstances,  or  lack  of  confidence, 
then  the  urging  force  of  alertment  continues 
to  press  for  action  and  reaches  awareness  as 
the  distressing  somatic,  and  mental  sensations 
subsumed  under  the  term,  fear.  Fear  operates 
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to  inhibit  the  mental  process,  perception  be- 
comes uncertain,  and  evaluation  more  difficult. 
Even  minor  decisions  cannot  be  made,  as  ex- 
emplified by  the  frequent  occurrence  of  docility 
and  suggestibility  noted  among  disaster  victims. 
Similar  inhibitory  phenomena  occur  in  the 
bodily  sphere,  as  evidenced  by  weakness  of  the 
extremities,  giddiness,  constricted  speech,  and 
labored  or  difficult  respiration. 

On  the  basis  of  the  above  concepts  supported 
by  observations  of  combat  and  civil  disaster, 
behavior  under  sudden  impact  of  danger  can 
be  reconstructed  as  follows:  In  approximately 
15-25%  of  persons  subjected  to  an  abrupt  threat, 
prompt  purposeful  responses  are  evoked  which 
continue  into  sustained  effective  action.  (19) 
(20)  These  aggressive  individuals  apparently 
have  an  increased  capacity  for  utilizing  the 
facilitory  properties  of  alertment  to  quickly 
grasp  the  revelant  details  of  a dangerous  situa- 
tion and  make  rapid  appropriate  decisions  which 
are  promptly  translated  into  immediate  action. 
Such  effective  participants  are  usually  “too 
busy”  to  remember  experiencing  subjective  fear 
during  the  emergency  period,  although  soon 
after  the  danger  has  passed,  some  may  note 
fear  reactions  upon  contemplating  a narrow 
escape,  while  others  seem  excited  or  even  elated 
as  they  repeatedly  discuss  the  events  that  have 
recently  transpired. 

The  remainder  and  majority  of  persons  con- 
fronted with  sudden  danger  are  stunned  and 
bewildered  as  they  require  an  appreciable  time 
interval  to  evaluate  the  threatening  situation 
during  which  there  may  be  cpiick  involvement 
turning  or  crouching  due  to  alertment.  With 
the  passage  of  varying  but  usually  brief  periods 
of  time  and  a consecjuent  better  grasp  and 
evaluation  of  their  surroundings,  most  persons 
regain  sufficient  self-control  to  permit  rapid 
goal-directed  efforts  such  as  movement  away 
from  danger.  Military  experience  strongly  in- 
dicates that  with  resumption  of  purposeful  ac- 
tivity, fear  is  diminished  or  dissipated.  When  an 
individual  responds  correctly  to  the  urging  de- 
mands of  danger,  tension  is  discharged.  Con- 
versely, inaction  under  threatening  circum- 
stances fosters  the  building  up  of  fear  which 
further  increases  interference  with  internal  com- 
munication and  thus  a vicious  cycle  is  estab- 
lished with  worsening  behavior. 

Psychological  breakdown  occurs  in  individuals 
subjected  to  sexere  trauma  who  are  unable  to 


respond  with  appropriate  evasive  or  aggressiv( 
action  and  cannot  tolerate  the  consequent  in. 
tense  fear  or  feeling  of  catstrophic  disorganiza' 
tion.  Individuals  so  affected  do  not  suffer  sj 
literal  breakdown  of  mental  function,  but  re,' 
gress  to  a more  primitive  behavioral  patten 
that  permits  a decrease  of  personal  involvemen 
with  intolerable  reality  even  though  such  be; 
havior  may  be  deleterious  insofar  as  surviva 
is  concerned.  The  mute  stunned  reaction,  com 
mon  in  disaster,  illustrates  the  meaningful  nature  i 
of  these  stress  induced  psychiatric  casualties  j 
Here  the  involved  person  is  seemingly  isolated 
from  the  chaotic  situation  by  the  apparent  block 
ing  of  all  incoming  stimuli.  Such  cases  are  de^ 
scribed  as,  blank,  unemotional,  dazed,  unre; 
sponsive  to  questions  and  oblivious  of  painfu' 
injuries  that  may  have  been  incurred.  (21)  Les:| 
severe  forms  exhibit  childish  dependent  be ! 
havior  manifested  by  helplessness,  trembling 
hysterical  paralysis  or  marked  docility. 

Attention  can  now  be  directed  to  multiple 
elements  of  the  traumatic  situation  which  in  i 
fluence  the  frequency  of  psychiatric  casualties  j 

1.  Intensity  and  duration  of  the  external 
trauma.  ! 

Increasing  magnitude  of  danger  reduces  op 
portunities  for  effective  response  and  thus  n 
greater  likelihood  of  fear  reactions  and  psychi 
atric  casualties.  In  traumatic  situations  of  brie 
duration,  favorable  conditions  are  soon  re-estabi 
lished  for  the  resumption  of  effective  behavio!| 
whereas  with  prolonged  danger,  it  is  increasing!) 
difficidt  to  maintain  appropriate  activity  anc 
thus  a higher  incidence  of  fear  and  psychologica 
disorders  is  to  be  expected.  Associated  with  tht 
intensity  of  danger  is  the  degree  of  persona 
involvement  experienced,  such  as  being  knockec 
down  by  blast,  buried  in  rubble,  injury  b) 
flying  missies  and  the  like  which  has  given  ristj 
to  the  concept  of  the  “near  miss”  and  the  “re  I 
mote  miss.”  (22)  Military  and  civil  stress  situa  i 
tions  are  replete  with  examples  which  demon-| 
strate  that  the  “near  miss”  experience  is  far  more! 
terrorizing  than  the  “remote  miss”  episode  which 
in  contrast  tends  to  promote  confidence  that  the] 
particular  danger  can  be  successfully  mastered  ] 
Often  present  in  a “near  miss”  event  is  the  sighi 
of  mangleel  bodies,  mutilation,  and  other  injurie.'j 
which  are  even  more  devastating  when  loveeJ' 
(Mies,  frienels,  or  buddies  are  involved.  “Neai 
mi  s”  experiences  which  are  not  accompaniedi 
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by  observation  of  injured  casualties  can  be 
ntiore  easily  tolerated. 

2.  Preparation  and  training. 

It  has  been  pointed  out  that  failure  of  an 
adequate  response  to  danger  evokes  inhibitory 
Fear  reactions  that  render  the  exposed  individual 
vulnerable  to  psychological  breakdown.  Clear- 
ly, a built  in  or  previously  prepared  appropriate 
behavioral  response  is  required  in  most  persons 
for  effective  adaptation  under  traumatic  cir- 
cumstances. Such  preparation  and  training 
should  include  measures  to  be  taken  immedi- 
ately upon  awareness  of  atomic  attack  as  well 
as  evasive  or  defensive  precautions  that  can  be 
employed  in  any  warning  period  that  may  be 
made  available.  Training  of  this  type  is  similar 
to  that  required  for  fire,  gas  attack,  ship  dis- 
aster at  sea,  and  other  emergency  situations 
where  there  is  insufficient  time  for  evaluation 
and  a pre-set  pattern  of  action  is  of  prime 
necessity  to  prevent  indecision,  and  helpless- 
ness. Training  should  also  include  sufficient 
knowledge  of  the  effects  of  atomic  weapons, 
the  fall  out  problem,  and  practiced  field  methods 
of  personal  protection.  Equipped  with  this 
information,  the  individual  again  deals  with  a 
predictable  environment  which,  no  matter  how 
terrifying  is  less  fearful  than  unknown  danger. 
From  the  standpoint  of  prevention  the  single 
most  important  favorable  influence  upon  be- 
havior in  atomic  stress  lies  in  training  and 
preparation  for  such  an  eventuality. 

3.  Warning. 

Even  a brief  warning  period  can  enable  pre- 
pared and  disciplined  groups  to  partially  execute 
planned  protective  measures,  along  with  mobili- 
zation of  pre-set  behavior  for  prompt  action 
following  the  nuclear  explosion.  For  untrained 
persons,  a short  period  of  warning  before  at- 
tack may  precipitate  indecisive  flight  or  fear 
induced  paralysis  either  of  which  is  deleterious 
for  effective  function  or  survival. 

Untrained  groups  necessarily  require  a longer 
warning  interval  in  order  to  gain  sufficient  dis- 
tance from  the  target  area  or  receive  informa- 
tion as  to  the  best  possible  protection  that  can 
be  employed  under  the  existing  circumstances. 

4.  Communication. 

Human  beings  are  poorly  endowed  insofar 
as  sensory  organs  are  concerned  for  the  percep- 
tion of  danger  unless  their  immediate  surround- 
ings have  been  radically  altered.  Significant 
minor  or  gradual  changes  are  commonly  over- 


looked or  attributed  to  innocuous  events  in 
order  to  deny  sources  of  anxiety  that  would 
disturb  emotional  tranquility.  To  overcome  de- 
ficiencies in  human  perception,  sensitive  me- 
chanical means  of  detection  have  been  devised, 
but  a communication  network  is  needed  to  trans- 
mit the  data  thus  obtained  to  all  persons  con- 
cerned. It  should  be  apparent  that  much  de- 
pends  upon  the  efficiency  of  the  communica- 
tion system  to  transmit  timely  and  accurate 
information. 

Like  perception,  the  evaluatory  portion  of  the 
mental  process  is  also  commonly  impaired  under 
stressful  conditions.  Here  too,  communication 
can  be  a major  influence  in  determining  be- 
havior by  transmitting  pertinent  information 
required  for  adequate  evaluation  of  the  trau- 
matic situation  or  by  directing  the  specific 
action  to  be  taken.  Under  stressful  circum- 
stances, experience  has  demonstrated  that  not 
only  must  the  clarity  and  specificity  of  infor- 
mation furnished  be  of  a high  degree,  but 
messages  should  be  frequently  repeated  in 
order  to  counteract  the  disorganizing  effects 
of  fear  which  interfere  with  capacity  for  reten- 
tion or  recall  of  recent  memory. 

5.  Leadership. 

In  emergency  circumstances,  the  leader  may 
be  regarded  as  an  essential  link  or  agent  of  the 
communication  system  who  interprets  trans- 
mitted information  together  with  data  gathered 
directly  from  the  environment  and  indicates  to 
others  by  word  and  action  the  proper  responses 
and  behavior  to  be  followed.  Since  persons  under 
stress  exhibit  a temporary  impairment  of  com- 
munication with  the  environment  or  within  their 
own  mental  organization,  they  seem  to  be  in 
poor  contact  with  their  surroundings  and  mani- 
fest a high  degree  of  indecision,  docility,  and 
suggestibility.  Under  these  conditions,  the  de- 
mand for  guidance  and  information  is  so  great 
that  leaders  would  arise  even  if  they  are  not 
formally  designated.  In  fact,  such  “emergent” 
leaders  have  been  regularly  noted  in  civil  dis- 
asters as  well  as  in  combat.  (23) 

6.  Group  identification. 

Previous  traumatic  experiences  indicate  that 
individuals  are  better  able  to  tolerate  danger 
in  the  company  of  others  who  are  similarly 
involved.  In  fact,  persons  confronted  with  a 
common  menace  literally  and  figuratively  move 
toward  each  other  for  mutual  protection  and 
support.  This  phenomenon  has  been  regularly 
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noted  in  combat  and  was  also  reported  from 
England  during  World  War  II  where  com- 
munity shelters  were  preferred  oxer  individual 
types  of  protection,  despite  the  added  personal 
discomfort.  (24)  From  the  standpoint  of  com- 
munication, members  of  the  group  serve  each 
other  as  verbal  and  non-verbal  sources  of  in- 
formation that  may  initiate  and  maintain  con- 
structive activity  or  provoke  apprehension  and 
precipitate  non-effective  behavior.  With  con- 
tinued sharing  of  common  hardships  and  danger, 
there  is  produced  a cohesiveness  or  unity  of 
group  members  which  in  military  operations 
have  been  found  to  exert  a powerful  influence 
for  effective  function  during  severe  stress.  Such 
group  identification  establishes  a code  of  con- 
duct that  continues  to  operate  even  under  ca- 
tastrophic conditions.  In  effect,  group  unity 
tends  to  correct  for  personality  inadequacies 
such  as  egocentricity,  timidity,  seclusiveness,  and 
lack  of  consideration  for  others. 

Prevention. 

From  the  foregoing  discussion  of  elements  in 
the  traumatic  situation  which  influence  be- 
havior, it  is  evident  that  measures  to  lessen 
psychiatric  disorders  in  atomic  warfare  lie  within 
the  province  of  eommand  and  cannot  be  a 
primary  medical  function.  In  this  respect  there 
is  no  essential  difference  between  preventive 
psychiatry  and  other  programs  of  preventive 
medicine  in  the  military  service  which  also  re- 
(piire  implementation  that  can  only  be  initiated 
and  maintained  by  command  decision.  The 
medical  officer  serves  as  a technical  advisor  to 
the  commander  in  matters  of  physical  and  men- 
tal health.  It  is  herein  submitted  that  as  part 
of  this  staff  function,  the  medical  officer  should 
be  familiar  with  the  determinants  of  behavior 
under  adverse  circumstances  in  order  to  point 
out  areas  where  remedial  action  is  indicated  and 
to  perform  such  other  advisory  duties  as  may  be 
necessary  to  assist  the  commander  in  conserving 
the  effective  strength  from  a psychological  stand- 
point. 

Treatment. 

In  considering  the  treatment  of  psychiatric 
casualties,  it  is  important  to  reiterate  the  recog- 
nition that  these  temporary  states  of  mental 
disruption  are  acute  fluid  adaptive  reactions 
to  danger  which  are  self-limited  and  can  be 
expected  to  begin  improvement  with  the  ces- 
sation of  external  threat.  Methods  of  treatment 
herein  proposed  are  derived  from  considerable 


experience  with  similar  emotional  disorders  of 
combat  (25)  and  are  based  upon  the  following 
operational  principles. 

1.  Decentralization. 

This  axiom  of  therapy  insists  that  treatment 
facilities  be  made  available  as  soon  as  possible 
and  as  near  as  practicable  to  the  scene  of 
atomic  disaster.  Benefits  that  can  be  expected 
from  a policy  of  decentralization  include  the 
following: 

a.  Treatment  can  be  given  early,  during  the 
fluid  state  when  psychiatric  casualties  are 
readily  influenced  by  suggestion  and  other 
simple  measures  to  recover  self-control  thus 
circumventing  the  effect  of  time  and  continued 
helplessness  from  causing  a fixation  of  the  in- 
ability to  overcome  danger  that  is  mainly  re- 
sponsible for  sequelae  of  chronic  apprehension. 

b.  Psychiatric  problems  are  prevented  from 
further  taxing  evacuation  channels  and  hospital  ; 
facilities  which  will  be  fully  occupied  with  the 
physically  injured. 

c.  Rapid  restoration  to  duty  at  this  level  can  i 
provide  manpower  who  are  urgently  needed  ' 
for  defense  and  rescue. 

2.  Expectancy.  ; 

This  principle  of  therapy  refers  to  the  im-  j 

portance  of  verbal  and  non-verbal  comunica-  , 
tion  addressed  to  patients  by  treatment  per-  I 
sonnel.  It  is  based  upon  the  previously  stated 
marked  suggestibility  and  indecision  exhibited 
by  psychiatric  casualties.  Thus,  military  experi- 
ence demonstrates  that  situationally  induced 
acute  mental  disorders  worsen  or  improve  de- 
pending upon  what  is  expected  of  them  by 
persons  responsible  for  their  treatment  and 
disposition.  A treatment  environment  which 
communicates  tension,  helplessness,  or  disability 
continues  symptoms  and  non-effective  be- 
havior. Conversely,  a calm  acceptance  of  the 
patient  and  his  manifestations  as  a temporary 
incapacity  from  which  rapid  recovery  is  ex- 
pected after  a brief  rest,  can  produce  the  de- 
sired improvement  within  hours,  particularly 
when  supervised  or  directed  activity  is  promptly 
instituted  to  further  eonfirm  expectancy  for  re- 
covery. Non-verbal  attitudes  and  actions  are 
far  more  effective  than  words  in  breaking 
through  the  communication  barrier  of  patients. 
Expectancy  for  recovery  is  also  communicated 
by  the  terms  used  to  designate  these  disorders. 
Emotionally  charged  terminology  such  as  shell 
shock,  psychoneuroses,  concussion,  blast  injury. 
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and  the  like  imply  severe  mental  or  physical 
damage  from  which  recovery  is  uncertain  and 
residual  defects  are  probable.  Already  the  term 
radiation  sickness  has  become  quite  well  known 
and  could  readily  come  into  widespread  use 
as  a catch  all  category  for  all  manifestations 
in  atomic  warfare  which  do  not  fit  a known 
medical  entity.  It  is,  therefore,  imperative  that 
terminology  such  as  combat  fatigue  be  con- 
tinued for  psychiatric  casualties  in  atomic  war- 
fare since  this  designation  fosters  expectancy 
of  a transient  benign  disturbance  due  to  logical 
situational  causes  which  is  readily  recoverable 
and  leaves  no  permanent  defect. 

3.  Brief  simplified  methods. 

Any  prolonged  or  involved  treatment  pro- 
gram either  could  not  be  adequately  performed 
at  a decentralized  level  or  if  attempted,  would 
nullify  the  principle  of  expectancy  by  its  im- 
plication of  an  illness  sufficiently  serious  to 
warrant  such  an  elaborate  effort.  Prior  experi- 
ence with  complicated  treatment  techniques 
which  rely  upon  drugs,  prolonged  bed  care, 
subshook  insulin,  or  frequent  psychiatric  inter- 
views have  indicated  that  only  mediocre  results 
were  obtained  despite  the  large  outlay  of 
personnel  and  supplies.  On  the  other  hand,  a 
brief  rest  of  several  hours,  along  with  measures 
to  alleviate  hunger,  pain,  and  minor  injury 
when  performed  at  a decentralized  level  in  an 
atmosphere  of  expectancy  for  recovery,  provide 
the  most  favorable  conditions  for  a resurgence 
to  functional  capacity.  Drugs  should  be  used 
sparingly  and  in  small  doses.  Relaxation  can 
be  obtained  with  warm  drinks  of  milk,  cocoa, 
soup  and  the  like.  If  time  permits,  there  should 
be  included,  a brief  interview  period  in  which 
the  patient  is  allowed  to  give  freely  his  account 
of  the  traumatic  event  in  order  to  facilitate  the 
ventilation  of  emotionally  charged  feelings  and 
attitudes  that  may  be  responsible  for  maintain- 
ing withdrawal  from  painful  reality.  Ventilation 
aids  in  re-establishing  communication  with  the 
patient  who  can  then  receive  information  and 
be  motivated  to  participate  in  the  rescue  or 
defense  effort. 

The  last  step  of  simplified  treatment  is  di- 
rected or  supervised  work.  With  resumption 
of  purposeful  activity,  communication  is  further 
improved,  and  reorientation  to  group  and  social 
obligations  is  facilitated. 

A sufficient  number  of  psychiatrists  neither 
will  be  available  for  the  management  of  mass 


psychiatric  casualties  nor  does  the  operation 
of  a simplified  program  require  the  services  of 
such  specialists.  From  the  traditional  military 
standpoint,  the  control  of  behavior  under  battle 
conditions  is  necessarily  the  responsibility  of 
all  persons  charged  with  the  function  of  leader- 
ship and  medical  care.  As  in  previous  warfare, 
milder  instances  of  “freezing,”  indecision,  help- 
less attitudes,  or  inappropriate  activity  can  be 
best  handled  by  commissioned  and  non-com- 
missioned officers,  buddies,  and  medical  corps- 
men  who  are  optimally  located  in  time  and 
space  to  favorably  influence  or  direct  temporar- 
ily disorganized  persons  by  word  and  action 
to  assume  a more  effective  role.  The  more 
persistent  psychiatric  casualties  should  be 
treated  at  the  nearest  medical  facility  which  in 
a tactical  situation  is  usually  the  Battalion  Aid 
Station.  If  nuclear  weapons  are  used  against 
support  or  rear  zones,  it  is  likely  that  a hospital 
facility  would  provide  immediate  medical  care. 

In  either  event,  the  prompt  treatment  and 
restoration  to  duty  of  psychiatric  casualties 
should  be  a recognized  responsibility  of  the 
first  medical  facility  to  receive  early  cases  of 
this  category.  In  atomic  warfare,  the  battalion 
surgeon  must  assume  more  and  more  the  role 
of  a front  line  psychiatrist  in  order  to  conserve 
the  effective  strength  of  his  unit  at  a time  when 
every  man  is  vitally  needed.  Medical  evacuation 
under  such  conditions  will  be  a difficult  pro- 
cedure at  best  and  initially  should  be  reserved 
for  the  physically  injured.  Severe  or  persistent 
cases  can  be  sent  to  the  division  psychiatrist 
at  the  clearing  station  level  when  transportation 
is  available.  The  division  psychiatrist  should 
serve  also  as  a professional  consultant  to  other 
medical  officers  and  advise  commanders  in  ways 
and  means  of  preventing  psychological  dis- 
orders. 

It  is  recommended  that  a provisional  psychi- 
atric and  welfare  section  be  established  in  any 
hospital  that  becomes  a front  line  medical  unit 
due  to  nearby  atomic  attack.  Such  a function 
should  be  located  adjacent  to  the  main  facilities 
for  the  physically  injured  and  operate  with  a 
minimum  of  equipment  and  personnel.  This 
section  can  be  staffed  by  Medical  Service  Corps 
Officers  trained  in  social  work  and  clinical 
psychology.  Red  Cross  personnel,  chaplains,  and 
several  enlisted  technicians  along  with  a nurse 
to  care  for  minor  injuries.  The  assigned  psy- 
chiatrists should  serve  only  as  consultants  to 
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this  section,  for  as  medical  officers,  their  services 
can  be  more  profitably  utilized  in  the  treatment 
of  physical  casualties.  After  the  emergency 
period  has  passed  and  the  hospital  situation  has 
stabilized,  psychiatrists  as  well  as  other  special- 
ists should  resume  their  characteristic  medical 
function. 
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AVAILABILITY  OF  RADIOACTIVE 

T ELEMENTS  IN  ARIZONA 

HERE  are  facilities  in  Maricopa  County  for 
the  performance  of  most  of  the  accepted  Radio- 
isotopic methods  of  diagnosis  and  treatment. 
The  purpose  of  this  note  is  to  list  briefly  the 
isotopes  that  are  available  here  and  the  con- 
ditions in  which  their  use  is  generally  accepted. 
RADIOACTIVE  PHOSPHORUS  P32 
Sodium  Radiophosphate  is  thought  in  most 
clinics  to  be  the  treatment  of  choice  in  Poly- 
cythemia Vera.  It  is  not  of  value  in  acute 
leucemia  but  often  is  useful  in  the  management 
of  chronic  leucemia.  This  isotope  has  an  affinity 
for  rapidly  growing  tissue  and  has  been  used 
in  association  with  conventional  radiation 
therapy  in  the  treatment  of  lymphomas  and 
other  malignancies. 


In  the  form  of  chromic  radiophosphate,  P32 
can  be  instilled  into  pleural  and/or  peritoneal 
cavities  in  the  treatment  of  malignant  effusions. 

Although  still  under  study,  P32  has  not  been 
found  of  great  value  for  diagnosis.  The  one 
established  use  is  in  the  diagnosis  and  localiza- 
tion of  tumors  of  the  orbit. 

RADIOACTIVE  IODINE  1-131 

1-131  is  probably  the  most  useful  isotope 
in  medical  use.  It  is  of  particular  value  in  the 
study  of  thyroid  function  which  however  is  so 
complex,  that  it  can  not  be  anticipated  that  a 
single  test  will  be  all-inclusive.  The  rate  of  up- 
take of  1-131  by  the  thyroid  gland  and  the  total 
uptake  in  a standard  period  of  time  provided 
reliable  criteria  of  hyper-thyroidism  in  a high 
percentage  of  cases.  The  conversion  of  1-131 
into  PEI  131  as  evaluated  by  blood  studies 
gives  additional  information  in  difficult  cases. 

A scan  of  the  neck  is  particularly  useful  in 
evaluating  the  function  of  thyroid  nodules  and 
in  the  differentiation  of  Graves  Disease  from 
toxic  nodular  goiter.  The  procedure  is  also 
useful  in  the  detection  of  aberrant  thyroid  tissue 
and  functioning  thyroid  carcinomatous  metas- 
tases.  Cancer  of  the  thyroid  can  not  be  diag- 
nosed or  excluded  by  the  use  of  1-131  but  a 
nodule  is  less  likely  to  be  cancerous  if  it  is 
functioning  and  particularly  if  hyper-function 
is  present. 

In  the  diagnosis  and  classification  of  hypo- 
thyroidism, 1-131  studies  are  of  considerable 
value  particularly  when  repeated  after  TSH 
(Thyroid  stimulating  hormone)  stimulation.  1-131 
is  particularly  valuable  in  confirming  the  diag- 
nosis of  thyroiditis  and  of  thyrotoxicosis  factitia. 

1-131  is  generally  accepted  as  an  effective 
therapy  in  hyper-thyroidism.  While  there  is  still 
debate  as  to  the  precise  conditions  in  which  it 
should  be  used,  there  is  no  doubt  that  when 
used  judiciously,  a valuable  therapeutic  aid 
has  been  added  to  our  armamentarium. 

Mary  L.  Sussman,  M.D. 

« « 4 

At  the  present  time  there  are  two  isotopes 
which  are  available  for  use  in  Pima  County.  ; 
These  are  the  radioactive  phosphorus  and  radio-  > 
active  iodine. 

RADIOACTIVE  PHOSPHORUS 

It  is  well  known  that  radioactive  phosphorus 
is  the  treatment  of  choice  of  Polycythemia  Vera, 
having  been  likened  to  the  use  of  insulin  for 
Diabetes.  Usually  a single  dose  will  give  a 


Vol.  14,  No.  2 


Arizona  Medicine 


109 


remission  which  will  last  for  years.  Radioactive 
phosphorus  is  also  useful  in  the  treatment  of 
the  chronic  leukemias,  but  shows  no  usefulness 
whatsoever  in  the  acute  leukemias.  Diagnostical- 
ly there  is  little  use  of  radioactive  phosphorus, 
although  it  can  be  used  for  evaluation  of 
tumors  fairly  near  the  surface  of  the  anterior 
portion  of  the  eye,  and  is  also  useful  for  the 
localization  of  brain  tumors  at  surgery. 

Radioactive  phosphorous  may  be  administered 
either  orally  or  intravenously.  In  the  usual 
dosages  there  are  no  significant  signs  of  radia- 
tion sickness  or  toxicity.  Of  course,  overdosage 
may  produce  an  abnormal  blood  picture  due 
to  its  depressing  effect  upon  the  hematopoietic 
system. 

RADIOACTIVE  IDOINE 
Radioactive  iodine  is  of  course  rather  well 
known  for  its  use  in  diagnosis  as  well  as  treat- 
ment of  malfunctions  of  the  thyroid  gland. 

In  Pima  County  there  are  at  the  present  time 
only  two  sources  of  radioactive  isotopes.  Dr. 
James  Fritz  has  an  authorization  for  the  use  of 
radioactive  iodine  and  Dr.  Wesley  Fee  has  an 
authorization  for  the  use  of  radioactive  iodine 
and  radioactive  phosphorous. 

Wesley  S.  Fee,  M.D. 


NATIONAL  MEDICAL  FOUNDATION 
FOR  EYE  CARE 

NNOUNCEMENT  was  made  II/I5/56  of 
the  establishment  of  the  National  Medical  Foun- 
dation for  Eye  Care,  a non-profit  scientific  and 
educational  institution,  incorporated  in  New 
Jersey.  The  Foundation  has  been  organized  by 
ophthalmologists  of  the  country  to  provide 
American  ophthalmology  with  an  agency  to  pre- 
sent to  the  public  generally  and  to  fellow  phy- 
sicians pertinent  information  on  the  care  and 
treatment  of  the  eyes. 

Dr.  Ralph  O.  Rychener  of  Memphis  is  presi- 
dent of  the  Foundation;  Dr.  Edwin  Forbes  Tait 
of  Norristown,  Pa.,  vice  president,  and  Dr. 
Charles  E.  Jaeckle  of  East  Orange,  N.  J.,  secre- 
tary-treasurer. 

Members  of  the  Board  of  Trustees,  in  addi- 
tion to  the  above  named,  are  Dr.  Alson  E. 
Braley  of  Iowa  City,  Iowa;  Dr.  Frederick  C. 
Cordes  of  San  Francisco;  Dr.  Paul  Chandler  of 
Boston;  Dr.  J.  Spencer  Dryden  of  Washington, 
D.  C.;  Dr.  Harold  F.  Falls  of  Ann  Arbor,  Mich.; 
Dr.  Everett  L.  Goer  of  Houston;  Dr.  Erling  W. 


Hansen  of  Minneapolis;  Dr.  A.  D.  Ruedemann 
of  Detroit;  Dr.  Barnet  R.  Sakler  of  Cincinnati, 
and  Dr.  Derrick  Vail  of  Chicago. 

In  a special  statement  announcing  the  Foun- 
dation’s estabUshment,  Dr.  Rychener  declared: 
“American  ophthalmologists  have  long  recog- 
nized an  urgent  need  for  an  organization  whose 
principal  function  will  be  to  interpret  the  basic 
professional  and  scientific  standards  of  good 
eye  care  for  the  American  people,  both  to  our 
fellow  physicians  and  to  the  people  whom  we 
serve.” 

“The  National  Medical  Foundation  for  Eye 
Care  will  seek  to  serve  the  public  interest  by 
helping  the  people  to  understand  the  educa- 
tional qualifications  and  the  professional  func- 
tions of  physicians  specializing  in  ophthalmol- 
ogy, and  the  functions  of  related  technical  and 
ancillary  personnel  who  assist  them.  The  Foun- 
dation will  also  endeavor  to  keep  our  colleagues 
in  the  medical  profession  informed  concerning 
the  problems  confronting  ophthalmology  in  its 
efforts  to  fulfill  its  mission  as  a member  of  the 
team  of  recognized  medical  specialities  serving 
the  American  people.” 

Dr.  Rychener  revealed  that  the  Foundation  is 
now  enrolling  its  charter  membership,  and  he 
invited  all  ophthalmologists  and  other  phy- 
sicians interested  in  eye  care  to  become  charter 
members  of  the  Foundation. 

Applications  are  available  through  Dr. 
Charles  E.  Jaeckle,  secretary-treasurer,  at  136 
Evergreen  Place,  East  Orange,  New  Jersey.  The 
Foundation  will  establish  an  administrative  of- 
fice in  New  York  City  about  January  1st,  1957, 
and  will  also  make  available  an  Affiliate  Mem- 
bership for  persons  other  than  doctors  of  medi- 
cine who  are  interested  in  aiding  the  purposes 
of  the  Foundation,  Dr.  Rychener  announced. 

The  object  and  purpose  of  the  Foundation 
is  to  advance  the  public  welfare  by: 

1.  Gathering,  receiving,  assembling  and  study- 
ing information  relative  to  eye  care. 

2.  Fostering  and/or  engaging  in  investiga- 
tions and  research  in  all  aspects  of  eye  care. 

3.  Sponsoring  studies  of  educational,  socio- 
economic and  scientific  factors  affecting  eye 
care. 

4.  Issuing  reports  and  otherwise  disseminat- 
ing information  relative  to  eye  care  to  the 
general  public  and  to  members  of  the  medical 
profession  and  ancillary  workers. 
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5.  Promoting  the  conservation  of  vision  and 
the  prevention  of  blindness  through  the  wider 
dissemination  of  knowledge  of  the  eye,  its  de- 
fects, disfunctions  and  other  diseases  and  their 
relation  to  general  health. 

6.  Promoting  a more  effective  utilization  of 
the  scientific  knowledge  of  ophthalmology  and 
the  other  related  branches  of  medicine. 

7.  Generally  performing  any  act,  related  to 
the  foregoing,  designed  to  present  to  the  public 
generally  and  the  medical  profession,  all  perti- 
nent information  on  the  care  and  treatment  of 
the  eyes. 


ARIZONA  STATE  BOARD  OF 
PHARMACY 

1028  E.  McDowell  Rd. 

Phoenix,  Ariz. 

TREASURY  DEPARTMENT 
Bureau  of  Narcotics 
Washington  25 
Office  of 

Commissioner  of  Narcotics  December  4,  1956 

Mr.  E.  C.  Mason,  Secretary 

Arizona  State  Board  of  Pharmacy 

1028  East  McDowell  Road 

Phoenix,  Arizona 

Dear  Mr.  Mason: 

Reference  is  made  to  your  letter  of  Novem- 
ber 29,  1956,  requesting  to  be  advised  if  a 
pharmacist  may  fill  an  oral  prescription  for  a 
permitted  narcotic  drug  when  the  oral  prescrip- 
tion is  telephoned  by  the  doctor’s  nurse. 

The  Federal  statute  permitting  the  filling 
of  oral  prescriptions  for  narcotic  drugs  is  an 
exception  to  the  general  rule  which  requires 
a written  prescription  for  narcotic  drugs.  The 
statute  provides  that  in  lieu  of  a written  pre- 
scription, the  sale,  dispensing,  or  distribution 
may  be  made  by  a dealer  to  a consumer  upon 
oral  prescription  of  a duly  registered  physician, 
dentist,  veterinarian,  or  other  practitioner.  IN 
THE  OPINION  OF  THE  BUREAU  THAT 
REQUIRES  THE  PRACTITIONER  TO  TELE- 
PHONE THE  ORAL  PRESCRIPTION  TO 
THE  DRUGGIST  AND  DOES  NOT  PERMIT 
A NURSE  TO  DO  IT  FOR  THE  PHYSICIAN. 
Very  truly  yours, 

G.  W.  Cunningham 
Acting  Commissioner  of  Narcotics 


A.M.A.  GIVES  $5,000  TO 
HUNGARIAN  PHYSICIANS 

0 N THE  final  day  of  the  Seattle  session,  the 
Board  of  Trustees  announced  that  the  A.M.A. 
was  contributing  $5,000  to  Hungarian  physician 
refugees  in  Austria. 

The  $5,000  check  was  dispatched  immediately 
to  the  American  embassy  in  Vienna  with  in- 
struction to  turn  it  over  to  the  American  Aledical 
Society  in  Vienna. 

But  that  is  not  the  full  story. 

Within  24  hours  after  the  money  was  cabled 
a message  addressed  to  the  House  of  Delegates 
was  received  in  Seattle.  It  expressed  “profound 
thanks”  to  “every  member  of  the  House  of 
Delegates  from  the  300  Hungarian  refugee  doc- 
tors now  in  Austria.” 

Then,  in  a few  days,  came  a lengthy  letter 
from  Dr.  M.  Arthur  Kline,  executive  secretary 
of  the  American  Medical  Society  in  Vienna.  He 
thanked  the  A.M.A.  again  for  its  financial  help, 
and  then  painted  a gruesome  picture  of  a doc- 
tor’s life  during  the  revolutionary  days  in 
Hungary. 

“Every  hour,”  he  said,  “reports  are  being  re- 
ceived in  Vienna,  telling  us  of  the  constantly 
increasing  number  of  doctors  who  are  escaping 
across  the  border  and  applying  for  refugee 
status  in  Austria.  The  reason  for  this  panic- 
stricken  flight  is  that  the  A.V.O.  (Hungarian 
Gestapo  or  Secret  Police)  are  arresting  all  doc- 
tors in  Hungary  who  have  treated  injured 
Revolutionaries  and  who  did  not  report  the  de- 
tails, as  required  by  law.” 

It  was  of  course  impossible  for  the  doctors 
to  do  this,  the  letter  explained,  because  “the 
number  of  injured  was  so  numerous  that  most 
of  the  doctors  worked  around  the  clock,  trying 
to  cope  with  the  catastrophe.” 

Dr.  Kline’s  letter  added: 

“Practically  every  doctor  in  Vienna  has 
opened  his  home  to  a Hungarian  colleague  and 
his  family.  In  almost  all  cases,  the  Hungarians 
crossed  the  border  penniless  and  with  their 
families.  In  many  instances,  they  carried  their 
small  children  in  their  arms  for  distances  up  to 
200  miles.  . . . 

“In  addition  to  offering  their  homes,  the  Aus- 
trian doctors  have  all  responded  to  our  appeal 
by  raising  approximately  $8,000  to  meet  ex- 
penses in  caring  for  our  unfortunate  colleagues. 
Considering  the  average  income  of  the  Austrian 


Vol.  14,  No.  2 


Arizona  Medicine 


111 


physician,  this  sum  constitutes  a tremendous 
sacrifice.  Each  Hungarian  doctor  receives  the 
sum  of  500  shillings  (approximately  $20)  when 
he  first  registers  with  us  in  Vienna.  Our  $8,000 
was  exhausted  over  two  weeks  ago. 

“Medicine  is  a proud  profession  and  we  should 
particularly  care  for  our  own.  The  great  ma- 
jority of  Hungarian  refugees  are  workers  and 
laborers  and,  as  such,  they  will  experience  little 
difficulty  in  finding  work.  The  doctors,  how- 
ever, most  of  whom  speak  only  Hungarian,  are 
laturally  ti'emendously  handicapped  because  of. 
language  and  regulation  difficulties. 

“At  the  present  rate  of  refugee  doctors  pour- 
ng  into  Austria,  the  A.M.A.  sum  of  $5,000  will 
lot  last  more  than  five  days.  It  seems  that  we 
shall  be  required  to  assist  them  for  many  weeks 
ir  perhaps  months  to  come.” 

With  that  statement.  Dr.  Kline  appealed  for 
American  contributions.  His  address  is:  Dr.  M. 
Arthur  Kline,  Executive  Secretary,  The  Ameri- 
;an  Medical  Society,  11  Universitatsstrasse, 
/ienna  1,  Austria. 

At  the  same  time.  President  Ellsworth  Bunker 
)f  the  American  Red  Cross  in  Washington  sent 
L letter  to  A.M.A.  President  Murray,  asking 
loctors  to  contribute  generously  to  the 
>5,000,000  Red  Cross  fund  for  Hungarian  relief. 

“Because  of  your  organization’s  traditional 
;oncern  for  our  fellow-men  and  its  fine  record 
)f  support  for  humanitarian  causes,”  the  letter 
aid,  “I  urge  that  you  call  the  attention  of  your 
nembers  to  this  special  appeal.” 


FOUNDATION  ANNOUNCES 
$88,500  MORE  IN  GRANTS 

d 

) HICAGO  — Assistance  in  the  form  of  long- 
erm,  unsecured  loans  to  24  physicians  for  the 
istablishment  and  improvement  of  15  medical 
)ractice  units  was  announced  today  by  the  Sears- 
loebuck  Foundation. 

These  loans,  ranging  from  $1,000  to  $10,000, 
vere  made  under  the  Plan  of  Financial  As- 
istance  of  the  Foundation  and  are  part  of  an 
nnual  grant  to  a revolving  assistance  fund.  The 
oans  totaled  $88,500. 

The  15  loans  just  announced  go  to  physicians 
a Oregon,  Washington,  Southeastern  Kentucky, 
dinnesota,  California,  Mississippi,  Georgia, 
'lorth  and  South  Carolina,  southern  Florida, 
Jew  York,  Rhode  Island,  and  a suburban  area 
if  New  Haven,  Connecticut. 


The  Foundation  made  the  first  grant  available 
in  1955.  With  today’s  announcement  a total  of 
$261,000  has  been  granted  in  36  loans  to  52 
physicians  in  18  states.  Thus  far  the  majority 
of  loans  of  assistance  have  gone  to  two  types 
of  physicians:  graduating  interns  just  establish- 
ing themselves  in  areas  of  medical  need,  and 
established  physicians  located  in  small  com- 
munities, rural  and  suburban  areas  whose 
medical  facilities  are  so  inadequate  it  is  neces- 
sary to  rebuild  in  order  to  provide  decent 
medical  care. 

Theodore  V.  Houser,  president  of  the  Foun- 
dation, also  announced  that  applications  are 
now  being  received  for  consideration  during  the 
first  half  of  1957  when  approximately  $72,500 
will  be  available  for  additional  loans.  Applica- 
tions received  prior  to  April  1st  will  be  processed 
no  later  than  June  15th.  Physicians  desiring  to 
apply  should  have  their  plans  well  developed 
so  that  proper  evaluation  may  be  made.  Ap- 
plications may  be  obtained  from  state,  county 
or  city  medical  societies. 

The  purpose  of  this  plan  is  to  help  physicians 
supplement  personal  and  local  financing  which 
is  inadequate  to  cover  the  entire  cost  of  build- 
ing, remodeling,  equipping  or  establishing  a 
medical  practice.  The  Foundation  hopes  to  be 
of  aid  in  improving  medical  distribution  and 
medical  facilities  in  areas  where  there  is  a 
shortage  of  physicians  and  inadequate  facilities 
exist. 

The  Foundation  administers  the  plan,  while 
the  screening  and  actual  selection  of  applicants 
is  done  by  a 17  member  Advisory  Board  of 
leading  physicians  from  all  sections  of  the 
country  named  by  the  Board  of  Trustees  of  the 
American  Medical  Association. 


RECENT  ADVANCES  IN 
NEUROSURGERY 

By  Charles  W.  Elkins,  M.D. 

T HE  AMERICAN  Academy  of  Neurological 
Surgery  convened  for  its  eighteenth  annual 
meeting  at  the  Camelback  Inn,  Phoenix,  on 
November  8th,  9th,  and  10,  1956.  More  than 
one  hundred  members  and  guests,  from  this 
country  and  Canada,  attended  the  meetings  and 
exchanged  ideas  on  many  subjects,  both  clinical 
and  experimental. 
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Sections  of  the  meetings  were  devoted  to 
problems  such  as  embryology,  physiology  and 
surgery  of  the  hypophysis;  neurosurgery  in 
children  with  special  emphasis  on  newer  meth- 
ods for  control  of  hydrocephalus;  improvements 
of  technic,  diagnostic  procedures  and  instru- 
ments; surgery  for  psychomotor  epilepsy,  and 
hypothermia  and  its  role  in  protection  of  the 
brain  from  anoxia  in  the  surgery  of  vascular 
lesions.  A portion  of  the  meeting  was  devoted 
to  a general  discussion  of  neurosurgical  training 
programs. 

Reviewing  each  valuable  contribution  must 
be  reserved  for  other  publications  and  many 
will  be  published  independently.  It  is  hoped, 
however,  that  the  succeeding  paragraphs  will 
present  the  highlights  and  demonstrate  the  scope 
of  this  meeting. 

It  is  now  generally  agreed  that  surgery  of 
the  pituitary  gland  has  lost  many  of  its  hazards 
with  proper  preparation  and  postoperative  treat- 
ment of  the  patient  with  ACTH  and  Cortisone. 
While  Hypophysectomy  for  metastatic  breast 
carcinoma  is  still  in  the  clinical  experimental 
stage  certain  conclusions  may  be  drawn  from 
the  experience  of  several  clinics.  Generally, 
the  procedure  is  most  effective  in  prolonging 
life  and  arresting  lesions  after  bilateral  ooph- 
orectomy in  the  premenopause  patient.  Sub- 
stitution therapy  with  Pitressin  and  whole 
pituitary  seems  to  be  effective  in  controlling 
diabetes  insipidus  and  pituitary  deficiency  after 
severing  the  pituitary  stalk  and  performing  total 
hypophysectomy. 

The  treatment  of  communicating  hydro- 
cephalus in  children  has  been  a difficult  prob- 
lem over  many  years.  Shunts  from  the  sub- 
arachnoid space  into  practically  every  body 
cavity  have  been  devised  as  a means  of  dis- 
posing of  cerebral  spinal  fluid  which  is  not 
absorbed  in  sufficient  amounts  thru  normal 
venous  arachnoid  channels.  It  has  been  thought 
that  if  cerebral  spinal  fluid  could  be  directed 
into  a venous  channel,  it  would  most  closely 
approach  the  physiological  method  of  absorp- 
tion. Recently  and  experimentally,  the  lateral 
cerebral  ventricle  has  been  drained  into  the 
right  cardiac  auricle  thru  the  common  facial 
vein  and  internal  jugular  vein.  A sleeve  valve 
in  the  plastic  catheter  prevents  regurgitation 
of  venous  blood.  Many  believe  that  if  the 
devastating  process  of  progressive  communicat- 
ing hydrocephalus  can  be  arrested  for  a time. 


normal  absorptive  mechanisms  may  be  initiated. 

Psychomotor  epilepsy  with  or  without  grand 
mal  seizures  has  been  successfully  treated  by 
surgical  removal  of  portions  of  the  temporal 
lobe  in  several  clinics  and  at  the  Arizona  State 
Hospital.  Cortical  electroencephalography  is 
most  useful  in  determining  the  amount  of 
temporal  lobe  tissue  to  be  surgically  ablated. 
The  best  results  seem  to  be  obtained  in  those 
cases  of  observable  disease  of  the  lobe,  par- 
ticularly when  there  are  atrophic  areas  present 
secondary  to  birth  trauma. 

Hibernotherapy  or  hypothermia  and  its  role 
in  protecting  the  central  nervous  system  against 
the  effects  of  anoxia,  has  created  nation  wide 
interest  both  in  the  laboratory  and  in  the  operat- 
ing room.  Much  experimental  work  is  being 
done  and  clinical  application  has  yielded  en- 
couraging results.  The  prize  winning  essay 
demonstrated  that  with  hypothermia,  the  usual 
cerebral  infarct  did  not  occur  following  ligation 
of  the  middle  cerebral  artery  in  dogs.  It  is 
thought  that  lowered  metabolism  of  the  brain 
under  hypothermia  decreases  oxygen  require- 
ment of  cerebral  tissue  and  permits  otherwise 
insufficient  collateral  circulation  to  be  adequate. 
If  this  is  proven  to  be  a physiological  fact,  it 
carries  tremendous  implications  in  the  future 
treatment  of  cerebral  vascular  disease  and  the 
effects  of  occlusive  cerebral  arterial  disease. 
Clinically,  at  the  present  time,  hypothermia 
offers  the  neurosurgeon  a greater  length  of  time 
in  his  operative  approach  to  cerebral  aneurysms 
and  arterial-venous  malformations.  The  brain 
may  be  rendered  avascular  by  temporary  oc- 
clusion of  both  carotid  and  both  vertebral 
arteries  for  up  to  twelve  minutes  while  the 
lesion  is  being  attacked  in  a bloodless  field. 
Apparently  the  time  honored  concept  if  ir- 
reversible brain  damage  following  five  minutes 
of  anoxia  must  be  altered. 

Training  programs  for  the  future  neurosur- 
geons are  being  surveyed  and  concepts  are 
changing.  It  is  recognized  that  this  specialty 
is  now  being  practiced  in  small  communities 
and  that  only  a few  neurosurgeons  will  have 
the  opportunity  to  gather  large  series  of  surgical 
cases  in  any  given  category.  The  training  pro- 
grams must  now  be  adjusted  to  the  situation 
and  more  attention  focused  on  the  preparation 
of  the  trainee  to  handle  more  diversified  prob- 
lems in  the  fields  of  medical  and  surgical 
neurology. 
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The  meetings  were  dynamic  and  all  who 
ittended  and  participated  departed  with  praise 
or  the  organization.  It  is  hoped  that  the  Ameri- 
can Academy  of  Neurological  Surgeons  will 
eturn  to  Arizona. 


lESUME  OF  WESTERN  ORTHOPEDIC 
MEETING 

By  Alvin  L.  Swenson,  M.  D. 

HE  TWENTIETH  Annual  Meeting  of  the 
A^estern  Orthopedic  Association  was  held  in 
i^hoenix . at  the  Arizona  Biltmore  Hotel  from 
October  31  to  November  3.  It  was  considered 
i very  excellent  meeting  by  the  300  or  more 
crthopedic  surgeons  from  the  western  states. 

The  meeting  got  underway  at  noon  on  Oc- 
ober  31  with  a short  business  meeting.  The 
cientific  session  started  later  that  afternoon, 
ind  the  first  two  papers  were  on  back  pain. 
Dr.  Mensor  of  San  Francisco  read  a paper 
entitled  “Mobility  Studies  of  the  Lower  Lumbar 
!pine  in  Relation  to  Low  Back  Pain”.  Dr.  Wiltse 
)f  Long  Beach  had  a paper  on  “The  Etiology 
)f  Spondylolisthesis”.  There  was  quite  a discus- 
ion  about  the  whole  low  back  syndrome  in 
eonnection  with  these  two  papers.  Dr.  John 
looper  of  Honolulu  read  a paper  to  bring  out 
he  unusual  relationship  between  the  coracoid 
irocess  and  the  clavicle  in  some  cases  and 
he  occasional  presence  of  a pseudarthrosis  in 
his  region  to  be  the  cause  of  shoulder  pain, 
rhe  last  paper  on  the  opening  afternoon  was 
)y  Dr.  Bertram  Krouse,  Ph.D.  of  the  Depart- 
nent  of  Anthropology  of  the  University  of  Ari- 
:ona,  and  his  subject  matter  was  the  high  in- 
cidence of  congenital  dislocations  of  the  hip 
imong  the  Fort  Apache  Indians. 

The  next  morning  an  entirely  new  type  of 
program  arrangement  was  carried  out.  This  pro- 
gram was  carried  out  at  a breakfast  round- 
able  discussion.  The  subject  was  generally  the 
econstruction  of  hips,  and  Carrol  B.  Larson, 
D.,  Professor  of  Orthopedic  Surgery  at  the 
Jniversity  of  Iowa  was  the  moderator.  Papers 
vere  presented  by  Dr.  Nash  and  Dr.  Kirk 
Anderson  of  Seattle  and  by  Dr.  Urist  of  Los 
Angeles.  These  papers  covered  follow-up  studies 
hin  protheses  and  cup  arthroplasties  of  the 
lin.  Dr.  Larson  then  summarized  all  of  the 
indings  and  discussed  reconstructive  surgery 
ibout  the  hip  and  outlined  a method  of  testing 
lins  and  evaluating  them,  both  from  the  pa- 
rent’s standpoint  and  from  the  doctor’s  stand- 


point, both  before  and  after  reconstructive  sur- 
gery. Since  the  hip  is  a major  weight  bearing 
joint,  very  frequently  only  a small  amount  of 
improvement  is  appreciated  by  the  patient. 

The  rest  of  that  morning  session  was  taken 
up  with  a number  of  papers  on  bone  tumors. 
Some  discussion  ensued  regarding  the  possible 
relationship  of  a single  trauma  and  subsequent 
cancerous  lesions  in  bones.  Infections  of  bones 
were  the  general  group  of  papers  that  followed 
and  specifically  for  joint  tuberculosis,  the  best 
results  were  obtained  by  the  use  of  drug  therapy 
and  early  surgery.  Drs.  Kortner  and  Schwartz- 
mann  of  Tucson  gave  an  interesting  paper  on 
“Bone  Lesions  in  Disseminated  Coccidioidmy- 
coses”.  This  subject  was  particularly  interesting 
to  all  of  the  members  since  this  condition  is 
quite  prevalent  in  the  southwestern  part  of  the 
country,  as  compared  to  other  regions. 

The  second  morning  another  breakfast  round- 
table discussion  was  carried  out.  The  subject 
of  this  discussion  was  “Neck  Pain”.  Cervical 
strain  and  occipital  neuritis  as  well  as  peripheral 
neuropathy  was  discussed.  Following  the  break- 
fast round-table  discussion,  the  general  results 
of  some  amputations  were  brought  up.  Dr. 
Mazet  of  Los  Angeles  gave  a paper  on  the 
study  of  the  results  of  cenoplasty,  and  Dr.  J. 
Warren  White  of  Honolulu  gave  a paper  on 
the  self-contained  below  the  knee  amputation 
prosthesis.  The  rest  of  the  morning  then  was 
turned  over  to  the  residents  of  orthopedic 
services  in  various  western  hospitals.  Dr. 
Clausen  of  the  San  Francisco  City  Hospital 
gave  an  excellent  paper  on  “Subcapital  Fractures 
of  the  Femoral  Neck  and  all  of  the  Difficulty 
That  Can  Be  Encountered  With  Such  Frac- 
tures”. He  particularly  pointed  out  the  pos- 
sibility of  delayed  aseptic  necrosis  and  the 
relatively  high  percentage  - of  non-unions  that 
might  occur.  Dr.  Wesley  Hunter  of  the  Uni- 
versity of  California  Medical  Center  in  San 
Francisco  gave  a paper  to  outline  the  treat- 
ment of  “Solitary  Bone  Cysts”.  He  again  pointed 
out  the  likelihood  of  recurrences  in  younger 
children  when  the  lesion  was  close  to  the 
epiphysis  and  the  difficulty  of  getting  a com- 
plete cure  even  with  the  most  meticulous  bone 
grafting  methods.  Two  other  papers  were  pre- 
sented by  Dr.  Kernahan  of  tbe  Childrens  Hos- 
pital in  Salt  Lake  City,  Utah  and  Dr.  Nore 
of  the  U.  S.  Naval  Hospital  in  Oakland,  Cali- 
fornia. The  subjects  of  these  papers  were  “Cor- 
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relation  of  Femoral  Anteversion  With  Re-dis- 
location  of  Congenital  Hips”,  and  the  second 
one  was  the  discussion  of  “Neuroma  in  Clinical 
Orthopedics”. 

The  final  morning  was  taken  up  by  two  papers 
on  cerebral  palsy,  and  these  papers  merely 
outlined  the  existing  knowledge  on  the  types 
of  athetosis  and  the  significance  of  some  of 
the  primitive  reflexes  that  are  seen  in  cerebral 
palsy.  Other  papers  that  morning  dealt  with 
the  treatment  of  isolated  fractures  of  the  greater 
trochanter  as  well  as  the  more  complicated 
intertrochanteric  fractures.  This  paper  about 
intertrochanteric  fractures  was  a study  of  the 
treatment  of  such  fractures  at  the  Denver  Gen- 
eral Hospital  and  was  read  by  Dr.  Olshausen 
of  Boulder,  Colorado.  A plea  for  the  use  of 
safety  belts  in  modern  cars  was  well  covered 
by  Dr.  Stanley  Sell  of  Idaho  Falls,  Idaho.  With 
the  use  of  safety  belts,  it  is  possible  to  reduce 
the  number  of  fatal  injuries  and  serious  injuries 
from  car  accidents.  The  final  paper  was  given 
by  Dr.  Robert  Bingham  of  Riverside,  California 
who  discussed  hot  mineral  baths  in  the  treat- 
ment of  orthopedic  patients  and  discussed  some 
general  physical  therapy  measures. 

Dr.  Lytton-Smith  was  the  President  of  the 
Western  Orthopedic  Meeting  and  was  respon- 
sible for  the  excellent  meeting  that  was  put 
on  and  the  fine  way  that  it  was  handled.  Dr. 
Schwartzmann  had  arranged  all  of  the  scientific 
papers,  and  he  certainly  had  done  an  excellent 
job.  Other  members  had  worked  equally  hard 
at  getting  out  a most  unusual  and  excellent 
program  booklet.  This  program  booklet  con- 
tained many  color  photos  of  Arizona  scenes,  and 
all  of  them  had  been  taken  from  and  donated 
by  the  Arizona  Highways  magazine.  All  of  the 
local  arrangements,  including  the  golf  tourna- 
ment, the  social  events  and  many  other  activities 
during  the  convention,  had  been  ably  handled 
by  other  members  of  the  Arizona  Orthopedic 
Group  which  put  on  the  program.  A special 
thanks  should  be  extended  to  all  of  the  wives 
of  the  orthopedic  surgeons  in  Phoenix  who 
spent  many  hours  helping  carry  out  the  func- 
tions of  registration  and  helping  organize  many 
of  the  social  events.  The  Arizona  Group  of 
Orthopedic  Surgeons  hope  that  they  can  get 
the  Western  Orthopedic  Association  to  return 
for  a second  meeting  in  Phoenix  within  the 
next  few  years. 


^ jj- lit  live 


1957  ANNUAL  MEETING 
APRIL  10-13,  1957 

Introducing  Albert  c.  Bower,  m.d.,  of 

Pasadena,  California. 

Doctor  Bower  is  Clinical  Professor  of  Medi- 
cine at  the  University  of  Southern  California 
and  also  at  the  College  of  Medical  Evangelists. 
He  is  Chief  Physician  in  Communicable  Dis- 
eases Unit  at  the  Los  Angeles  County  General 
Hospital.  In  World  War  I,  he  was  Captain 
in  the  Medical  Corps,  Regular  Army;  in  World 
War  II,  Captain  in  the  Medical  Corps,  United 
States  Naval  Reserve,  retiring  as  such  there- 
after. He  is  Past  President  (1939)  of  the  Holly- 
wood Academy  of  Medicine;  member  of  the 
Los  Angeles  Academy  of  Medicine;  Fellow 
A.A.A.S.  and  Life  Fellow  A.C.P.;  Consultant 
to  Hollywood  Presbyterian,  Huntington  Me- 
morial, Burmingham  Veteran’s,  St.  Luke’s,  St. 
Joseph’s,  Glendale  Memorial  and  Glendale 
Sanitarium  hospitals.  Doctor  Bower  is  also 
author  of  two  books  and  numerous  papers. 


Albert  G.  Bower,  M.D. 

1 NTRODUCING  Philip  Thorek,  M.D.,  of 
Chicago,  Illinois. 

Doctor  Thorek  was  born  in  1906  and  gradu- 
ated from  the  University  of  Illinois  College  of 
Medicine,  receiving  his  doctor  of  medicine  de- 
gree in  1931.  He  is  Clinical  Associate  Professor 
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Philip  Thorek,  M.D. 


of  Surgery,  University  of  Illinois;  Professor  of 
Surgery,  Cook  County  Graduate  School  of 
Medicine;  Diplomate,  American  Board  of  Sur- 
gery; Fello'w,  American  College  of  Surgery; 
Fellow,  International  College  of  Surgeons;  Fel- 
low, American  Association  of  Chest  Physicians; 
American  Board  of  Anatomists;  Sigma  Xi; 
Honorary  Fellow,  American  Association  of  Gen- 
eral Practice.  He  is  author  of  the  following 
books:  “Anatomy  in  Surgery”,  “Diseases  of  the 
Esophagus”,  “Diagnosis  in  Surgery”.  Doctor 
Thorek  is  also  the  maker  of  medical  films  total- 
ling a library  of  68  subjects,  which  are  made 
available  to  the  medical  profession. 


5,000  FAMILY  PHYSICIANS  TO 
ATTEND  MARCH  25-28  MEETING 
IN  ST.  LOUIS 

K/^NSAS  city,  MO.-More  than  5.000  of  the 
nation’s  family  physicians  will  attend  the  Ninth 
Annual  American  Academy  of  General  Practice 
Scientific  Assembly,  March  25-28,  1957,  in  Kiel 
Auditorium,  St.  Louis,  Mo. 

The  record-shattering  attendance  was  today 
predicted  by  Mac  F.  Cahal,  the  Academy’s 
executive  secretary  and  general  counsel.  Each 
of  the  past  four  meetings  has  successively  estab- 
lished a new  attendance  record. 

During  the  four-day  scientific  meeting,  the 
doctors  will  hear  outstanding  speakers  discuss 


important  subjects  including  infertility,  polio 
vaccination,  and  the  “neglected”  pediatric  areas, 
the  eyes,  ears,  and  feet.  They  will  visit  60 
scientific  and  260  technical  exhibits. 

Dr.  I.  S.  Ravdin,  professor  of  surgery  at  the 
University  of  Pennsylvania,  will  moderate  a 
panel  discussion  of  pre-  and  post-operative  care. 
Dr.  Philip  Thorek,  associate  professor  of  surgery 
at  the  University  of  Illinois  and  professor  of 
surgery  at  Cook  County  Graduate  School  will 
discuss  “Intestinal  Obstruction.”  Three  other 
surgeons  will  highlight  advances  in  vascular, 
thoracic,  and  neurosurgery.  One  afternoon  will 
be  devoted  to  a review  of  procedures  that  assure 
birth  of  “healthy  babies”  from  “well  mothers.” 
This  subject  is  important  to  family  physicians 
who  currently  deliver  85  per  cent  of  the  na- 
tion’s children. 

The  Academy’s  policy-making  Congress  of 
Delegates  will  convene  at  2 p.m.,  Saturday, 
March  23.  All  sessions  of  the  Congress  and 
many  social  functions  will  be  held  in  the 
Sheraton- Jefferson  hotel. 

Wednesday  evening,  March  27,  following  in- 
duction ceremonies  for  Academy  President-elect 
Malcom  E.  Phelps,  El  Reno,  Oklahoma,  more 
than  3,000  guests  will  attend  a President’s  re- 
ception and  dance  honoring  J.  S.  DeTar,  M.D., 
Milan,  Mich.,  president  of  the  Academy. 

SECTIONAL  MEETING  ACS 

S URGEONS  from  the  western  and  north- 
western states  and  Canada  will  participate  in  a 
three-day  Sectional  Meeting  of  the  American 
College  of  Surgeons  in  Seattle,  Washington, 
February  28,  March  1 and  2,  at  The  Olympic 
Hotel.  Practical  surgical  problems  will  be  dis- 
cussed by  a group  of  distinguished  surgeon- 
teachers  at  this  meeting,  which  is  open  to  all 
medical  representatives. 

Dr.  Henry  H.  Harkins,  Professor  and  Ex- 
ecutive Officer,  Department  of  Surgery,  Uni- 
versity of  Washington  School  of  Medicine,  is 
Chairman  of  the  local  Advisory  Committee  on 
Arrangements  for  this  meeting. 

The  three-day  program  of  concentrated  pres- 
entations will  include  panel  discussions,  sym- 
posia, scientific  papers,  and  new  surgical  motion 
pictures. 

George  A.  Falkner,  Walla,  Walla,  President 
of  the  Washington  Chapter  of  the  College,  will 
preside  over  the  Dinner  program  on  the  evening 
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of  Wednesday,  February  27.  Speakers  will  be 
F.  John  Lewis,  Minneapolis,  on  the  topie  “A 
Super-Radieal  Mastectomy  for  Carcinoma  of  the 
Breast”  and  Paul  R.  Hawley,  The  Director, 
ASC,  on  “The  Position  of  the  College  Upon 
Current  Problems  of  Medical  Practice.” 

The  preliminary  program  includes  the  fol- 
lowing speakers  and  topics: 

Thursday  morning,  February  28 
Cardiac  Arrest.  K.  ALVIN  MERENDINO, 
Seattle. 

Priorities  for  Surgical  Treatment  in  Mass  Dis- 
asters. COL.  JOSEPH  R.  SHAEFFER. 

The  Use  of  Skin  Grafts  in  Treatment  of  Acute 
Hand  Injuries.  MORRIS  J.  DIRSTINE. 
Symposium  on  Amputations:  ERNEST  M. 

BURGESS,  Seattle,  Leader,  DEAN  K. 
CRYSTAL,  FAULKNER  A.  SHORT. 
Ophthalmology  Symposium  — Surgical  Path- 
ology of  Special  Interest  to  the  Ophthalmolo- 
gist. LEONARD  CHRISTENSEN,  LEVON 
K.  GARRON,  A.  RAY  IRVINE,  JR. 
TRAUMA  LUNCHEON,  12:30-2  p.m. 

Thursday  afternoon 
DR.  BURGESS  presiding: 

Trauma  Symposium.  ROBERT  A.  WISE,  FRED 
J.  JARVIS,  KENNETH  E.  LIVINGSTON, 
ALLEN  M.  BOYDEN,  ROLAND  D.  PINK- 
HAM,  FRANK  P.  PATTERSON. 

DR.  HERBERT  E.  COE,  Seattle,  presiding: 
Symposium  on  Hypothermia  in  Cardiac  Sur- 
gery. J.  CARTER  CALLAGHAN,  FRANK  L. 
GERBODE,  F.  JOHN  LEWIS. 

Friday  morning 

Antibiotics  in  Surgery.  LT.  COL.  EDWIN  J. 
JULASKI. 

Some  Observations  on  the  Treatment  of  Varicose 
Veins  and  Stasis  Ulcers.  G.  LESLIE  WIL- 
LOX. 

Indications  for  Duodenostomy  in  Common  Duct 
Surgery.  HORACE  J.  McCORKLE. 
Significance  of  Lower  Abdominal  Pain  as  a 
Symptom  in  Gynecology.  ARTHUR  B.  NASH. 
Surgical  Stress  Response  — When  is  it  Normal, 
and  When  Should  it  be  Treated?  JAMES  D. 
HARDY. 

Friday  afternoon 

2-3:25,  RALPH  H.  LOE,  Seattle,  presiding: 
Cancer  Symposium.  H.  MASON  MORFIT, 
CLARENCE  V.  HODGES,  ORLISS  WILD- 
ERMUTH,  HARVEY  W.  BAKER. 

3:30-5:00  p.m.  CHARLES  D.  KIMBALL,  Seattle, 


presiding: 

Panel  — Incontinence  in  the  Female.  HOWARD 
C.  STEARNS,  ROBERT  J.  JOHNSON,  ROY 
L.  SWANK,  TATE  MASON,  R.  PHILIP 
SMITH. 

The  Saturday  half-day  session  will  feature  films 
and  two  panel  discussions,  JOEL  W.  BAKER, 
Seattle,  presiding: 

Panel  — Vascular  Grafts  vs.  Endarterectomy. 
HENRY  N.  HARKINS,  WILEY  F.  BARKER, 
EDWIN  J.  WYLIE,  JACK  A.  CANNON. 
Panel  — Biliary  Tract  Surgery.  H.  ROCKE 
ROBERTSON,  E.  A.  BOYDEN,  CARL  P. 
SCHLICKE,  WILLIAM  E.  HUTCHINSON, 
JOEL  W.  BAKER. 

Inquiries  about  Sectional  Meetings  may  be 
addressed  to  Dr.  H.  Prather  Saunders,  As- 
sociate Director,  American  College  of  Surgeons, 
40  East  Erie  Street,  Chicago  11,  Illinois. 


International  College  of  Surgeons 
To  Hold  Tenth  International  Congress 
In  Mexico  City,  February  24-28 

The  international  college  of  Surgeons 

extends  a cordial  invitation  to  all  physicians, 
medical  personnel  and  their  friends  to  attend 
its  Tenth  International  Congress  in  Mexico 
City,  February  24-28. 

The  meeting  is  being  held  at  the  invitation 
of  His  Excellency,  Don  Adolfo  Ruiz  Cortines, 
President  of  Mexico.  It  will  combine  an  excel- 
lent scientific  program  by  outstanding  surgeons 
of  the  world  with  an  opportunity  to  enjoy  the 
show  places  of  Mexico. 

Four  days  will  be  devoted  to  the  scientific 
program,  to  be  presented  at  the  University  of 
Mexico.  This  will  cover  all  phases  of  surgery. 
Blocks  of  rooms  have  been  set  aside  in  Mexico 
City’s  finest  hotels  for  those  attending.  Social 
functions  have  been  scheduled.  For  those  who 
wish  to  see  something  of  the  country,  two 
post-congress  tours  have  been  arranged. 

In  view  of  the  large  attendance  which  is 
expected,  and  the  shortness  of  time,  reservations 
should  be  made  at  once.  To  simplify  the  making 
of  arrangements,  the  International  Travel  Serv- 
ice, Inc.,  Palmer  House,  Chicago  3,  111.,  has 
been  chosen  to  handle  registrations  for  the 
congress,  hotel  reservations  and  travel.  In- 
quiries for  further  information  should  be  di- 
rected to  the  International  Travel  Service,  Inc. 
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SYMPOSIUM  TO  DISCUSS 
"FATS  IN  HUMAN  NUTRITION" 

C HICAGO  — “Fats  in  Human  Nutrition”  will 
be  discussed  in  a symposium  to  be  held  March 
15  in  the  Louisiana  State  University  audi- 
torium, New  Orleans,  under  the  sponsorship  of 
the  American  Medical  Association’s  Council  on 
Foods  and  Nutrition. 

Cooperating  in  presenting  the  symposium  will 
be  the  Orleans  Parish  Medical  Society,  the 
New  Orleans  Graduate  Medical  Assembly,  the 
School  of  Medicine  of  Louisiana  State  Uni- 
versity, and  the  Tulane  University  School  of 
Nutrition. 

Speakers  will  include  outstanding  men  in 
nutrition,  biochemistry,  pediatrics,  heart  dis- 
ease, and  other  allied  fields. 

Special  emphasis  will  be  on  fats,  cholesterol, 
and  atherosclerosis,  according  to  Dr.  Philip  L. 
White,  secretary  of  the  Council  on  Foods  and 
Nutrition.  The  meeting  is  especially  planned 
for  general  practitioners  and  other  physicians, 
nutritionists,  educators,  home  economists,  and 
others  interested  in  nutrition. 

Speakers  and  their  topics  will  be: 

Dr.  L.  Emmet  Holt,  Jr.,  director  of  the  de- 
partment of  pediatrics.  New  York  University 
School  of  Medicine,  “Dietary  fat  — its  role  in 
nutrition  and  human  requirements.” 

Dr.  Donald  S.  Frederickson,  clinical  associate. 
National  Heart  Institute,  National  Institutes  of 
Health,  Bethesda,  Md.,  “Biochemical  aspects 
of  fat,  cholesterol  and  lipoprotein  metabolism 
of  importance  in  clinical  medicine.” 

Dr.  W.  Stanley  Hartroft,  chairman  of  the 
department  of  pathology,  Washington  Uni- 
versity, St.  Louis,  Mo.,  “Pathologic  lesions  re- 
lated to  disturbances  of  fat  and  cholesterol 
metabolism  in  man.” 

Ancel  B.  Keys,  Ph.D.,  director  of  the  labora- 
tory of  physical  hygiene.  University  of  Min- 
nesota, “Epidemiological  studies  of  diet,  blood 
lipids  and  atherosclerosis.” 

Dr.  Edward  H.  Ahrens,  Jr.,  associate  phy- 
sician at  the  Bockefeller  Institute  Hospital, 
New  York.  “Metabolic  studies  of  relationships 
between  dietary  fat  and  serum  lipid  levels.” 

Dr.  Frederick  J.  Stare,  head  of  the  depart- 
ment of  nutrition.  Harvard  school  of  public 
health,  and  associates,  “Therapeutic  implica- 


tions of  nutritional  studies  relating  to  serum 
lipids  and  atherosclerosis.” 

Chairman  for  the  afternoon  session  on  ath- 
erosclerosis will  be  Dr.  George  E.  Burch,  pro- 
fessor and  head  of  the  department  of  medi- 
cine, Tulane  University. 

The  presentations  will  be  followed  by  a dis- 
cussion session  among  the  speakers  and  phy- 
sicians and  scientists  from  the  New  Orleans 
area.  The  discussion  also  will  be  opened  to  the 
audience. 

The  American  Academy  of  General  Practice 
is  offering  six  hours  of  credit  in  category  one 
to  members  of  the  Academy  who  attend  the 
symposium. 

Those  interested  in  attending  may  get  further 
information  by  writing  the  Council  on  Foods 
and  Nutrition,  American  Medical  Association, 
535  North  Dearborn,  Chicago  10,  111. 


Medical  Societies  may  arrange  for  showings 
of  “The  Medical  Witness”  through  the  film 
library  of  the  A.M.A.  Headquarters,  535  North 
Dearborn  Street,  Chicago,  Illinois. 

D.W.N. 
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•aoh  ooatad  tablet: 

Phenacetin  (3  gr.) 104-.O  mg. 

Acetylsallcylio  Acid  (2V&  gr.)  • 162.0  mg. 
Phenobarbital  (U  gr.)  . . • • 16.2  mg. 
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The  Case  History  in  this  discussion  is  selected 
from  the  Case  Records  of  the  Massaehusetts  Gen- 
eral Hospital,  and  reprinted  from  the  New  England 
Journal  of  Medicine.  The  discussant  under  Differ- 
ential Diagnosis  is  a member  of  the  staff  of  the 
Massachusetts  General  Hospital.  The  other  dis- 
cussants are  members  of  the  Phoenix  Clinical  Club. 


MASSACHUSETTS  GENERAL 
HOSPITAL 

PRESENTATION  OF  CASE  41291 

A SEVENTY-ONE-YEAR-OLD  retired  ac- 
countant entered  the  hospital  complaining  of 
indigestion. 

Fifty  years  before  admission  while  in  Puerto 
Rico  the  patient  had  a “tropical  complaint” 
characterized  by  indigestion  and  midepigastric 
distress.  Since  that  time  at  irregular  intervals 
he  had  experienced  attacks  of  postprandial 
epigastric  distress.  These  came  on  almost  im- 
mediately after  meals,  were  not  related  to  any 
particular  food,  to  position  or  to  exertion  but 
did  follow  excessive  eating  and  drinking  of 
alcohol.  Relief  was  obtained  by  fasting  or 
dieting  or  by  abstaining  from  alcohol.  There 
was  no  associated  nausea,  vomiting  or  melena. 
He  never  consulted  a physician  or  took  medi- 
cine. Two  or  three  months  before  entry  the 
distress  became  more  severe  and  frequent  to 
the  point  where  it  occurred  after  every  meal 
and  sometimes  lasted  until  the  next  one.  It  was 
gnawing  in  nature,  and  did  not  radiate.  He  was 
treated  by  his  family  physician  with  a bland 
diet,  belladonna  and  “white  tablets”  with  only 
temporary  relief.  A gastrointestinal  series  and 
two  barium-enema  examinations  were  said  to 
have  been  negative.  Three  stool  benzidine  tests 
were  positive.  His  appetite  declined  markedly, 
and  he  became  progressively  weaker.  During 
the  six  months  before  admission  he  lost  35 
pounds.  Shortly  before  admission  the  pain  be- 
came unremitting,  and  partial  relief  was  ob- 
tained only  by  lying  down.  With  the  recent 
increase  in  pain  the  patient  noted  the  onset  of 
slight  itching  of  the  back,  which  was  not 
accompanied  by  jaundice  or  a rash.  It  gradually 
increased  in  intensity  so  that  it  interfered  with 
sleep. 


The  patient  admitted  to  having  consumed  as 
much  as  1 pint  of  whisky  a day  in  the  past, 
but  now  limited  the  intake  to  Vz  pint  a week. 

The  temperature  was  98.6°  F.,  the  pulse  80, 
and  the  respirations  18.  The  blood  pressure  was 
110  systolic,  60  diastolic. 

Physical  examination  revealed  a small,  alert, 
cachectic  man.  The  chest  was  increased  in  an- 
teroposterior diameter  and  was  hyperresonant; 
expirations  were  prolonged.  The  heart  sounds 
were  distant  and  a Grade  1 apical  systolic  mur- 
mur was  heard  at  the  apex.  The  liver  was 
palpable  3 finger  breaths  below  the  right  costal 
margin.  Its  edge  was  slightly  tender,  firm  and 
smooth.  The  prostate  was  slightly  enlarged  and 
firm.  There  was  phlebitis  and  edema  of  the  left 
leg. 

Urinalysis  was  negative.  Examination  of  the 
blood  revealed  a hemoglobin  of  11.8  gm.  per 
100  cc.  and  a white-cell  count  of  13,100,  with 
48  per  cent  neutrophils,  6 per  cent  lymphocytes, 
4 per  cent  monocytes  and  42  per  cent  eosino- 
phils. The  cephalin  and  the  thymol  flocculation 
tests  were  negative.  The  alkaline  phosphatase 
was  3.4  units  per  100  cc.  The  bilirubin  was  less 
than  0.2  mg.,  the  total  protein  4.7  gm.,  the 
albumin  2.8  gm.,  and  the  globulin  1.9  gm.  per 
100  cc.  A glucose  tolerance  test  showed  a 
fasting  blood  sugar  of  123  gm.,  a thirty-minute 
level  of  150  mg.,  a sixty-minute  level  of  195 
mg.  and  a two-hour  level  of  162  mg.  per  100 
cc.  A blood  Hinton  test  was  negative.  An  x-ray 
film  of  the  chest  revealed  the  presence  of 
multiple  healed  fractures  in  the  posterior  rih 
cage  on  the  left.  The  lungs  were  emphysematous 
and  had  increased  linear  markings,  especially 
in  the  region  of  the  right  middle  lobe.  The  heart 
was  not  enlarged.  A Graham  test  was  negative. 
A gastrointestinal  series  demonstrated  a normal 
esophagus,  stomach  and  duodenum.  There  was 
no  delay  in  gastric  emptying.  In  films  made 
directly  after  the  barium  meal  there  was  some 
irregularity  of  the  jejunum  over  a 5-cm.  segment 
just  distal  to  the  ligament  of  Treitz,  then  an 
intervening  10-cm.  zone  of  relatively  normal- 
appearing small  bowel  followed  by  another 
segment  that  was  somewhat  irregular  in  outline. 

An  operation  was  performed  on  the  sixth 
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hospital  day. 

DR.  ROBERT  T.  PHILLIPS 

This  71  year  old  accountant  gives  a history 
dating  back  50  years  to  a tropical  complaint 
acquired  in  Puerto  Rico.  This  has  persisted  at 
irregular  intervals,  aggravated  by  alcohol  and 
food,  and  relieved  by  abstaining  from  these. 

In  the  past  six  months  he  has  lost  35  pounds. 
He  has  had  abdominal  pain  of  increasing  sever- 
ity, lasting  from  one  meal  to  the  next,  is 
gnawing  in  character,  does  not  radiate,  and  is 
accompanied  by  slight  itching  of  the  back  which 
interferes  with  sleep. 

The  abdominal  pain  may  be  partially  relieved 
by  lying  down. 

Physical  examination  revealed  a small,  alert 
cachetic  man.  His  chest  is  emphysematous  with 
increased  linear  marking  — more  marked  in  the 
right  middle  lobe. 

The  liver  is  enlarged,  smooth,  firm  and  a 
little  tender. 

The  heart  has  a little  murmur. 

There  is  phlebitis  and  edema  of  the  left  leg. 

The  prostate  is  slightly  enlarged  and  firm. 

The  urine  is  negative. 

The  blood  shows  a hemoglobin  of  11.8 
gms/100  cc.  White  blood  count  13,000,  42% 
neutro,  42%  eosinophiles.  Cephalin  floculation 
and  thymol  turbidity  are  negative.  Alkaline 
phosphatase  3.4  units,  is  normal.  Total  protein 
4.7,  albumin  2.8  gms.,  globulin  1.9  gms.  Glucose 
tolerance  test  is  a little  abnormal. 

X-rays  of  chest  show  healed  fractures  of  the 
posterior  rib  cage  on  the  left. 

G.I.  series  show  normal  stomach,  duodenum 
and  two  areas  of  irregularity  in  the  upper 
jejunum. 

The  obvious  diagnosis  at  first  glance  would 
be  a schistosoma  masoni  infection  acquired  in 
Puerto  Rico  50  years  ago.  This  would  not  be 
the  classical  picture  of  cirrhosis,  ascites  and 
extreme  wasting,  but  one  of  those  rare  instances 
in  which  parasite  and  host  live  in  balance  for 
years,  the  balance  finally  tipped  by  the  hosts’ 
advancing  years  and  alcoholic  indiscretions.  This 
and  other  parasitic  infections  were  considered 
largely  because  of  the  marked  eosiniphilia. 

I could  be  satisfied  with  none  of  them. 

Echinococcus  granulosa  infestation  doesn’t  fit 
in  at  all  even  though  it  could  give  the  eosino- 
philia. 

The  weight  loss,  anemia,  epigastric  pain  par- 


tially relieved  by  lying  down,  the  itching  of  the 
back,  the  melena  and  the  X-ray  findings  of  two 
areas  of  irregularity,  all  suggest  a malignancy 
in  the  proximal  jejunum. 

Is  the  itching  the  equivalent  of  the  pain 
found  in  tumors  of  the  pancreas?  However,  lack- 
ing a palpable  tumor,  or  something  other  than 
a slightly  abnormal  glucose  tolerance  curve,  we 
can  only  surmise  that  this  is  a possibility. 

The  previously  normal  G.I.  series  and  the 
findings  of  the  irregularities  in  the  upper 
jejunum  at  this  time,  plus  the  increasing  severity 
of  the  patient’s  symptoms  suggest  the  possibility 
of  a tumor  of  the  bowel  which  has  slowly 
grown  to  produce  symptoms  by  its  local  and 
metastatic  growth. 

This  patient  is  in  the  eighth  decade,  the  most 
vulnerable  age  for  the  malignant  tumors  of  the 
small  intestine.  While  tumors  of  the  jejunum 
are  rare,  they  do  occur. 

Adenocarcinoma  is  the  most  common  tumor 
in  this  area.  With  no  note  made  of  mucosal 
alteration  we  might  consider  those  whose  growth 
is  more  slow  and  extra  lumenal.  In  this  group 
we  have  leiomyoma,  leiomyosarcoma  and 
lymphosarcoma. 

Lymphosarcoma  tends  to  infiltrate  the  outer 
coats  of  the  bowel  before  involving  the  mucosa. 
At  first  there  is  little  or  no  stenosis.  Relatively 
large  areas  of  bowel  may  be  involved.  The 
lumen  of  the  bowel  may  be  increased.  The 
bowel  wall  may  be  rigid  with  no  peristalsis. 

Relative  flexibility  of  the  defect  under  the 
fluroscopist’s  fingers  is  in  favor  of  lymphosar- 
coma. Diagnosis  is  always  made  by  laparotomy. 

The  eosinophilia  could  be  due  to  metastatic 
involvement  of  the  surface  of  the  peritoneum. 

Periarteritis  nodosa,  tumors  of  the  ovary  (not 
in  this  man)  aind  paraisites  will  also  give 
eosinophilia. 

This  patient’s  anemia  is  mild  as  is  often  the 
case  in  lymphosarcoma.  Hodgkin’s  and  the  ade- 
nocarcinoma generally  cause  a more  severe 
anemia. 

As  for  the  phlebitis  — this  is  not  uncommon 
when  a malignancy  is  present. 

Ghronic  ulcerative  jejunitis  is  to  be  mentioned, 
especially  as  a so  called  skip  area  may  be  in- 
terpreted from  the  X-ray  report.  There  is  no 
evidence  of  stenosis  noted.  I will  surmise  that 
in  this  case  with  the  long  history,  some  evidence 
of  stenosis  should  be  present. 
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Eosinophilic  granuloma  of  the  bowel  is  to 
be  mentioned  and  passed  over. 

The  linear  densities  noted  in  the  lung  are 
considered  rather  futilely,  I can’t  fit  them  into 
the  picture.  Like  Mr.  Truman  I will  dismiss 
them  as  “red  herring”. 

My  diagnosis: 

1.  Malignancy  of  the  proximal  jejunum,  prob- 
ably lymphosarcoma  or  Hodgkin’s. 

2.  Chronic  regional  jejunitis. 

3.  Schistomiasis  masoni. 

DIFFERENTIAL  DIAGNOSIS 

Dr.  Daniel  S.  Ellis:  This  elderly  man  had 
gastrointestinal  symptoms  for  fifty  years,  but 
in  the  year  before  admission  he  had  a definite 
change  in  symptoms,  with  weakness,  anorexia, 
weight  loss  and  a severe,  unremitting  pain.  The 
only  findings  on  physical  examination  that  may 
be  of  importance  other  than  the  cachexia  are 
the  hyperresonance  of  the  chest  and  the  en- 
largement of  the  liver.  I am  going  to  say  that 
he  had  emphysema  and  that  was  the  only  sig- 
nificant disease  in  the  chest  unless  Dr.  Hanelin 
shows  me  evidence  of  other  disease  in  the  films. 
The  liver  aparently  was  not  very  large;  in  a 
cachectic  man  with  an  emphysematous  chest 
a liver  palpable  2 or  3 finger  breaths  below 
the  right  costal  margin  would  not  be  unusual, 
and  I have  no  other  evidence  of  its  enlarge- 
ment. There  was  no  mention  of  nodularity  of 
the  liver.  I was  given  three  x-ray  films  of  the 
abdomen  with  the  protocol,  and  I am  not  im- 
pressed by  the  enlargement  of  the  liver  in 
these  films.  Another  point  in  the  history,  which 
may  be  very  important,  is  the  pruritus. 

The  important  laboratory  findings  are  the 
occult  blood  in  the  stools,  the  slight  anemia 
and  the  marked  eosinophilia.  The  last  finding 
is  one  on  which  I have  relied  heavily  in  making 
a diagnosis.  From  the  symptoms  and  physical 
finding  I believe  this  patient  had  a malignant 
neoplasm  of  some  kind.  There  was  a lesion 
or  multiple  lesion  in  the  small  bowel;  the  prob- 
lem is  to  determine  what  kind  of  neoplasm 
this  man  had  in  the  small  intestine  and  whether 
or  not  any  disease  in  addition  to  that  was 
demonstrated  on  the  x-ray  films.  After  looking 
over  the  literature  last  night  I find  that  I am 
fortunate  in  having  an  expert  on  the  roentgeno- 
logic diagnosis  of  diseases  of  the  small  bowel 
in  the  person  of  Dr.  Hanelin,  who  will  interpret 
the  films  for  us.  Perhaps  he  can  make  the 


diagnosis  for  me.  Is  there  anything  in  the  chest. 
Dr.  Hanelin,  or  can  I dismiss  that? 

Dr.  Joseph  Hanelin:  The  lungs  are  emphy- 
sematous, and  that  is  about  all  we  can  say. 
The  heart  is  not  enlarged;  there  may  be  some 
fullness  of  the  left  ventricle.  There  are  old  rib 
fractures  on  the  left  side. 

Dr.  Ellis:  Are  those  fractures  traumatic  frac- 
tures that  have  healed? 

Dr.  Hanelin:  Yes;  I see  no  evidence  of  any 
pathologic  bone  involvement  of  the  liver  or 
spleen  and  think,  as  he  does,  that  the  emphysema 
probably  allowed  the  liver  to  be  readily  pal- 
pated. The  stomach  and  duodenum  are  normal. 
The  abnormalities  are  in  two  segments  of  small 
intestine  — one  immediately  beyond  the  liga- 
ment of  Treitz  and  another  about  10  cm.  be- 
yond it  of  similar  length.  A complete  small-bowel 
examination  was  not  done.  Certainly,  the  first 
condition  that  comes  to  mind  is  neoplasm.  I 
think  I shall  let  Dr.  Ellis  speculate  about  the 
type  since  this  is  really  not  an  x-ray  discussion. 

Dr.  Ellis:  Obviously,  the  final  diagnosis  of 
this  lesion  can  only  be  made  by  a biopsy.  I 
have  already  committed  myself  by  saying  that, 
because  of  the  marked  weight  loss,  progressive 
weakness,  anorexia,  anemia  and  the  steady 
downhill  course  over  the  months  immediately 
preceding  admission,  I think  that  this  was  a 
malignant  neoplasm.  Before  discussing  the  kind 
of  neoplasm,  however,  I think  I should  mention 
other  possibilities. 

There  are  several  “red  herrings”  in  the  pro- 
tocol. In  the  first  place  I am  shifted  off  on  a 
tangent  by  the  intimation  that  the  patient  had 
lived  in  the  tropics  and  that  he  had  eosinophilia; 
immediately,  the  question  comes  up:  Was  there 
parasitic  involvement?  I am  not  familiar  with 
any  parasitic  disease  that  might  give  this  x-ray 
picture.  I do  not  think  hookworm  will  do  it. 
Nor  do  I think  schistosorniasis  will,  but  I have 
not  seen  enough  x-ray  films  of  schistosomiasis 
to  know.  Judging  by  what  I have  read  I should 
consider  that  there  are  gastrointestinal  lesions 
of  eosinophilic  granuloma.  I do  not  think  I 
should  do  any  luore  than  mention  it.  Amebiasis 
may  rarely  be  associated  with  eosinophilia. 
Amebiasis,  when  it  involves  the  gastrointestinal 
tract,  is  most  commonly  localized  in  the  cecal 
region.  I am  not  aware  of  the  possibility  of 
amebic  granulomas  high  in  the  small  bowel. 
The  other  granulomatous  diseases  like  regional 
enteritis  and  tuberculosis  should  be  mentioned. 
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It  would  be  most  unusual  for  a tuberculous 
lesion  in  the  jejunum  to  look  like  this.  The 
lesions  of  regional  enteritis  seem  to  me  to  be 
slightly  different.  Perhaps  Dr.  Hanelin  would 
be  willing  to  tell  us  why  he  thinks  this  may 
not  have  been  regional  enteritis. 

Dr.  Hanelin:  This  does  not  look  like  any 
regional  enteritis  that  I have  ever  seen.  It  is 
unusual,  of  course,  to  see  regional  enteritis  in 
this  location,  although  rarely  it  may  involve 
the  uppermost  portion  of  the  gastrointestinal 
tract. 

Dr.  Ellis:  Regional  enteritis  has  involved  the 
duodenum  and  jejunum,  but  I think  the  con- 
figuration here  is  not  that  of  regional  enteritis. 

Dr.  Hanelin:  I should  expect  to  see  narrowing 
of  the  bowel  and  frank  evidence  of  ulceration 
but  not  quite  so  much  irregularity. 

Dr.  Ellis:  Also,  there  was  no  history  of  the 
patient’s  having  had  a great  deal  of  diarrhea; 
I think  he  would  have  had  some  diarrhea  with 
regional  enteritis  of  a severity  that  made  him 
so  ill.  These  are  the  possibilities  besides  neo- 
plasm that  I should  consider,  but  I believe 
that  neoplasm  is  more  likely. 

What  kind  of  neoplasm  was  this?  Five  per 
cent  of  all  gastrointestinal  malignant  neoplasms 
are  located  in  the  small  bowel.  Botsford  and 
Sibel,  several  years  ago,  reported  65  cases  of 
small-bowel  tumor,  of  which  33  were  malignant; 
of  those  33,  18  were  adenocarcinomas,  13  were 
lymphosarcomas,  and  2 were  argentaffinomas, 
I think  everyone  will  concede  that  carcinoma 
is  more  likely  in  this  area  than  any  other  type 
of  neoplasm,  although  it  may  be  only  slightly 
more  common  than  lymphoma.  Now  I shall  go 
back  to  two  findings  that  I mentioned  previously 
— namely,  the  eosinophilia  and  the  generalized 
pruritus,  both  of  which  are  common  in  lympho- 
matous  disease.  Eosinophilia  is  also  seen  with 
hepatic  neoplasms.  The  liver-function  tests  were 
negative,  there  was  no  evidence  that  the  liver 
was  enlarged,  and  it  was  certainly  not  nodular, 
so  that  I shall  dismiss  metastatic  neoplasm  to  the 
Ifver  as  the  cause  of  the  eosinophilia.  That 
leaves  lymphoma,  and  by  and  large  it  lies  in 
the  realm  of  the  pathologist  to  tell  us  which 
kind  was  present.  There  are,  however,  some 
clues  that  point  to  one  kind  of  lymphoma 
rather  than  the  other.  The  generalized  itching 
and  the  eosinophilia,  I am  told,  are  seen  more 
often  with  Hodgkin’s  lymphoma  than  with  the 
other  types  so  I might  narrow  this  even  further. 


Jackson  and  Parker  state  that  Hodgkin’s  para- 
granuloma never  occurs  in  the  gastrointestinal 
tract.  Hodgkin’s  granuloma  probably  is  the  most 
common  type  of  lymphoma.  I should  be  in- 
clined to  believe  that  this  was  probably  the 
type  in  this  case  but  for  the  fact  that  there  were 
multiple  lesions.  In  the  series  of  disease  in 
the  small  bowel  reported  by  Jackson  and  Parker 
there  were  no  cases  of  Hodgkin’s  granuloma 
manifesting  themselves  as  multiple  lesions;  they 
are  usually  single  lesions  in  the  gastrointestinal 
tract  from  disease  elsewhere.  Hodgkin’s  sarcoma, 
on  the  other  hand,  as  frequently  as  not,  pro- 
duces multiple  lesions  in  the  gastrointestinal 
tract.  Therefore,  I am  going  to  say  that  this 
patient  had  a malignant  lymphoma  of  the 
jejunum  and  that  since  there  were  multiple 
lesions  he  most  probably  had  Hodgkin’s  sarcoma 
rather  than  Hodgkin’s  granuloma. 

I should  mention  one  other  possibility  because 
of  the  multiple  lesions  — that  is,  carcinoid.  That 
is  more  likely  to  be  found  in  the  region  of  the 
cecum  and  small  bowel;  however,  it  is  found 
in  the  upper  small  intestine  occasionally. 

Dr.  William  H.  Baker:  I thought  that  eosino- 
philia was  not  usually  assoicated  with  amebiasis; 
I thought  that  was  one  major  distinguishing 
feature. 

Dr.  Ellis:  It  is  much  less  likely  than  with 
the  other  parasites. 

CLINICAL  DIAGNOSIS 
Metastatic  malignant  process  of  small  bowel. 
DR.  DANIEL  S.  ELLIS’S  DIAGNOSIS 
Hodgkin’s  sarcoma  of  small  bowel. 

ANATOMICAL  DIAGNOSIS 
Malignant  lymphoma  reticulum-cell-sarcoma 
type,  of  small  bowel. 

PATHOLOGICAL  DISCUSSION 
Dr.  Austin  L.  Vickery;  Dr.  McDermott,  would 
you  outline  the  operation  that  you  performed 
on  this  man? 

Dr.  William  V.  McDermott:  When  we  opened 
the  peritoneal  cavity  we  saw  a series  of  tumor 
masses  beginning  at  the  ligament  of  Treitz  and 
involving  most  of  the  small  bowel  through  its 
entire  extent.  There  must  have  been  at  least 
a dozen  lesions  of  varying  sizes  up  and  down 
the  small  bowel.  The  mesentery  contained  many 
large  lymph  nodes,  including  a mass  of  lymph 
nodes  around  the  superior  mesenteric  vessels. 
We  believed  that  the  primary  tumor  was  a 
lymphoma;  it  had  a typical  rubbery  consistence. 
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In  Madrid,  too,  you'll  find  Pentothal  in  constant  use  . . . 


contributing  to  ...  world-wide  acceptance  unmatched 

in  modern  intravenous  anesthesia 


Twenty  years  of  use,  over  2500  published  reports— seldom 
in  the  history  of  medicine  has  a single  drug  enjoyed  the 
acceptance  accorded  Pentothal  Sodium.  This  modern 
intravenous  anesthetic  is  more  than  just  thiopental  sodium. 

It  is  thiopental  sodium  plus  the  most  exacting  controls 
. . . plus  adaptability  to  widely  varying  practices  . . . plus 
the  most  thoughtfully  planned  dosage  forms.  Priceless  pluses, 
these,  making  Pentothal  Sodium  an  agent  of 
choice  the  world  over  in  intravenous  anesthesia.  Uwott 


PENTOTHAL®  Sodium 

(Thiopental  Sodium  for  Injection,  Abbott) 
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None  of  the  tumor  extended  through  the  serosa 
at  the  time  of  operation.  We  debated  how 
best  to  determine  the  diagnosis.  Finally,  we 
selected  a large  lymph  node,  which  we  thought 
the  pathologist  would  tell  us  had  the  character- 
istic picture  of  lymphoma.  No  surgical  resection 
was  possible. 

Dr.  Vickery:  The  lymph-node  biopsy  obtained 
at  the  time  of  exploration  showed  only  chronic 
lymphadenitis  on  microscopical  examination. 
The  node  was  large  and  suggestive  of  lymphoma 
on  cut  surface,  but  when  the  gastrointestinal 
tract  is  involved  with  malignant  lymphoma, 
biopsy  of  enlarged  mesenteric  lymph  nodes  has 
often  proved  to  be  a diagnostic  trap.  This 
patient  was  referred  to  Dr.  Milford  D.  Schulz 
for  x-ray  treatment.  I think  it  is  interesting  that 
in  the  record  Dr.  Schultz  has  dictated  a note 
to  the  effect  that  he  gave  a good  deal  of  weight 
to  the  two  observations  that  Dr.  Ellis  mentioned 
— the  itching  of  the  skin  and  the  eosinophilia  — 
as  favoring  the  diagnosis  of  lymphoma. 

After  a postoperative  course  of  x-ray  therapy 
the  patient  was  fairly  well  for  a while  and  then 
proceeded  to  go  rapidly  downhill  and  died  six- 
weeks  after  laparotomy. 

Post-mortem  examination  showed  multicentric 
intestinal  tumor  masses,  rubbery  in  consistence, 
irregular  in  outline  and  intramural  in  location 
extending  from  the  ligament  of  Treitz  down  the 
jejunum  for  a distance  of  80  cm.  There  was  a 
generalized  peritonitis,  and  the  peritoneal  cavity 
contained  a liter  of  purulent  fluid.  The  opened 
bowel  revealed  focal  mucosal  ulcerations  cor- 
responding to  zones  of  tumor  infiltration  and 
necrosis.  One  of  these  ulcerated  areas  had 
perforated  through  the  bowel  wall,  producing 
the  peritonitis. 

On  microscopical  examination  these  tumor 
masses  proved  to  be  malignant  lymphoma.  The 
pleomorphism  and  cytology  of  the  neoplasm 
suggested  a classification  in  the  reticulum-cell- 
sarcoma  group. 

We  wondered  if  the  x-ray  therapy  and  the 
resultant  tumor  reaction  were  not  responsible 
for  the  extensive  necrosis  in  the  tumor;  this  has 
been  described  in  the  radiology  literature. 
Seventy-nine  cases  of  primary  malignant 
lymphoma  of  the  gastrointestinal  tract  were  re- 
ported last  year  by  Allen  et  al.  from  the  files 
of  this  hospital  covering  a forty-year  period. 
Twenty-five  of  these  occurred  in  the  small 
bowel.  The  authors  pointed  out  the  high  relative 


incidence  of  malignant  lymphoma  to  all  forms 
of  malignant  small-bowel  neoplasms,  lymphomas 
comprising  about  40  per  cent  of  the  total.  This 
figure  is  in  striking  contrast  to  other  portions 
of  the  gastrointestinal  tract. 

It  is  worth  while  pointing  out  that,  although 
\’ery  frequently  the  regional  lymph  nodes  are 
enlarged  with  primary  lymphoma  of  the  gas- 
trointestinal tract,  they  are  not  necessarily  in- 
volved by  the  tumor.  Approximately  half  the 
cases  of  malignant  lymphoma  of  the  small  bowel 
in  this  series  that  had  resections  did  not  show 
lymph-node  involvement.  The  warning  and,  of 
course,  the  lesson  to  be  learned  is  that  the 
primary  lesion,  not  the  lymph  node,  should  be 
biopsied.  Multicentric  tumors  are  not  uncom- 
jnon  in  lymphoma  of  the  small  bowel  and  made 
up  about  25  per  cent  in  this  series  of  cases; 
these  cases  proved  to  have  a prognosis  about 
50  per  cent  worse  than  those  with  single  lesions. 
Fifteen  patients  with  small-bowel  lymphoma 
had  resections;  5 of  these  had  a five-year  sur- 
vival. The  majority  of  the  patients  died  within 
a year,  so  that  the  prognosis  in  general  is  not 
good,  but  it  is  better  than  that  for  carcinoma 
of  the  small  bowel. 


EICHENAUER 
NUTRITION  CENTER 

Arizona's  Most  Complete  Service  Institution 
Devoted  To  Nutrition  — Established  1938 
SALT-FREE  & ALLERGY  FOODS 
DIEBETIC  FOODS  & SPECIALTIES 
FRESH  FRUIT  & VEGETABLES  JUICES 
ALSO  COMPLETE  LINE  OF 

Wm.  T.  Thompson  Co. 

STANDARDIZED  VITAMINS  - 
Every  Vitamin  For  Every  Need 

1 8 S.  Central 

PHONE:  AL  3-2880  MAIL  ORDERS  FILLED 


I 

DRIVE-IN  PRESCRIPTION  WINDOW 

PEOPLE'S  DRUG  STORE 

HIE.  Dunlap 
WE  3-9152  - WI  3-9964 
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Ifydrospray 

(HYDROCORTONE®  WITH  PROPADRINE®  AND  NEOMYCINt 


NASAL- 

SUSPENSION 


Anti-inflammatory — 
Decongestant — Antibacterial 


Topically  applied  hydrocortisone*  in  therapeutic 
concentrations  has  been  shov/n  to  afford  a sig- 
nificant degree  of  subjective  and  objective  im- 
provement in  a high  percentage  of  patients 
suffering  from  various  types  of  rhinitis.  Hydro- 
spray  provides  Hydrocortone  in  a concentra- 
tion of  0.1  % plus  a safe  but  potent  decongestant, 
Propadrine,  and  a wide-spectrum  antibiotic. 
Neomycin,  with  low  sensitization  potential.  This 
combination  provides  a three-fold  attack  on  the 
physiologic  and  pathologic  manifestations  of 
nasal  allergies  which  results  in  a degree  of  rehef 
that  is  often  greater  and  achieved  faster  than 
when  any  one  of  these  agents  is  employed  alone. 
INDICATIONS:  Acute  and  chronic  rhinitis,  vaso- 
motor rhinitis,  perennial  rhinitis  and  polyposis. 


SUPPLIED:  In  squeezable  plastic  spray  bottles 
containing  15  cc.  Hydrospray,  each  cc.  sup- 
plying 1 mg.  of  Hydrocortone,  15  mg.  of 
Propadrine  Hydrochloride  and  5 mg.  of  Neo- 
mycin Sulfate  (equivalent  to  8.5  mg.  of  neo- 
mycin base). 


MERCK  SHARP  ft  DOHME 

DIVISION  or  MERCK  A CO.. INC. 
PHILADELPHIA  I.  PA, 


REFERENCE:  1,  Silcox,  L.  E.,  A,M.A,  Arch,  Otolaryng.  60:431,  Oct.  1954. 
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THIRTEENTH  ANNUAL 
CONFERENCE 

The  thirteenth  Annual  Conference  for 
State  Presidents  and  Presidents-elect  was  held 
at  the  Drake  Hotel  in  Chicago,  October  1,  2 
and  3,  1956,  there  were  153  registered  including 
43  State  Presidents  and  43  Presidents-elect.  The 
Arizona  Auxiliary  was  represented  by  Mrs.  Oscar 
Thoeny,  State  President  and  I as  President-elect. 

Mrs.  Robert  Flanders,  National  President  and 
Mrs.  Paul  Craig,  President-elect  presided  over 
the  conference.  Mrs.  Flanders  spoke  on  the 
theme  for  the  Auxiliary  this  year,  (Health  is 
our  greatest  Heritage).  The  primary  project  for 
the  auxiliary  this  year  is  health  education. 
Through  our  programs  and  projects  we  must 
endeavor  to  aid  our  own  community  to  pre- 
serve this  heritage,  without  good  health  personal 
happiness  is  not  possible. 

Dr.  Ernest  Howard,  Assistant  Secretary  to  the 
American  Medical  Association,  gave  a round-up 
of  the  A.M.A.  activities  for  the  past  year.  Dr. 
Howard  urged  that  all  auxiliaries  work  closely 
with  their  local  medical  societies.  He  discussed 
a few  of  the  bills  passed  and  ones  pending  be- 
fore Congress. 

HR  7225  has  been  adopted  and  the  cruel 
blow  was  that  it  was  passed  by  one  vote.  This 
is  another  step  toward  socialized  medicine.  Dr. 
Howard  said  the  Hoover  Commission  had  many 
good  features  but  with  the  medical  recom- 
mendations as  they  were  the  A.M.A.  could  not 
endorse  it.  The  objectionable  parts  could  not  be 
eliminated. 

THE  AMERICAN  MEDICAL  EDUCATION 
FOUNDATION 

Mr.  John  Hedback,  Executive  Secretary  of 
A.M.E.F.  stated  the  Woman’s  Auxiliary  had 
done  more  than  any  other  group  this  year  to 
raise  money  for  the  A.M.E.F.  They  raised 
$106,000  and  this  year  the  quota  of  the  Woman’s 
Auxiliary  is  $140,000.  An  easy  way  for  each 
one  of  us  to  raise  our  share  is  the  use  of  the 
new  “In  Memoriam’’  cards  and  the  “In  Apprecia- 
tion” cards.  The  board  of  directors  of  A.M.E.F. 
will  not  have  a fund  raising  campaign  this  year. 


SAFETY 

This  year  we  have  a new  special  safety  com- 
mittee. Safety  in  traffic  and  safety  in  the  home. 
The  National  chairman  whose  slogan  is,  ‘Heed’ 
not  ‘Speed’,  is  accenting  safety  consciousness, 
observance  of  traffic  signals,  driver  training 
programs  and  the  use  of  safety  devices  in  auto- 
mobiles. The  baby  sitter  program  called  “Gems” 
(Good  Emergency  Mother  Substitutes)  is  being  ■ 
stressed. 

RECRUITMENT 

This  no  longer  applies  to  just  nurse  recruit- 
ment but  it  is  an  educational  program  to  stimu- 
late and  inform  the  nation’s  youth  of  other  fields 
allied  to  medicine  such  as  medical  technology, 
medical  social  service,  physical  and  occupational 
therapy,  there  are  150  different  varieties  of 
health  careers.  Last  year  46,000  students  were 
admitted  to  Professional  schools  of  nursing  and  I 
15,000  to  practical  nursing  schools.  As  an  aux- 
iliary we  can  check  the  needs  in  our  own  com- 
munities and  see  that  the  high  school  students  s 
are  provided  with  the  necessary  information  i 
and  guidance  with  special  emphasis  on  good  1 
programs. 

MENTAL  HEALTH 

Mental  illness  is  one  of  our  major  health  i 
problems.  Special  emphasis  is  being  placed  on  i 
psychiatric  problems  in  children.  Each  year  r 
$700,000,000  is  spent  on  mental  health  illnesses  i 
and  the  need  for  child  guidance  centers  and  1 
marriage  counsellors  is  very  evident.  There  is  > 
need  for  parents  to  be  educated  to  the  emo- 
tional disturbances  that  some  children  encounter 
in  the  process  of  growing  up.  Films  for  TV 
and  radio  transcriptions  are  available. 

CIVIL  DEFENSE 

This  continues  in  importance.  We  must  be 
prepared  for  all  kinds  of  disaster  such  as  hos- 
pital units  set  up,  training  dentists,  nurses  and 
lay  groups  to  care  for  casualties,  have  first  aid 
supplies  in  our  homes  and  car. 

ORGANIZATION 

This  committee  plans  a bell  ringing  campaign 
that  every  eligible  Doctor’s  wife  be  contacted 
and  invited  to  join  the  Woman’s  Auxiliary.  Their 
aim  is  to  have  a membership  comparable  to 
the  parent  body. 
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PROGRAM 

Plan  your  program  to  the  needs  of  your  own 
community.  A strong  interesting  program  builds 
a strong  enthusiastic  auxiliary. 

PUBLIC  RELATIONS 

Our  activities  in  the  community  create  public 
relations,  true  happiness  comes  from  helping 
others. 

LEGISLATION 

Mrs.  Oscar  Thoeny  participated  on  this  panel 
speaking  on  the  Omnibus  Health  Rill  and  Fed- 
eral Mortgage. 

Mr.  Joseph  Stetler,  Director  of  the  A.M.A. 
law  department,  said  there  had  been  more  bills 
pertaining  to  health  introduced  in  the  84th 
Congress  than  ever  before  in  history.  This 
again  points  to  the  Federal  Government’s  in- 
creased intervention  in  health  fields.  Mr.  Stetler 
stated  that  as  auxiliary  members  we  should  be 
alert  to  the  bills  coming  before  Congress  and 
know  what  they  are  about,  check  on  our  hus- 
bands and  see  that  they  are  interested.  He 
predicted  the  85th  and  86th  Congress  would 
be  a repetition  of  the  84th  and  there  is  a need 
for  the  Doctors  to  wake  up  and  realize  what 
is  happening. 

TODAYS  HEALTH  MAGAZINE 

Is  the  only  authentic  health  magazine  pub- 
lished for  the  laity  with  truthful  medical  facts. 
The  three  R’s  are  stressed,  RECEPTION  — 
ROOM  — READERSHIP.  It  should  be  in  every 
Doctor’s  office,  beauty  salon,  school  library 
and  home.  This  magazine  is  an  excellent  way 
to  promote  health  education.  Everyone  is  in- 
terested in  health  problems  because  health 
means  hope  and  hope  means  everything. 

BULLETIN 

This  is  the  working  tool  and  directory  for 
auxiliary  members.  It  serves  as  an  incentive  to 
interest  women  in  unorganized  counties.  The 
chairman  of  the  Western  region  for  this  pub- 
lication is  Mrs.  Roy  Hewitt  of  Tucson,  past 
State  President. 

HISTORY 

This  is  collecting  and  filing  completed  ma- 
terial. Mrs.  Jesse  D.  Hammer  of  Phoenix  did 
this  work  alone  for  many  years  but  with  the 
growth  of  the  National  Organization  this  year 
there  is  a committee  of  four  and  Mrs.  Hamer 


is  chairman  of  the  Western  region. 

It  was  our  privilege  the  last  day  of  the 
Conference  to  visit  the  A.M.A.  headquarters. 
This  was  informative  and  interesting  to  see 
and  hear  of  the  many  services  available  to  our 
Doctors. 

The  Conference  from  beginning  to  the  end 
was  both  stimulating  and  educational.  I ap- 
preciate the  privilege  of  attending  this  session. 

Mrs.  Charles  S.  Powell 
State  President-elect 


TEMPE  CLINIC-HOSPITAL 

25  West  Eighth  Street 
TEMPE,  ARIZONA 


POSITION  VACANCY 

General  Practice  Residency,  two  years,  Stanislaus  County 
Hospital,  Modesto,  California,  400  beds,  hospital  fully 
approved  by  the  Joint  Commission  of  Accreditation;  Salary 
— $500.00  per  month.  Address  communications  to 

DR.  ALLAN  A.  CRAIG,  M.D. 

Stanislaus  County  Hospital,  Modesto,  California 


HENAPHE 

Ir 

L 

PLUS 

J 

MISERABLE  COLD 


each  coated  tablet: 

Phenacetin  (3  gr.) 194.0  mg. 

Acetylsalicyltc  Acid  (2%  gr.)  • 162.0  mg. 
Phenobarbital  {V*  gr.)  . • • • 16.2  mg. 

Hyoscyamine  Sulfate  . . • • 0.031  mg. 
Prophenpyridamlne  Mateate  • • 12.6  mg. 

Phenylephrine  Hydrochloride  • 10.0  mg. 
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TABLETS 


BETTER  THAN 
CODEINE  PLUS  APC 


controls  pain  faster 

. . . usually  within  15  minutes 

controls  pain  longer 

. . . usually  for  6 hours 

seldom  constipates 

Adult  Dosage:  1 PERCODAN"  Tablet  q.  6 h. 
Telephone  Rx  Permitted 
J ® ENDO  LABORATORIES  INC. 

Richmond  Hill  18,  New  York 


WAYLAND'S 

☆ 

PRESCRIPTION  PHARMACY 

13  E.  Monroe  Street 
Phone  Alpine  4-4171 
PHOENIX,  ARIZONA 

☆ 

FREE  DELIVERY 


A COMPLETE  SURGICAL 
APPLIANCE  SERVICE  FOR 
YOUR  PATIENT 

Hospital  and  Home  calls  made  at  your  direction 
Rentals  of  Wheel  Chairs,  Walkers,  Crutches, 
etc.  — Supports  Fitted  Exactly  As  Prescribed 
Graduate  Men  & Women  Fitters 
Clean  Private  Fitting  Rooms 

Grovers  Surgical  Supports 
Store 

3123  N.  Central  Ave. 

3V2  blocks  north  of  Thomas  Rd. 

Phone  CR  4-5562 
PHOENIX,  ARIZONA 


*U.S.  Pat.  2,628,185;  PERCODAN  contains  salts 
of  dihydrohydroxycodeinone  and  homatropine, 
plus  APC.  May  be  habit-forming. 
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EXTENSIVELY  CONFIRMEI 
BACTERIAL  RESISTANCE  I 
IS  SELDOM  ENCOUNTERED 

CHLOROMYI 

COMBATS  MOST  CLINICALLY  SIGNIFICANT  PATHOGENS 


OUTSTANDING  EFFICACY  OVER  THE  YEARS 

Extensive  clinical  evidence^'-^  reflects  the  antimicrobial  efficacy  ol 
CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  against  a wide  variet) 
of  pathogens,  including  those  that  are  resistant  to  other  antibiotic  agents,  h 
fact,  recent  reports indicate  that  even  after  prolonged  exposure  tc 
CHLOROMYCETIN,  resistance  seldom  develops  in  strains  of  staphylococc 
and  of  other  pathogens  sensitive  to  the  antibiotic. 

CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because  certain  blood  dyscrasia! 
have  been  associated  witli  its  administration,  it  sliould  not  be  used  indiscriminately  or  foi 
minor  infections.  Furthermore,  as  with  certain  other  drugs,  adequate  blood  studies  shoulc 
be  made  when  tlie  patient  requires  prolonged  or  intermittent  tlierapy. 
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A.  Phillips,  M.D.  (Yuma). 

BLUE  SHIELD,  JOINT  COMMISSION  ON:  Ernest  A.  Bom, 
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M.D.  (Phoenix);  Robert  M.  Matts,  M.D.  (Yuma);  Donald  E. 
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Lucille  M.  Dagres,  M.D.  (Phoenix);  Bertram  L.  Snyder, 
M.D.  (Phoenix). 

OSTEOPATHY  COMMITTEE:  Reed  D.  Shupe,  M.D.,  Chairman 
(Phoenix);  Sebastian  R.  Caniglia,  M.D.  (Phoenix);  David  E. 
Engle,  M.D.  (Tucson);  Jesse  D.  Hamer,  M.D.  (Phoenix). 
PROCUREMENT  & ASSIGNMENT  COMMITTEE:  Joseph  M. 
Greer,  M.D.,  Chairman  (Phoenix);  Arnold  H.  Dysterheft, 
M.D.  (McNary);  Francis  M.  Findlay,  M.D.  (IGngman); 
Hilary  D.  Ketcherside,  M.D.  (Phoenix);  Jesse  B.  Littlefield, 
M.D.  (Tucson);  Robert  M.  Matts,  M.D.  (Yuma);  Joseph  P. 
McNally,  M.D.  (Prescott);  Donald  E.  Nelson,  M.D.  (Safford); 
William  G.  Shultz,  M.D.  (Tucson). 

PROFESSIONAL  LIAISON  COMMITTEE:  William  B.  Steen, 
M.D.,  Chairman  (Tucson);  Angus  J.  DePinto,  M.D.  (Phoe- 
nix); Harold  W.  Kohl,  M.D.  (Tucson). 

SAFETY  COMMITTEE:  MacDonald  Wood,  M.D.,  Chairman 
(Mesa);  Paul  B.  Jarrett,  M.D.  (Phoenix);  Henry  P.  Lim- 
bacher,  M.D.  (Tucson). 

SCHOOL  HEALTH,  COORDINATING  COMMITTEE  ON:  Eliza- 
beth H.  Laidlaw,  M.D.,  Chairman  (Tucson);  Trevor  G. 
Browne,  M.D.  (Phoenix);  Marcus  W.  Westervelt,  M.D. 
(Tempe). 

VETERANS  MEDICAL  AFFAIRS  LIASION  COMMITTEE:  Hil- 
ary D.  Ketcherside,  M.D.,  Chairman  (Phoenix);  John  L. 
Cogland,  M.D.  (Phoenix);  John  A.  Eisenbeiss,  M.D.  (Phoe- 
nix); Robert  E.  Hastings,  M.D.  (Tucson);  Walter  T.  Hile- 
man,  M.D.  (Tucson);  Frederick  J.  Lesemann,  M.D.  (Tucson); 
C.  Selby  Mills,  M.D.  (Phoenix);  John  F.  Stanley,  M.D. 
C'’uma). 

WOMAN’S  AUXILIARY,  ADVISORY  COMMITTEE  ON  THE: 
Oscar  W.  Thoeny,  M.D.,  Chairman  (Phoenix);  Melvin  W. 
Phillips,  M.D.  (Prescott);  Donald  A.  Poison,  M.D.  (Phoenix); 
Charles  S.  Powell,  M.D.  (Yuma). 


GRADATIONS  OF  ANALGESIA 
with  light  sedation 

& 


‘EMPIRAL’® 


Phenobarbital  gr. 
Acetophenetidin  gr.  2Vz 
Acetylsalicylic  Acid  gr.  3Vz 


‘CODEMPIRAL’®  No.  r 

Codeine  Phosphate  gr.  Vi 
Phenobarbital  gr.  V* 
Acetophenetidin  gr.  2Vz 
Acetylsalicylic  Acid  gr.SVz 


CODEMPIRAL’®  No. 

3(N) 

Codeine  Phosphate 

gr- 

Vz 

Phenobarbital 

gr. 

r/4 

Acetophenetidin 

gr. 

2Vz 

Acetylsalicylic  Acid 

gr. 

3Vz 

(N)  subject  to  Federal  Narcotic  Law 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC. 
Tuckahoe,  N.  Y. 
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Shoe  Last  designed 
to  the  shape 
of  average 
normal  foot‘d 


• Insole  extension  and  wedge  at  inner  corner  of 
heel  where  support  Is  most  needed. 

• The  patented  arch  support  construction  is  guaran- 
teed not  to  break  down. 

• Innersoles  guaranteed  not  to  crock  or  collapse. 

'9^  Foot-so-Port  lasts  designed  and  the  shoe  construc- 
tion engineered  with  orthopedic  advice. 

^ Conductive  Shoes  for  surgical  and  operating  room 
personnel.  N.B.F.U.  specifications. 

• We  are  also  the  manufacturer  of  the  Gear-Action 
Shoe  designed  by  noted  orthopedic  surgeon. 

• We  make  more  shoes  for  polio,  club  feet  and  dis- 
abled feet  than  any  other  shoe  manufacturer. 

Send  for  free  booklet,  “The  Preservot/on  of  the  Function  of  the 
Foot  Balancing  and  Synchronizing  the  Shoe  with  the  Foot." 

Write  for  details  or  contact  your  local  FOOT-SO-PORT 
Shoe  Agency.  Refer  to  your  Classified  Directory 

Foot-so-Port  Shoe  Company,  Oconomowoc,  Wis. 

A Division  of  Musebeck  Shoe  Company 


Phone  ALpine  4 -4398 

FOOT-so-PORT  SHOE 

25  South  1st  Street 
PHOENIX,  ARIZONA 


“If  You  Care  For  Your  Feet” 
Foot-So-Port  Shoes  Sold  in  Tucson  At 

DEE'S  COMFORT  SHOE  SHOP 

Phone  4-2981 

48  No.  6th  Avenue  — Tucson,  Arizona 
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By  Charles  A.  L.  Stephens,  Jr.,  M.D. 


™ Tucson, 

1 HERE  IS  no  more  dramatic  nor  discouraging 
event  in  the  practice  of  medicine  than  the  sud- 
den clutching  of  the  chest,  the  cry  of  pain,  the 
dyspnea,  the  cyanosis  and  unconsciousness,  and 
death  of  the  patient  who  suffers  a pulmonary 
embolus  originating  from  a thrombus  in  the 
deep  veins  of  the  leg.  The  surgeon  who  neatly 
and  successfully  performs  a difficult  procedure, 
or  the  internist  who  successfully  solves  a com- 
plex medical  problem  may  suddenly  find  his 
patient  dead  of  a complication  which,  as  the 
knowledge  of  medical  science  advances,  may 
be  prevented  in  its  entirety. 

At  the  present  time  there  is  widespread  in- 
terest in  this  country  and  abroad  in  the  pre- 
vention and  treatment  of  deep  vein  thrombosis 
but  there  is  considerable  confusion  regarding 
the  proper  and  expedient  methods  of  diagnosis 
and  treatment.  It,  therefore,  would  seem  of 
value  to  review  some  of  the  work  that  has  been 
done  with  the  possibility  that  we  will  be  able 
to  glean  from  the  maze  of  facts  and  figures 
some  practical  method  of  treating  this  unfor- 
tunate disease. 

DEFINITION 

Thrombophlebitis  may  be  defined  as  “a  par- 
tial or  complete  occlusion  of  a vein  by  a throm- 
bus with  antecedent  or  secondary  inflamma- 
tory reaction  in  the  wall  of  the  vein.”(l)  Termi- 
nology has  been  confusing  because  of  the  in- 
terjection of  the  term  phlebothrombosis  by 
Ochsner  & DeBakey.(2)  This  may  be  somewhat 
helpful  from  the  standpoint  of  pathogenesis, 
but  clinically  and  pathologically  this  distinction 
is  difficult  to  accept.  If  a clot  develops  in  a 


Arizona 

vein  without  previous  inflammatory  changes 
the  presence  of  the  clot  itself  will  sufficiently 
irritate  the  vessel  wall  to  promptly  produce  a 
phlebitis.  Further,  a thrombus  may  suddenly 
propagate  into  a non-inflamed  segment  of  a 
vein  from  an  inflamed  and  thrombosed  segment, 
thus  producing  both  thrombophlebitis  and 
phlebothrombosis  in  the  same  vessel.  Confusion 
is  thus  compounded,  and  I agree  with  Allen, 
Barker  and  Hines(l)  and  with  Wright(3)  that 
these  are  best  grouped  as  all  “thrombophlebitis.” 

ETIOLOGY  AND  CLASSIFICATION 

Thrombophlebitis  is  a disease  result  of  many 
different  causes  and  is  variable  in  its  course, 
prognosis  and  treatment.  Table  I is  a classifica- 
tion given  by  the  American  Heart  Association, 
Committee  on  Nomenclature  of  the  Section 
for  the  Study  of  the  Peripheral  Circulation; 

There  are  several  factors  in  the  development 
of  thrombophlebitis: 

(1)  Damage  to  the  intima  by  chemical,  trau- 
matic or  dehydrating  forces; 

(2)  Stasis  produced  by  mechanical  blockage 
such  as  pregnancy,  circulatory  failure,  garters, 
girdles,  etc.,  or  varicosities; 

(3)  Organisms  of  an  unknown  or  variable 
type  that  invade  the  thrombus  through  the 
blood  or  lymph  streams; 

(4)  Changes  in  the  clotting  mechanisms  of 
the  blood. 

In  1731  Petit  was  the  first  physician  to  de- 
scribe the  formation  of  thrombi  in  the  blood 
vessels.  Hunter  in  1784  described  inflammation 
of  the  wall  of  the  vessels  as  a cause  of  thrombosis 
and  Virchow  in  1846  emphasized  mechanical 
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factors  as  a cause  of  thrombosis.  Aschoff  in 
1925  correlated  the  speed  of  blood  flow  with 
thrombosis  and  determined  that  the  sluggish 
blood  flow  caused  agglutination  of  the  throm- 
bocytes ( viz.  modern  concepts  of  “sludging” ) . ( 4) 
From  that  time  to  the  present  numerous  in- 
vestigators have  pointed  out  a variety  of  etiolo- 
gies from  the  “shelter  foot”  of  the  British  who 
slept  in  chairs  in  the  underground  during  the 
bombings  of  London  in  World  War  II  to  the 
relatively  recent  paradox  of  thrombotic  throm- 
bocytopenic purpura. 

The  importance  of  thrombophlebitis  as  a pos- 
sible sign  of  malignancy  was  known  approxi- 
mately 100  years  ago  when  Trousseau(9)  first 
noted  the  association.  Usually  pancreatic  car- 
cinoma is  responsible,  though  many  other  ma- 
lignancies share  this  characteristic.  The  mecha- 
nism is  unknown.  Wright(lO)  has  pointed  out 
that  this  form  of  thrombophlebitis  is  often 
resistant  to  or  “breaks  through”  anticoagulant 
therapy. 

Cryoglobulinemia,  cold  agglutinins,  familial 
thrombosing  tendencies,  are  examples  of  clotting 
defects  in  the  blood  that  may  lead  to  throm- 
bophlebitis. 

The  converse  — that  is,  phlebitis  first  and 
thrombosis  second  — with  no  obvious  origin  in 
a male  who  uses  tobacco  should  arouse  the 
suspicion  of  Buerger’s  disease.  In  many  cases 
attacks  of  phlebitis  will  precede  by  several 
mouths  or  years  arterial  inflammation  and  oc- 
clusion. 

A search  for  an  “X  factor”  led  to  some  in- 
teresting but  unconfirmed  work  by  Vogelsgang 
& Shute  of  Canada,(5)  and  Ochsner  of  New 
Orleans(6)  on  antithrombin  — thought  to  be 
Vitamin  E.  The  possible  role  of  chymotrypsin 
released  by  pancreatic  tumors  as  a thrombotic 
“X  factor”  led  to,  at  present  unsubstantiated, 
claims  by  Inuerfield  that  these  proteolytic  en- 
zymes are  both  thrombolytic  and  anti-inflam- 
matory.(7)  Plasminogen  activated  by  a pro- 
teolytic enzyme  recently  has  been  thought  to 
be  thrombolytic  but  at  this  writing  there  is  no 
method  of  dissolving  blood  clots. 

In  any  event,  thrombophlebitis  appears  to 
arise  from  numerous  etiologic  or  precipitating 
factors  — indeed  a “many  headed  hydra”.(3) 

INCIDENCE 

Many  investigators  the  world  over  have 
laboriously  and  patiently  counted  and  reported 


the  frequency  of  thrombophlebitis.  Zilliacus(4) 
in  scholarly  fashion  summarized  these  figures  as 
on  Table  II. 

One  notes  the  “%  thrombosis”  fell  from  1.68% 
before  1940  to  0.59%  after  1940.  The  one  im- 
portant variable  was  early  ambulation.  However, 
of  those  who  developed  thrombophlebitis  the 
incidence  of  fatal  pulmonary  emboli  was  in- 
creased by  about  one-third. 

The  frequency  of  pulmonary  embolism  after 
thrombosis  following  surgical  operations  is  50- 
60%.  In  obstetric  cases  the  frequency  is  less, 
15-35%. 

In  surgical  series  the  mortality  in  cases  with 
thrombosis  is  almost  20%,  while  in  obstetric 
cases  it  is  only  3-5%  — a curious  and  unex- 
plained difference. 

Singer,  in  Leipzig,  in  1929,  pointed  out  that 
medical  cases  have  an  almost  identical  fre- 
quency of  thrombosis  and  embolism  as  do 
surgical  cases.  Recently,  writing  in  the 
J.A.M.A.,  Dr.  Paul  D.  White,  of  Boston, 
U.S.A.(8)  also  concluded  that  thromboembolism 
is  as  frequent  a medical  as  it  is  a surgical 
catastrophe. 

DIAGNOSIS 

The  swollen,  warm,  edematous,  painful  leg, 
accompanied  by  fever,  tachycardia  and  a 
palpably  thrombosed  vein  is  a clinical  entity 
well  known  to  all  praeticing  physicians. 

However,  many  victims  of  thrombophlebitis 
fail  to  present  “calor,  rubor,  dolor”,  but  rather 
offer  subtle  and  often  deceptive  signs  and 
symptoms. 

One  of  the  earliest  signs  of  thrombophlebitis 
is  an  unaccountable  subnormal  temperature  after 
a surgical  operation  or  a delivery  (Michaelis’ 
sign,  I9II).  Mahler,  1895,  observed  that  a 
tachycardia  under  similar  circumstances  is  still 
an  earlier  sign  of  thrombosis.  Other  early  symp- 
toms of  thrombosis  are  restlessness,  anorexia  and 
insomnia;  an  unreasonable  fear  of  impending 
death  should  immediately  suggest  thrombosis. 

Examination  of  the  thrombosed  extremity  may 
reveal  little.  Dorsiflexion  of  the  foot  may  pro- 
duce a feeling  of  tautness  in  the  calf  of  the  leg 
(Homan’s  sign).  Calf  tenderness,  both  subjective 
and  on  palpation,  increased  consistency  of  the 
calf  or  of  the  muscles  of  the  adductor  region, 
incipient  edema,  at  first  generally  above  the 
ankle,  later  on  the  lower  part  of  the  leg,  may 
be  found. 
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Table  I 

DISEASES  OF  VEINS 
Organic  (Structural) 


A.  Obstructive 

1.  Thrombophlebitis  and  venous  thrombosis  (phlebothrombosis) 

a)  Primary 

(1)  Thromboagiitis  obliterans 

(2)  Recurrent  or  migrating  (without  arterial  lesions) 

(3)  Essential 

b)  Secondary  to 

(1)  Mechanical  injury  (contusion,  laceration,  surgery) 

(2)  Muscular  effort  or  strain 

(3)  Chemical  injury  (sclerosing  agents,  drugs,  solutions  for  diagnosis) 

(4)  Inflammatory  or  suppurative  lesions  — infectious  diseases 

(a)  Tuberculosis,  syphilis,  actinomycosis 

(b)  Other  bacteria  (to  be  specified) 

(5)  Severe  ischemia 

(6)  Chronic  disease  of  vein  wall  (varices,  phlebosclerosis) 

(Late  complications  — varicose  or  post  phlebitic  ulcers) 

(7)  Blood  dyscrasias  (polycythemia  vera,  leukemia,  pernicious  anemia) 

(8)  Epidermophytosis  (?) 

2.  Neoplastic  invasion  of  vein 

3.  Venous  compression  — with  or  without  thrombosis  or  thrombophlebitis  due  to 

a)  Gravid  uterus 

b)  Neoplasm 

c)  Aneurysm 

d)  Scar  tissue 

e)  Scalenus  syndrome 

f)  Fractures  and  dislocations 

g)  Increased  intra-abdominal  pressure  (ascites,  etc.) 

h)  Extrinsic  pressure  (tight  girdles,  circular  garters,  poorly  made  trusses,  etc.) 

B.  Nonobstructive 

1.  Varicose  veins  (aneurysm) 

a)  Primary  — congenital  incompetent  valves 

b)  Secondary  (to  proximal  obstructive  lesions  or  pressure) 

c)  Secondary  to  phlebitic  destruction  of  valves 

d)  Compensatory  dilatation  of  collateral  veins 

2.  Arteriovenous  fistula 

a)  Congenital 

b)  Traumatic 

c)  Mycotic 

d)  Secondary  to  local  disease 

3.  Aberrant  position 

4.  Hypoplasia 

5.  Phlebectasia 

6.  Periphlebitis  without  thrombosis 

7.  Phlebosclerosis  (not  usually  obstructive) 

8.  Rupture 


Table  II 


Author 

Year 

Surg. 

Cases 

Thromb. 

Cases  % Thromb. 

% Emb. 

% Fatal  Emb. 
of  Thromb. 

Ranzi  . . . . 

...01-34 

47,120 

595 

1.26 

0.72 

20 

Huber  . . . 

. . .25-31 

12,222 

126 

1.0 

0.56 

11 

Barker  . . . 

. . .27-40 

158,200 

1,665 

0.95 

0.57 

20.6 

Dahl  . . . . 

. . . 11-30 

18,168 

636 

3.50 

2.33 

14.9 

Averages  . 

235,710 

3,022 

1.68% 

1.04% 

16.6% 

These  figures  extend  up  to  1940.  After  1940 
early  ambulation  became  accepted  practice  and 
statistical  analysis  reveals  some  important  dif- 
ferences. See  Table  III. 
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Table  III 


Author 

Year 

Surg. 

Cases 

Thromb. 

Cases 

% Thromb. 

% Emb. 

% Fatal  Emb. 
of  Thromb. 

Zilliacus  . . 

. .40-45 

126,524 

646 

0.51 

0.105 

20.4 

Dahl  

. .42-44 

1,736 

10 

0.58 

0.67 

_ 

Eckblom  . . , 

. .40-44 

19,000 

143 

0.75 

0.25 

21 

Johanson  . . , 

, .33-44 

45,376 

246 

0.54 

0.7 

34 

Westerborn 

.31-44 

43,737 

254 

0.56 

0.4 

22 

Averages  . . 

236,373 

1,299 

0.59% 

0.425% 

26.8% 

Increased  temperature  of  the  skin  of  the  in- 
volved extremity  when  compared  to  the  op- 
posite member  may  be  noted;  conversely,  a 
reflex  dystrophic  coldness  and  sweating  may 
be  present. 

Increased  sensitivity  to  palpation  along  the 
course  of  the  deep  veins  may  be  present  and 
a discoloration,  varying  from  red  to  blue,  or 
bluish-white,  or  even  marbelization  (cutis  mar- 
morata)  can  occur. 

As  a further  aid  in  making  the  diagnosis  it 
may  be  noted  that  deep  thrombosis  is  more 
common  in  the  left  leg.  The  ratio  of  left-sided 
thrombosis  to  right-sided  thrombosis  is  about 
3:1.(4) 

SIGNS  AND  SYMPTOMS  OF 
PULMONARY  EMBOLISM 

The  sudden  deaths  that  occur  due  to  mas- 
sive pulmonary  embolism  after  the  post-opera- 
tive or  post-partum  patient  first  gets  out  of  bed 
are  unfortunately  too  well  known. 

The  embolism  comes  like  a flash  of  lightning. 
The  patient  suddenly  becomes  pale,  cyanotic, 
extremely  dyspneic;  chest  pain,  usually  on  the 
right  side,  unconsciousness  and  death  follow 
in  rapid  order.  At  post  mortem  a clot  filling 
the  entire  trunk  of  the  pulmonary  artery  is 
found.  Death  is  almost  instantaneous  in  these 
cases. 

The  symptoms  of  a pulmonary  embolism  are 
almost  wholly  dependent  upon  the  size  of  the 
embolus.  With  a more  modest  embolus  the 
patient’s  symptoms  are  less  severe.  Tempera- 
ture, hemoptysis,  tachycardia,  hypotension, 
“pleurisy”  usually  follow  the  non-fatal  insult. 
In  the  mildest  cases  the  patient  may  only  com- 
plain of  a “stitch  in  the  side.”  A slight  increase 
in  the  pulse  rate,  a low  grade  fever,  and  bloody 
sputum  may  be  the  only  manifestations  of  a 
pulmonary  embolism. 


Roentgenographic  studies  may  show  a wedge- 
shaped  shadow  of  increased  density  spreading 
outward  from  the  hilum;  a pleural  reaction  with 
thickening  and  even  pleural  effusion  are  some- 
times found. 

The  electrocardiogram  may  reveal  the  pieture 
of  “right  heart  strain;”  the  magnitude  of  the 
variations  dependent  upon  the  size  of  the  in- 
farct. A deep  Si,  a tall  R3,  S-T  elevations,  es- 
peeially  over  the  right  ventricles  in  the  precor- 
dial leads,  are  often  noted. 

The  white  count  is  usually  elevated  to  from 
12,000  to  20,000  and  there  is  an  accompanying 
polymorphonuclear  leucocytosis  with  the  ap- 
pearance of  immature  forms.  The  erythrocyte 
sedimentation  rate  is  usually  normal  initially 
Init  rises  appreciably  within  72  hours. 

DIFFERENTIAL  DIAGNOSIS  OF 
THROMBOPHLEBITIS 

Traumatic  myostitis  of  the  heads  of  the  gastro- 
cnemius muscle  may  present  symptoms  and 
signs  at  first  suggestive  of  thrombophlebitis.  On 
careful  examination,  however,  one  can  usually 
localize  the  tenderness  and  induration  to  the 
gastrocnemius  head  and  the  absence  of  the  “as- 
sociated signs”  of  edema,  heat,  etc.,  will  usually 
confirm  the  diagnosis.  Homan’s  sign,  will,  how- 
ever, usually  be  positive. 

Gellulitis  of  the  leg  may  offer  a differential 
diagnostic  problem;  usually  on  palpation,  how- 
ever, one  notes  diffuse  tenderness  rather  than 
tenderness  confined  to  the  anatomical  course 
of  the  deep  veins. 

Panniculitis  “fat  legs”  (lipedema),  and  “chronic 
foot  strain”  must  be  considered  in  the  differen- 
tial diagnosis.  Palpation  will  reveal  the  tender- 
ness is  spotty  and  follows  no  venous  anatomical 
patterns  and  lumpy  fatty  tissue  is  easily  identi- 
fied. These  conditions  are  usually  bilateral. 
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TREATMENT 

The  objectives  of  successful  treatment  are: 

(1)  Prevention  of  deep  vein  thrombosis. 

(2)  Prevention  of  the  propagation  of  an  al- 
ready existing  thrombus. 

(3)  Prevention  of  the  delivery  of  emboli. 

(4)  Encouragement  of  the  dissolution  of  the 
original  thrombus. 

(5)  Aids  to  an  embarrassed  venous  return  with 
its  sequelae  of  edema,  varicosities,  ulcers,  etc. 
i.e.  the  post-phlebitic  syndrome. 

PREVENTION  OF  THROMBOPHLEBITIS 

We  have  seen  previously  that  the  incidence 
of  thrombophlebitis  fell  by  greater  than  50% 
in  1940.  This  dramatic  decrease  in  the  frequency 
of  thrombophlebitis  is  due  solely  to  early  ambu- 
lation(19)  instituted  at  that  time  by  surgeons 
all  over  the  world.  Unfortunately  their  medical 
brethren  have  not  followed  suit.  Most  medical 
patients  are  confined  to  bed  for  an  unnecessary 
length  of  time  and  their  incidence  of  “throm- 
bosed patients”  remains  at  the  pre-1940 
level.(4) 

Besides  early  ambulation,  the  use  of  pedals, 
frequent  turning  in  bed,  and  elastic  wrappings 
have  all  contributed  to  the  lessened  frequency 
of  the  disease. 

Garters,  girdles,  lounging  chairs  with  hard 
fronts  to  the  seats  produce  stasis  in  the  veins 
by  pressure  over  vulnerable  points;  their  avoid- 
ance will  help  prevent  thrombophlebitis. 

Dessicated  thyroid  extract  has  been  recom- 
mended as  a means  of  “speeding  up”  the  circu- 
lation in  the  extremities  and  by  reducing  stasis 
thrombophlebitis  is  thought  to  be  prevented. (I I) 
Prophylactic  anticoagulant  therapy  has  been 
used  successfully  in  surgical  patients  to  prevent 
thrombophlebitis.  The  day  before  surgery  a 
coumarin  is  given  orally.  Its  maximum  effect 
occurs  after  the  operation  at  the  time  it  is  most 
needed.  Large  numbers  of  surgical  patients 
have  been  treated  in  this  fashion  with  an  almost 
total  absence  of  post-operative  thrombophleb- 
itis.(12) 

PREVENTION  OF  THE  PROPAGATION  OF 
AN  ALREADY  EXISTING  THROMBUS 

Anticoagulant  therapy  will  prevent  an  existent 
thrombus  from  propagating.  The  “old  thrombus” 
becomes  harder  — loses  its  friability  — and 
becomes  “stuck”  to  the  wall  of  the  vein  by  virtue 


of  the  phlebitis  its  presence  creates.  Unless  a 
new  soft  easily  fractured  thrombus  forms  the 
danger  of  pulmonary  embolism  passes.  Patho- 
logical studies(I)  have  revealed  that  pulmonary 
emboli  are  “fresh”  or  new  clots  probably  less 
than  24  hours  of  age. 

The  adequate  administration  of  heparin(I)(4) 
(I3)(I4)(I5)(I6)(I7)  or  dicumarol(I)(3)(I0)(I6)(I7) 
(18)  will  usually  prevent  venous  thrombosis  or 
extension  of  an  already  existing  thrombus.  Allen 
Barker  & Hines,  of  the  Mayo  Glinic,  state,  “In 
our  experience  in  more  than  1000  cases,  di- 
cumarol  has  been  effective  in  preventing  throm- 
bosis in  veins,  extension  of  existing  thrombosis 
and  pulmonary  embolism. ”( I) 

In  the  author’s  experience  with  over  200 
patients  with  thrombophlebitis  treated  with 
anticoagulants,  none  had  either  extension  of  the 
thrombus  nor  a pulmonary  embolus.  Of  16 
patients  with  thrombophlebitis  who  had  already 
suffered  a non-fatal  pulmonary  embolus,  no 
patient  had  another  pulmonary  embolus  nor 
extension  of  the  original  thrombophlebitis. (17) 

METHODS 

The  desired  immediate  anticoagulant  effect 
is  achieved  by  the  intravenous  administration 
of  Heparin  Sodium;  the  initial  dose  is  50  mgm. 
given  slowly  intravenously.  In  three  hours  a 
Lee  White  coagulation  time  is  done,  and  on 
the  fourth  hour  heparin  is  again  administered 
intravenously.  The  dosage  schedule,  followed 
around  the  clock,  is  as  follows: 


Lee  White  Goag.  Time  Heparin 

Less  than  20  min 75  mgm. 

20-30  min 50  mgm. 

30-45  min 25  mgm. 

Above  45  min Omgm. 


The  difference  in  patient  response  is  not 
determined  by  a “heparin  tolerance  test”. 
Heparin  in  Pitkin’s  menstruum,  or  other  forms 
of  repository  heparin,  with  or  without  a vaso- 
constrictor, are  not  recommended.  The  evidence 
of  Barker  and  his  associates  and  others(I6)  in- 
dicates that  absorption  of  these  preparations 
is  too  variable  to  insure  either  an  effective  or 
safe  therapeutic  level.  There  are  no  well  con- 
trolled studies  reported  to  date  indicating  the 
value  or  safety  of  intramuscular  heparin  in  a 
retarding  menstruum. 

The  thermo-lability  of  heparin  and  the  vari- 
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able  patient  tolerances  necessitates  the  con- 
tinued use  of  the  Lee  White  test.  It  has  been 
found  that  different  batches  or  lot  numbers  of 
heparin  vary  in  their  effect  on  the  same  patient, 
possibly  because  of  exposure  to  high  tempera- 
tures in  transit  — an  important  factor  in  the 
Southwest. 

It  has  been  helpful  to  both  patient  and  tech- 
nician to  insert  a child’s  spinal  needle  or  a 
polyethylene  tube  in  a mid-forearm  vein  to  fa- 
cilitate the  administration  of  heparin  and  the 
withdrawal  of  blood  for  coagulation  tests. 

A number  of  “coumarin”  drugs  are  available 
— each  supposedly  with  its  special  advantage, 
shorter  action,  more  constant  absorption,  etc. 
The  author  has  had  the  widest  experience  with 
Dicumarol®  (2-4d  bis-hydroxy-coumarin). 

An  initial  dose  of  300  mgm.  of  Dicumarol  is 
given  by  mouth  concurrently  with  the  first  dose 
of  heparin  and  24  hours  later  a 200  mgm.  dose 
is  administered.  Lesser  amounts  are  used  in 
patients  in  whom  caution  is  felt  to  be  neces- 
sary (see  Table  V).  The  prothrombin  time  is  de- 
termined daily  by  the  Link-Shapiro  modification 
of  the  Quick  method(20)  and  the  value  desired 
is  two  to  two  and  one-half  times  the  control. 
Experience  has  confirmed  the  necessity  of  draw- 
ing blood  for  the  prothrombin  time  just  prior 
to  the  next  due  dose  of  heparin,  for  heparin 
will  influence  the  prothrombin  time.(16)(21) 
Heparin  is  discontinued  when  the  prothrombin 
time  reaches  an  adequate  therapeutic  level  and 
the  patient  is  then  maintained  on  dicumarol. 

Anticoagulant  therapy  is  usually  continued  for 
one  week,  during  which  time  the  original 
thrombus  becomes  well  fixed  to  the  wall  of 
the  vein  and  no  new  thrombus  forms.  Therapy 
is  not  abruptly  discontinued,  but  gradually 
tapered  off  over  the  following  week  without  the 
necessity  of  prothrombin  times. 

Contra-indications  for  the  use  of  anticoagu- 
lants are  listed  in  Table  IV  and  the  conditions 
in  which  anticoagulants  must  be  used  with  cau- 
tion are  listed  in  Table  V. 

LIGATION 

Ligation  of  the  deep  veins  of  the  legs  is  the 
second  treatment  of  choice  — whenever  anti- 
coagulants cannot  be  administered.  Numerous 
difficulties  are  encountered  and  not  entirely 
satisfactory  results  are  achieved.  Many  patients 
have  bilateral  thrombosis  and  require  bilateral 


ligations.  Thrombosis  above  the  point  of  ligature 
is  an  unfortunate  complication  and  chronic 
venous  insufficiency  of  the  legs  with  edema  and 
stasis  ulcers  a frequent  and  unhappy  sequelae. 
Nevertheless,  when  anticoagulant  therapy  is  con- 
traindicated or  circumstances  do  not  permit  its 
use,  ligation  is  a mandatory  and  usually  effec- 
tive procedure. 

OTHER  MEASURES 

Other  measures  found  to  be  helpful  adjuncts 
are  elevation  of  the  foot  of  the  bed  on  six 
inch  “shock  blocks”,  and  the  application  of  con- 
tinuous hot  wet  packs.  Elevating  the  foot  of 
the  bed  aids  venous  return  in  an  embarrassed 
extremity  by  employing  the  force  of  gravity. 
Simple  elevation  on  pillows  has  been  found  to 
be  unsatisfactory  because  invariably  the  pillow 
slips  up  to  beneath  the  knee  and  then  the  foot 
is  below  the  knee  and  the  desired  effect  is  lost. 
Further,  keeping  the  leg  fully  extended  with  the 
foot  held  upon  pillows  will  produce  in  a short 
time  pain  in  the  back  of  the  knee  by  straining 
the  hamstrings.  With  the  foot  of  the  bed  elevated 
the  patient  can  move  from  side  to  side,  or  even 
be  prone,  and  the  foot  will  always  be  higher 
than  the  knee,  the  knee  higher  than  the  groin, 
etc. 

The  application  of  continuous  hot  wet  packs 
causes  peripheral  arterial  dilatation,  relieves 
pain,  and  in  the  author’s  experience,  relieves  any 
reflex  peripheral  arteriolar  vasospasm.  In  over 
200  cases  none  has  required  paravertebral  block 
— a procedure  recommended  by  Ochsner(2)  and 
contraindicated  in  the  presence  of  anticoagu- 
lants. 

ANTIRIOTICS 

Antibiotics  are  not  used  unless  there  is  reason 
to  believe  the  patient  has  a complicating  in- 
fection — cellulitis  or  abscess  or  infected  hema- 
toma. It  must  be  recalled  that  most  antibiotics 
enhance  slightly  the  anticoagulant  effects  of  he- 
parin and  dicumarol.  ( 16 ) 

When  the  time  comes  to  mobilize  the  patient, 
it  is  usually  helpful  to  fit  an  elastic  stocking 
which  comes  to  just  below  the  knee.  Instruct 
the  patient  to  avoid  passive  dependency,  pres- 
sure behind  the  knee  or  in  the  groin,  and  to 
continue  to  sleep  with  the  foot  of  the  bed  ele- 
vated until  all  evidence  of  dependent  edema 
disappears. 
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TREATMENT  OF  A PULMONARY 
EMROLIZATION 

Once  an  embolus  to  the  lung  has  occurred 
prompt  treatment  should  be  instituted.  The 
cyanosis,  right  heart  failure,  and  death  are  due 
to  the  occlusion  of  a pulmonary  artery  by  the 
embolus,  together  with  the  reflex  pulmonary 
arteriolar  vasopasm  throughout  the  lungs. 
Emergency  treatment  consists  of  papaverine 
hydrochloride,  gr  iii.  intravenously  to  relax  the 
pulmonary  arteriolar  vasospasm  and  pulmonary 
hypertension,  heparin  sodium,  50  mgm,  intra- 
venously to  prevent  further  embolization  or 
propagation  of  the  embolus,  and  oxygen  to  re- 
lieve the  anoxia.  Digitalis  may  be  helpful  in 
aiding  the  badly  strained  right  heart.  Continu- 
ation of  these  measures,  together  with  antibiotic 
prophylaxis  is  the  logical  sequence  of  events. 

With  this  method  of  therapy  there  were  no 
deaths  in  101  patients  with  massive  pulmonary 
emboli,  reported  by  Zilliacus.(4) 

Nevertheless,  the  best  treatment  of  a pul- 
monary embolus  is  its  prevention  — no  longer 
a nebulous  wish  but  a reality  available  to  all 
physicians  who  are  willing  to  take  the  time 
and  trouble  to  do  so. 

SUMMARY  AND  CONCLUSIONS 

1.  Deep  vein  thrombosis  of  the  lower  ex- 
tremities is  a serious  and  sometimes  fatal  dis- 
ease of  multiple  etiologies. 

2.  Early  ambulation,  pedals  and  other  pre- 
ventative measures  have  decreased  the  incidence 
of  thrombophlebitis  by  approximately  50%. 

3.  The  treatment  of  choice  eonsists  of  the  use 
of  the  anticoagulants.  Heparin  and  the  coumarin 
drugs. 

4.  Prompt  treatment  with  papaverine,  heparin 
and  oxygen  will  prevent  death  from  a massive 
pulmonary  embolus  in  almost  all  cases. 

5.  There  is  to  date  no  effective  method  of 
dissolving  blood  clots. 

6.  The  best  treatment  is  prevention. 

Table  IV 

CONTRAINDICATIONS  FOR  THE  USE 
OF  ANTICOAGULANTS 

1.  Duodenal  or  gastric  ulcer 

2.  Gastric  or  colon  carcinoma 

3.  Subacute  Bacterial  Endocarditis 

4.  Severe  Hypertensive  Disease 


5.  Cirrhosis  of  the  liver 

6.  Hepatitis 

7.  Dissecting  aneurysm  of  the  Aorta 

8.  Preceding  a traumatic  operation,  such  as  tran- 
surethral resection 

9.  Severe  Vitamin  C deficiency  (Scurvy) 

10.  Blood  dyscrasias  interfering  with  blood  clotting 

11.  Late  pregnancy 


Table  V 

CONDITIONS  REQUIRING  CAUTION 
IN  THE  USE  OF  ANTICOAGULANTS 

1.  Hypoprothrombinemia 

2.  Acute  or  Chronic  Passive  Congestion  of  the 
Liver  (Heart  Failure) 

3.  Thrombotic  thrombocytopenic  purpura. 

4.  Non-traumatic  Surgery 

5.  Renal  insufficiency 
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By  Frederick  A.  Shannon,  M.D. 
Wickenburg,  Arizona 


0 NE  OF  THE  problems  of  discussing  venomous 
animals  revolves  about  what  constitutes  venom. 
Certainly  the  bite  of  a mosciuito  is  venomous, 
the  resulting  inflammatory  process  being  rather 
accurately  definable.  It  is  known  that  in  certain 
mosquito  venoms,  as  is  true  with  the  venoms 
of  many  other  animals,  that  the  spreading  factor, 
hyaluronidase,  is  present. (1)  In  the  list  of  ani- 
mal venoms  treated  by  this  paper,  I have  tried 
in  general  to  include  only  those  which  may 
cause  a definite  toxic  state  in  or  a condition 
of  distress  to  the  victim.  I have  excluded  para- 
sites and  vectors  which  may  transmit  these 
parasites.  I have  doubtless  left  out  a few  that 
others  think  should  be  included,  but  at  best 
these  should  be  on  the  same  fringe  border  as 
a few  that  I have  included.  I have  minimized 
academic  discussion  involving  such  factors  as 
the  enzymology  of  envenomization  as  well  as 
the  merits  of  certain  treatments  but  have  at- 
tempted to  include  representative  references  to 
the  literature  covering  these  subjects. 

POISONOUS  SNAKES 

Arizona  is  well  endowed  with  rattlesnakes, 
with  17  species  and  subspecies  known  to  occur 
in  the  state.  In  the  lowlands  of  central  and 
southern  Arizona,  the  Western  diamondback 
and  the  Mohave  rattlesnakes  are  more  common 
than  any  other  snake  speeies.  Unfortunately, 
these  two  species  closely  resemble  each  other 
in  appearance.  Their  venoms,  however,  are  not 
at  all  similar,  as  will  be  pointed  out  later. 

Bites  of  the  several  species  of  rear-fanged 
snakes  which  are  found  in  the  state  are  not 
usually  dangerous,  as  the  fangs  are  not  likely 
to  penetrate  the  skin,  and  as  the  venom,  even 
if  injected,  is  of  low  potency.  Temporary  pain 
and  some  swelling  may  follow  such  a bite,  but 
objective  evaluation  of  the  victim  will  reveal 
no  marked  systemic  reaction,  although  the 
patient  may  be  emotionally  cpiite  prostrated. 

(I  should  like  to  thank  Miss  Frances  Humphrey  for  aid  in 
preparation  of  the  manuscript  and  my  wife,  Ellen  Shannon,  for 
criticism  of  the  manuscript.) 


A true  coral  snake,  Micruroides  euryxanthus 
euryxanthus,  does  occur  in  the  southern  part  of 
the  state.  It  may  be  differentiated  from  numer- 
ous other  cross-banded  harmless  snakes  by  the 
presence  of  red,  cream,  and  black  transverse 
bands  completely  surrounding  the  body  with 
the  red  color  adjacent  to  the  cream.  The  species 
is  far  from  aggressive,  and  records  of  human 
victims  are  unknown.  Nevertheless,  the  coral 
snake  is  both  erepuscular  and  nocturnal,  and 
its  affinity  for  freshly  watered  lawns  renders  it 
potentially  dangerous  to  barefoot  children.  The 
feeling  in  some  quarters  that  the  bite  of  this 
species  would  not  be  dangerous  appears  to 
me  to  be  unjustified.  The  snake  is  in  the  same 
family  (Elapidae)  as  the  cobras  and  other  coral 
snakes,  and  all  are  quite  dangerous. 

Rattlesnakes  are  essentially  nocturnal,  although 
a few  species  living  well  up  in  the  mountains 
are  commonly  found  during  the  day.  In  the 
lowlands  of  the  states,  rattlesnakes  are  diurnal 
during  the  cooler  months  of  the  spring  and 
fall.  Even  in  summer  they  are  occasionally  found 
abroad  during  the  day  in  such  relatively  cool 
environments  as  golf  courses.  In  the  warmest 
weather  they  may  be  found,  quiescent,  under 
desert  bushes,  cactuses,  or  low  trees. 

The  physician  seldom  has  the  opportunity  of 
treating  a freshly-bitten  patient.  Distances  be- 
tween towns  are  great  in  Arizona,  and  at  the 
time  of  the  bite  the  victim  is  usually  so  far 
away  from  help  that  an  hour  or  more  may 
have  elapsed  before  contact  with  the  physician 
is  possible.  If  it  is  an  extremity  which  received 
the  bite,  the  victim  will  usually  have  applied  a 
tourniquet.  As  it  is  frequently  occlusive  or  nearly 
so,  it  should  be  promptly  removed  and  replaced 
in  such  a manner  that  venous  return  is  not 
impaired  but  lymph  flow  is  obstructed.  Venom 
is  transported  by  way  of  the  subcutaneous  lymph 
spaces(2)  until  it  reaches  the  deep  lymphatic 
circulation  in  the  axilla  or,  in  the  case  of  a 
lower  extremity,  at  the  level  of  the  knee,  thigh, 
and  groin.  A rare  intravenous  injection  of  venom 
would  likely  be  attended  by  prompt  fatility. 
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removing  the  patient  from  the  province  of  the 
physician.  If  the  swelling  does  not  extend  the 
length  of  the  extremity,  the  level  of  the  edema 
will  delineate  venom  prpgress'and  the  tourniquet 
should  be  placed  just  proximal  to  the  advancing 
edema.  It  is  sometimes  quite  difficult  to  ac- 
curately evaluate  how  seriously  the  victim  has 
been  poisoned.  A large  snake  may  not  neces- 
sarily inject  much  venom, (3)  whereas  a small 
rattlesnake  may  inject  a great  deal.  Other  things 
being  equal,  the  gravity  of  the  bite  increases 
with  the  size  of  the  snake.  If  much  of  the 
venom  has  reached  the  systematic  circulation, 
objective  criteria  may  be  evident.  The  patient 
may  be  in  shock  with  the  usual  symptoms  of  a 
thready,  rapid  pulse.  The  patient  may  be  coma- 
tose and  exhibit  Kussmaul  breathing(4)  and  in- 
continence. The  shock  may  be  due  to  massive 
envenomization,  to  the  release  of  histamines  by 
the  conversion  of  lecithin  to  lysolecithin  by 
lecithinases  in  the  venom  or,  occasionally,  be- 
cause of  anaphylaxsis.  Antihistamines,  intra- 
venous hydrocortisone,  nor-epinephrine  (Levo- 
phed®,  and  other  customary  shock-raisers  may 
be  necessary  to  combat  the  above. 

Pain  is  usually  severe,  and  in  the  absence 
of  cerebral  complications  opiates  should  be  used 
as  needed  despite  undocumented  criticism  to 
the  contrary.  (5)  Tetanus  and  gas  gangrene  anti- 
toxins should  be  given  at  this  time. 

Blood  typing  should  be  done  as  soon  as  pos- 
sible, as  enzymatic  alterations  of  the  blood  may 
soon  make  such  procedures  impossible.  Like- 
wise a prompt  urinalysis  may  prove  of  consider- 
able prognostic  import  if  albuminuria  and  hemo- 
globinuria are  thus  revealed. (10)  Leucocytosis 
usually  occurs  early  with  an,  as  yet,  fairly  un- 
altered differential. 

Moribund  patients,  especially  those  bitten  by 
diamondbacks,  may  hemorrhage  freely  from  the 
conjunctivae,  from  oral  and  anal  orifaces,  into 
viscera  or  intestinal  lumina,  or  subcutaneously 
as  evidenced  by  petechiae  or  ecchymoses.(4) 
Bleeding  from  the  fang  punctures  is  usually 
observed. 

If  signs  of  extensive  hemorrhage  appear  early 
in  conjunction  with  a history  of  probably  severe 
envenomization,  heparin  should  be  considered 
as  a potentially  valuable  tool.(6)(7)(8).  On  the 
surface,  such  treatment  may  appear  irrational. 
However,  the  powerful  coagulases(9)  of  dia- 


mondback  venom  activate  extensive  deposition 
of  fibrin  early  in  the  course  of  the  envenomi- 
zation, resulting  in  a loss  of  fibrin  from  the 
circulating  plasma,  rendering  the  blood  quite 
incoagulable.  Experimentally  the  use  of  heparin 
alone  has  not  appeared  to  result  in  as  favor- 
able a prolongation  of  life  as  has  heparin  com- 
bined with  intravenous  antihistamines.  The  latter 
used  alone  are  not  efficacious,  perhaps  due  to 
the  extensive  clotting  preventing  their  proper 
transport.  It  should  be  pointed  out  that  in- 
coagulability of  the  blood  is  not  due  entirely 
to  loss  of  fibrin  by  eoagulases.  Hemolysins 
per  se  are  also  present,  one  of  which  attacks 
prothrombin.  The  effects  of  the  hemolysins  are 
probably  secondary  to  the  consequent  effects 
of  loss  of  the  circulating  platelets  and  fibrinogen. 
Further  experimental  work  upon  this  subject  in 
connection  with  the  diamondback  and  Mohave 
rattlesnakes  is  being  conducted  by  the  author 
and  Miss  Frances  Humphrey.  All  this  should 
point  up  the  necessity  for  prompt  blood  trans- 
fusions in  such  severe  cases. 

Corticosteroids,  while  of  undoubted  value  in 
the  treatment  of  shock  and,  perhaps,  swelling, 
are  of  doubtful  benefit  otherwise. (1I)(12)(I3)  It 
is  difficult  to  believe  that  corticosteroids  would 
do  much  to  promote  healing  in  the  wound  site. 

Such  neurotoxins  as  may  exist  in  the  venom 
of  the  diamondback,  Crotalus  atrox,  are  not  of 
significance  to  the  physician  attending  a patient 
bitten  by  a snake  of  this  species.  The  neuro- 
toxins, on  the  other  hand,  are  potent  in  the 
venom  of  the  Mohave  rattlesnake,  Crotalus  s. 
scutulatus,  and  indeed  may  contribute  signifi- 
cantly to  the  death  of  the  victim  of  the  bite. 
Unfortunately,  differentiation  between  the  two 
above  species  is  difficult,  so  that  there  is  only 
one  report  of  a bite  by  the  Mohave  rattlesnake 
in  the  literature.  (43)  The  author  saw  a woman 
who  had  received  a shallow  bite  from  one 
fang  of  a Mohave  rattlesnake.  Aside  from  local- 
ized swelling,  the  only  marked  systemic  effects 
were  diplopia,  dysphagia,  and  slight  dysphonia. 

Extreme  neurotoxic  involvement  as  may  occur 
in  bites  of  the  coral  snake  or  of  certain  species 
of  the  rattlesnake  such  as  the  Mohave,  may 
produce  respiratory  as  well  as  a general  flaccid 
paralysis.  High  cholinesterase  levels  are  known 
to  occur  in  elapid  venoms  (coral  snakes,  cobras). 
(14)(15)(16)(I7)(18)(19)  Thus  the  use  of  neostig- 
mine and  atropine,  as  in  a myasthenic  crisis. 
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may  be  of  value  in  marginal  cases.  Such  treat- 
ment has,  indeed,  been  tried  in  the  case  of  a 
seasnake  bite.(19)  In  the  one  reported  case,  the 
envenomization  was  overwhelming  in  nature, 
and  no  beneficial  results  were  observed.  Never- 
theless in  marginal  poisoning  such  treatment 
may  be  of  some  value.  For  the  same  reason 
an  electrophrenic  respirator  may  be  used  for 
respiratory  paralysis,  although  again  it  must 
be  remembered  that  enzymes  may  be  present  in 
high  enough  titer  to  render  the  procedure  use- 
less. 

Hyaluronidase  content  of  rattlesnake  venom 
is  sufficient  to  cause  rapid  poison  dispersal  at 
the  site  of  penetration  of  the  fangs.  In  the 
case  of  a bitten  finger  or  toe,  the  venom  would 
almost  immediately  encircle  the  digit  by  saturat- 
ing the  subcutaneous  tissue  spaces. (20)  Thus 
such  a phenomenon  as  a “pool”  of  venom  be- 
neath the  fang  marks  is  fictitious  as  is  the 
belief  that  incision  into  the  fang  marks  will 
allow  the  “pools”  to  be  removed.  Proteolytic 
enzymes  present  in  rattlesnake  venom  as  well 
as  the  proteolytic  action  of  thrombin  and  lyso- 
lecithin  render  the  site  of  a bite  highly  ischemic 
and  susceptable  to  gangrene.  Thus  incisions  into 
the  site  of  a bite,  if  such  occurs  on  an  extremity, 
should  be  rigorously  avoided,(10)(15)(16)  as  such 
procedures  can  only  compound  existing  ischemia 
and  render  a gangrenous  issue  more  certain. 
Incisions  should  not  be  used  at  all  in  patients 
who  have  received  minimal  envenomization. 
(16)(22)  When  used,  the  extent  of  the  incision, 
which  should  be  made  over  the  advancing  area 
of  swelling,  must  be  tempered  by  the  physician’s 
clinical  judgment.  A few  such  incisions,  forming 
a semicircle  around  the  limb  over  and  anterior 
to  the  swelling  may  be  sufficient.  Such  incisions 
should  be  V2  to  one  inch  apart  and  linearly 
placed  either  anterio-posterior  or  sagittal  in 
direction.  The  swelling  will  expand  them  almost 
as  efficiently  as  if  they  were  cruciate.  They  do 
not  need  to  be  much  more  than  Vs  inch  deep 
to  reach  the  subcutaneous  spaces.  Severe  cases 
may  require  several  rings  of  incisions  completely 
encircling  the  limb.  New  rings  should  be  about 
four  to  six  inches  proximal  to  the  preceding 
ring. 

It  should  be  remembered  that  venom  can 
be  removed  from  incisions  over  the  fang  marks 
as  has  been  demonstrated  by  the  splendid 
earlier  work  of  Jackson,(21)  but  it  should  also 


be  remembered  that  this  removal  is  made  pos- 
sible by  the  free  mobility  of  the  venom  due 
to  Duran  Reynal’s  spreading  factor  and  not 
due  to  mythical  “pools”  of  venom.  The  same 
spreading  factor,  of  course,  facilitates  removal 
from  less  dangerously  placed  incisions  behind 
the  damming  tourniquet.  Bites  on  the  face  or 
body  may  effectively  be  treated  only  by  systemic 
measures,  as  tourniquets  are  impractical. 

Excision  of  venom-laden  tissues  has  been 
advocated.(23)(24)  Unless  a fatal  issue  is  antici- 
pated in  a victim  bitten  not  more  than  an  hour 
previously,  such  treatment  is  too  mutilating  to 
be  considered  and,  of  more  significance,  is 
probably  useless. 

Suction  may  be  applied  to  the  incisions  by 
means  of  such  things  as  suction  bulbs,  breast 
pumps,  or  suction  machines.  Alternating  positive 
and  negative  pressure  by  a Pavex  boot  is  an 
effective  way  to  remove  venom.  In  the  case 
of  severe  envenomization,  suction  may  be  useful 
over  the  course  of  24  hours. 

The  application  of  extremes  of  heat  or  cold 
to  the  site  of  a rattlesnake  bite  should  be 
avoided.  As  has  been  mentioned,  considerable 
local  ischemia  is  present,  and  even  the  moderate 
heat  of  a heating  pad  turned  on  low  may  lead 
to  bullous  formation  and  skin  slough  that  could 
otherwise  have  been  avoided.  The  use  of  ex- 
treme cold  such  as  that  afforded  by  ice  water 
(22)(25)  is  outrageous.  The  advocates  of  ice 
water  have  begged  the  question  by  bringing 
up  such  unreal  comparisons  as  the  85°  F. 
hypothermia  used  for  short  times  in  cardiac 
surgery  as  justification  for  lowering  tissue  tem- 
perature to  4-7°  C.  This  does  not  obviate  the 
fact  that  ice  water  causes  much  more  extensive 
gangrene,  may  cause  immersion  extremity,  and 
in  many  cases  even  abjectly  fails  to  control 
swelling,  as  is  claimed  for  it.(10)(15)(16)(25)(26) 
Increasing  numbers  of  cases  of  patients  damaged 
by  ice  water  are  appearing  in  the  literature, 
and  it  has  even  been  pointed  out(25)  that  the 
patients  obtaining  maximum  benefits  as  re- 
ported by  the  advocates  of  ice  water  responded 
more  unfavorably  than  did  those  reported  by 
the  reviewer  as  receiving  no  treatment  at  all. 

Elsewhere  I have  presented  some  of  the  diffi- 
culties attending  the  use  of  antivenin.(10)(16) 
Wyeth  has  recently  developed  a new  antivenin 
which  appears  to  be  much  more  effective  than 
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that  developed  previously.(27)(28)  The  data  con- 
eerning  the  efficacy  of  this  antivenin  are  weight- 
ed somewhat  in  favor  of  the  antivenin,  but  there 
is  no  doubt  that  a greatly  potentiated  product 
is  now  available.  I use  antivenin  only  in  cases 
of  severe  envenomization,  and  then  only  as  a 
supplement  to  such  measures  as  tourniquet,  in- 
cision, and  blood  replacement.  The  decision  to 
use  antivenin  should  be  made  only  after  practice 
of  the  same  rigorous  discipline  for  skin  testing 
as  is  applied  to  tetanus  antitoxin.  Vastly  larger 
quantities  of  horse  serum  will  be  used  than  is 
present  in  the  antitoxin,  and  severe  anaphylac- 
toid reactions  are  known  to  occur  from  in- 
discriminate use  of  antivenin. (16)  When  anti- 
venin is  used,  the  quantity  employed  should  be 
larger  if  the  patient  is  small.  One  ampule  of 
reconstituted  antivenin  should  be  injected  sub- 
cutaneously just  in  advance  of  the  swelling. 
Several  puncture  sites  may  be  used  to  surround 
the  extremity  with  the  antivenin,  but  this  is 
probably  unnecessary,  as  the  hyaluronidase  in 
the  venom  would  probably  cause  rapid  disper- 
sion. If  a serious  bite  is  being  treated,  it  may 
be  well  to  inject  two  or  more  ampules  intra- 
muscularly in  the  usual  sites.  Intravenous  in- 
jection should  not  be  attempted  unless  it  is 
felt  that  the  effects  of  the  bite  would  be  over- 
whelming. Additional  ampules  may  be  given  at 
half  hour  to  two  hour  intervals  for  as  long  as 
it  is  felt  that  the  patient  is  in  danger. 

Every  case  of  rattlesnake  poisoning  should  be 
hospitalized.  Delayed  complications  are  not  un- 
usual for  as  long  as  a 72-hour  period.  There 
seems  little  reason  to  believe  that  danger  to 
the  patient  would  be  present  after  this  time 
except  for  the  usual  secondary  reasons  such 
as  a gangrenous  aftermath  or  toxemia  from 
excessive  blood  destruction.  Such  complications 
as  bacterial  infections  should  be  treated  with 
antibiotics. 

Complete  recovery  from  rattlesnake  poison- 
ing may  be  slow.  Necrosis  in  the  area  of  the 
bite  may  take  as  long  as  two  months  to  heal 
completely.  Severe  muscle  spasms  in  an  ex- 
tremity which  was  previously  badly  swollen  may 
occur  for  as  long  as  two  or  three  years  follow- 
ing the  bite.  Such  episodes  seem  to  be  reduced 
by  a high  calcium  intake.  If  they  are  severe 
enough  to  be  immediately  treated,  calcium 
gluconate  intravenously  will  give  prompt  relief. 

An  anticipated  sequela  to  a bite  from  a coral 


snake  would  be  emotional  instability  for  several 
months  to  a year  following  the  bite. 

Mortality  from  snakebite  varies  tremendously, 
being  higher  in  children.  Over  the  country  as 
a whole,  the  death  rate  in  the  1000  persons 
bitten  annually  is  about  3%. (43)  It  is  higher 
in  the  Southwest,  perhaps  nearly  10%.  As  these 
figures  apply  to  both  treated  and  untreated 
cases,  they  are  both  encouraging  and  dis- 
couraging. A person  in  Arizona  bitten  by  an 
extremely  large  rattlesnake  could  anticipate 
the  probability  of  a mortality  rate  as  being 
about  50%  if  untreated. 

GILA  MONSTER 

The  physician  rarely  sees  victims  of  Gila 
monster  bites.  Gila  monsters  are  found  in  the 
southern  and  western  portions  of  the  state  except 
in  the  Gila  River  drainage  below  1000  feet. 
They  are  not  commonly  encountered.  When 
cornered  they  put  on  a rather  formidable  dis- 
play of  hissing  with  wide-open  mouth,  which 
discourages  most  people  from  handling  them. 
The  venom  is  manufactured,  or  at  least 
stored,(30)  in  submandibular  salivary  glands, 
and  it  is  released  into  the  mouth  where  it  may 
be  carried  by  strongly  grooved  lower  teeth  into 
the  flesh  of  the  victim.  The  bite  is  extremely 
painful(29)  and  is  followed  by  rapid  swelling 
and  advancing  edema  in  a manner  similar  to 
that  produced  by  rattlesnake  venom.  Due  to 
an  unfortunate  tendency  of  the  lizard  to  hang 
on  and  chew  with  his  powerful  jaws,  the  area 
of  the  bite  is  likely  to  be  considerably  lacerated. 
Hemolysins  present  in  the  venom  may  result 
in  localized  bleeding  persisting  for  many  hours 
or  longer.(29)  Powerful  neurotoxins  present  in 
the  venom(29)(3I)(32)  may  produce  flaccid  paral- 
ysis with  fatal  extension  to  the  respiratory  center. 
In  the  human  victim,  tinnitis  and  dysphagia 
as  well  as  emotional  instability  are  known  to 
result  from  the  bite.  From  experimental  evi- 
dence(32)  there  is  little  doubt  that  the  venom 
of  the  Gila  monster  is  rather  potent.  However, 
with  a comparatively  inefficient  mechanism  for 
injecting  the  venom,  it  would  be  difficult  for 
these  animals  to  fatally  poison  a man.  In  spite 
of  a great  mass  of  lurid  literature  to  the  con- 
trary, there  is  no  substantiated  case  of  a hu- 
man death  due  to  a Gila  monster  bite.  Never- 
theless, envenomization  should  be  treated  by 
the  physician  as  a serious  matter,  and  the  patient 
should  be  hospitalized  for  observation.  The  use 
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of  a tourniquet  may  be  employed  to  slow  ab- 
sorption of  the  venom  into  the  blood  stream 
and  to  allow  it  to  be  detoxified,  presumably 
by  the  liver.  Supportive  treatment  should  be 
maintained  as  necessary  in  the  manner  described 
under  snakebite.  No  antivenin  has  been  devel- 
oped, nor  need  be  expected  to  be  developed,  for 
treatment  of  posioning  by  this  lizard. 

TOAD 

An  interesting  form  of  envenomization  oc- 
casionally found  in  other  animals,  usually  in 
dogs  but  obviously  not  much  of  a problem  to 
humans  may  occur  from  ingesting  the  heavy, 
milky  secretions  given  off  by  the  parotoid  glands 
of  the  Colorado  River  toad,  (neither  analogous 
nor  homologous  to  the  human  parotid)  Bufo 
alvarius,  after  it  is  roughly  handled.  These  large, 
olive  green  toads  are  found  in  moist  environments 
in  the  southern  part  of  the  state.  The  most  active 
principle  in  the  venom,  alvarobufotoxin,(44)(47) 
is  digitalis-like  in  its  action,  and  poisoning  may 
cause  emesis,  partial  paralysis,  and  death  in 
cardiac  systole.  Treatment  is  non-definitive  and 
poor.  Bufo  alvarius  parotid  secretions  do  not 
contain  epinephrine  as  do  those  of  many  toad 
species  of  the  southern  hemisphere. (45)(46)(47) 

SCORPION 

tVhile  fatalities  from  scorpion  sting  are  not 
common  in  southern  Arizona,  they  do  occur  in 
children  at  the  rate  of  three  or  four  a year  and 
in  their  aggregate  equal  or  exceed  the  fatalities 
from  rattlesnake  poisoning.  Although  two 
species  of  Centruroides  have  been  presumed  to 
be  responsible  for  severe  envenomization,  it 
appears  that  only  one  species,  C.  sculpturatus, 
is  present  in  the  state,  the  other  being  but  a 
melanistic  color  phase  of  C.  sculpturatus.(33) 
Symptoms  of  poisoning  are  variable.  They  may 
include  tonic  convulsions,  salivation,  respiratory 
paralysis,  pilo-erection,  hypertension,  vaso-con- 
striction,  mydriasis,  and  trismus. (34)(35)  Burning 
pain  usually  accompanies  the  sting  with  an  area 
of  numbness  around  the  puncture.  Convulsions 
are  by  no  means  always  present.  Drowsiness 
and  slurring  speech  may  ensue.  Local  pain  may 
become  worse,  remain  the  same,  disappear,  or 
occasionally  be  absent.  The  convulsions  may  be 
similar  to  those  of  strychnine  poisoning  in  that 
they  may  be  induced  by  touching  the  patient 
or  even  by  loud  noise.  Systemic  symptoms  usu- 


ally appear  in  less  than  an  hour  but  may,  on  occa- 
sion, be  delayed  for  several  hours. 

Due  to  the  extremely  superficial  deposition 
of  scorpion  venom  and  due  to  a lack  of  pro- 
teolytic enzymes,  an  ice  bag  may  be  used  in 
conjunction  with  a tourniquet  for  slowing  ab- 
sorption of  the  venom,'  thus  reducing  or  obviat- 
ing severe  systemic  reactions.  Hyaluronidase  is 
known  to  be  contained  in  the  venom. (36)  Action 
on  the  smooth  muscle  has  been  compared  to 
that  of  serotenin.(37) 

A specific  antivenin  has  been  prepared  for 
use  in  C.  sculpturatus  poisoning.  The  efficacious- 
ness of  the  product  is  in  doubt,  due  in  part  to 
a lack  of  accurate  publication  upon  its  use  in 
man.  Such  information  as  is  available  has  not 
been  obtained  in  a manner  acceptable  to  mini- 
mum scientific  standards.  Great  newspaper  pub- 
licity was  given  to  the  antivenin  at  the  time 
when  there  was  a lobby  in  Congress  for  the 
purpose  of  introducing  a bill  to  allow  shipment 
of  live  scorpions  in  the  mail.  The  resulting 
blurbs  on  at  least  one  occasion  gave  praise- 
worthy credit  to  the  effectiveness  of  the  anti- 
venin in  saving  the  life  of  a person  not  even 
poisoned  by  a scorpion.  It  still  remains  the 
province  of  the  medical  man  to  determine  the 
cause  for  convulsions,  and  hyperthermia  is  not 
an  indication  for  the  use  of  antivenin. 

This  does  not  mean  to  say  that  the  antivenin 
is  never  effective.  It  is  hoped,  however,  that 
these  remarks  may  stimulate  more  accurate  ob- 
servations upon  the  effects  of  treatment,  bearing 
in  mind  that  most  of  the  stings  would  not 
terminate  fatally  whether  treated  or  not.  It 
should  be  understood  that  the  antivenin  is  rated 
as  an  experimental  drug,  and  thus  for  medico- 
legal reasons  written  permission  should  be  ob- 
tained whenever  possible  from  the  victim  or 
parents  of  the  victim  previous  to  its  administra- 
tion. (The  antivenin  may  be  obtained  from  the 
Poisonous  Animals  Research  Lab,  Arizona  State 
College  at  Tempe,  Arizona.)  Local  pain  may 
be  controlled  by  a 2%  procaine-epinephrine 
solution.  Opiates  may  be  used  for  severe  pain 
and  convulsions.  A total  of  50  mg.  of  intravenous 
morphine  sulfate  was  necessary  to  control  the 
pain  of  one  man  who  had  been  stung  on  the 
penis.(35)  Demerol®  should  not  be  used,  as 
there  is  some  evidence  that  it  acts  synergis- 
tically  with  the  venom.  Barbiturates  in  hypnotic 
doses  may  occasionally  be  life-saving.  Severe 
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convulsions  may  be  controlled  with  pentathol 
anesthesia  followed  by  instigation  of  oxygen 
by  a closed  system. 

SPIDERS 

Black  widow  spider  bite  is  somewhat  better 
known  to  the  physician,  probably  due  to  its 
greater  incidence.  In  the  presence  of  severe 
abdominal  or  other  muscular  cramping  follow- 
ing a history  of  spider  bite,  an  attempt  should 
be  made  to  verify  envenomization  by  locating 
the  site  of  the  bite.  Two  minute  fang  marks 
are  usually  present.  Due  to  a paucity  of  the 
Chick  Sale-ian  edifices  so  common  in  the  South- 
east, bites  upon  the  genitalia  are  fortunately 
not  common  in  Arizona. 

Ten  percent  calcium  gluconate  or  lactate  in 
a dosage  of  2.5  to  20  cc.  based  on  20  cc./150 
lbs.  may  be  given  intravenously  for  prompt 
control  of  abdominal  cramping. (38)  If  the  cramps 
are  not  relieved,  intra-abdominal  pathology 
should  enter  the  diagnostic  picture.  It  should 
also  be  remembered  that  occasional  cases  of 
black  widow  spider  bites  have  undergone  ap- 
pendectomies. ACTH  and  cortisone  have  been 
used  with  reported  good  results,(39)  although 
a rationale  for  the  use  of  corticosteroids  is  not 
clear.  An  immune  serum,  Antivenin  Latrodectus 
mactans  (Wyeth),  has  been  prepared.  Two  am- 
pules should  be  given  in  the  presence  of  severe 
symptomatology.  The  calcium  gluconate  may 
be  repeated  as  necessary  for  the  control  of 
cramps.  With  this  treatment  the  patient  usually 
recovers  completely  in  one  or  two  days,  although 
sporadic  cramping  may  occur  for  one  or  two 
weeks  after  the  bite.  If  the  antivenin  is  used, 
the  usual  skin  tests  for  sensitivity  to  horse 
serum  should  be  conducted.  Every  patient  sus- 
pected of  having  been  bitten  by  a black  widow 
should  be  hospitalized.  Estimates  of  futility  due 
to  the  bite  may  range  from  1-5%. (40)  Hyaluroni- 
dase  is  known  to  be  present  (40)  in  the  venom. 

No  other  Arizona  spider  is  dangerous  to  man. 
The  bite  of  any  of  the  large  species  of 
tarantulas  in  Arizona  can  be  quite  painful.  The 
author  was  bitten  on  the  thumb  while  handling 
a large  individual.  The  bite  was  attended  by 
considerable  pain  lasting  for  two  hours.  Minimal 
swelling  was  experienced,  but  the  bitten  area  re- 
mained unusually  sensitive  to  pressure  for  three 
days. 


CENTIPEDE 

A somewhat  more  severe  local  reaction  may 
result  from  bites  of  large  centipedes  of  the 
genus  Scolopendrus.  Local  necrosis  and  suppura- 
tion frequently  follow  the  bite,  attended  by  the 
expected  local  lymphadenopathy.  Systemic 
symptoms  may  consist  of  headache  and  gen- 
eralized aching,  nausea,  and  even  vomiting. 
Treatment  is  symptomatic.  Prolonged  use  of 
moist  hot  packs  may  minimize  discomfort  and 
subsequent  necrosis.  Immediate  application  of 
ammonia  has  been  suggested(42)  for  prompt  re- 
lief of  pain.  The  wound  may  be  painful  for  as 
long  as  a month,  and  healing  of  necrotic  areas 
is  slow. 

HYMENOPTERA 

The  stings  of  bees,  wasps,  and  velvet  ants 
are  too  well  known  to  elaborate.  The  sting  of 
honey  bees  should  be  scraped  out  rather  than 
pulled  out,  as  the  latter  procedure  may  cause 
the  attached  poison  reservoir  to  be  pinched  and 
more  venom  thus  be  squeezed  into  the  wound. 
Local  application  of  an  ice  bag  will  relieve 
pain  to  some  extent.  A fair  per  cent  of  people 
are  allergic  to  hymenopteran  stings,  especially 
apiary  workers  who  become  sensitized  to  the 
sting  of  the  honey  bee.  Most  of  these  allergies 
can  be  treated  with  corticosteroids  and  anti- 
histamines. A state  of  anaphylaxsis  may  be 
reached  or  approached  by  occasional  individuals 
who  should,  of  course,  be  treated  with  epine- 
phrine and  the  other  usual  supportive  measures. 

HEMIPTERA 

Finally,  a word  should  be  said  about  bites 
of  the  assassin  bug  or  cone  nose,  locally  known 
as  the  Walpai  tiger.  This  hemipteran  belongs 
to  the  family  Reduviidae,  notorious  in  Mexico 
and  South  America  for  carrying  Chagas  dis- 
ease. The  Arizona  species  carries  no  known 
disease  but  injects  a poison  or  virus  which 
displays  a characteristic  symptomatology  on 
which  the  existing  literature  carries  a surprising 
paucity  of  information.  The  bites  are  usually 
inflicted  when  the  patient  is  asleep  or  quiet,  the 
insect  thus  being  able  to  ingest  blood  without 
immediate  disturbance.  The  victim  usually 
awakes  with  severe  pruritis  or  pain  about  the 
site  of  the  bite.  The  bitten  area  becomes  erythe- 
matous, indurated,  and  feverish.  Nausea  or 
vomiting  may  supervene  within  an  hour  as  may 


142 


Arizona  Medicine 


March,  1957 


severe  abdominal  muscular  cramps.  A macular 
rash  occasionally  occurs  and  may  cover  the  body 
within  24  hours.  Induration  and  suppuration 
frequently  occur  at  the  site  of  the  bite.  The 
more  common  systemic  symptoms  consist  of 
headache  accompanied  by  generalized  aching. 
The  patient  may  feel  generally  depressed  and 
enervated  with  mental  depression  and  ennui 
persisting  for  two  weeks.  The  rash  is  usually 
transitory.  Local  healing  is  slow  with  induration 
apparent  for  a week  or  more.  Necrosis  may  not 
be  resolved  for  three  weeks  or  longer. 
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Bv  L.  Maxwell  Lockie,  M.D.,  Professor  of  Therapeutics  and  Head  of  the 
" Department,  School  of  Medical  University  of  Buffalo,  Buffalo,  N.Y.’ 
Attending  Physician,  Buffalo  General  Hospital 


The  PUBPOSE  of  this  review  is  to  describe 
briefly  the  action  of  some  drugs  which  are  use- 
ful to  the  general  practitioner.  Each  day  phy- 
sicians receive  many  pieces  of  mail  which  pro- 
claim new  therapeutic  agents.  Only  a few  of 
these  will-  be  included.  Many  of  the  drugs  are 
included  as  reminders  they  have  stood  the  test 
of  time  and  are  very  useful. 

BARBITUBATES 

This  is  still  a very  important  group  of  drugs- 
as  three  hundred  tons  of  barbiturates  are 
used  per  year  in  the  United  States.  An  average 
of  15%  of  all  suicides  are  the  result  of  bar- 
biturate poisoning.  During  the  years,  2500  dif- 
ferent compounds  have  been  synthesized  and 
about  50  marketed  for  clinical  use.  The  action 
is  one  of  a depressant  on  the  cerebral  spinal 
system.  Normal  sleep  usually  is  produced.  Even 
the  electroencepholgram  tends  to  assume  a nor- 
mal sleep  pattern.  Habituation  is  not  frequent. 
Addiction  does  occur  and  is  more  serious  than 
morphine.  Barbiturates  disperse  to  all  tissues  of 
the  body  and  even  pass  the  placental  barrier 
into  the  tissues  of  the  fetus.  Destruction  in  the 
body  or  elimination  by  the  body  depends  on 
the  type  of  barbiturate  used.  For  instance,  bar- 
bital and  phenobarbital  are  excreted  mainly  by 
the  kidneys,  whereas  pentabarbital  and  secobar- 
bital are  debraded  by  the  liver.  The  barbit- 
urates remain  the  largest  group  of  drugs  pre- 
scribed as  a sedative  during  the  day  time  and 
as  a hypnotic  at  night.  If  a patient  has  taken 
too  much  barbital,  the  general  tendency  has 
been  to  over-treat  these  patients.  Usually  sup- 
portive measures  alone  are --sufficient  to  counter- 
act the  toxic  effect.  The  dosage  used  of  the 
various  barbiturates  is  dependent  upon  the  type 
selected. 

CHLORAL  HYDRATE 

This  too  is  a central  nervous  system  depres- 
sant, producing  a very  normal  physiological 
sleep.  There  are  no  after  effects  and  no  un- 
toward effects  in  other  tissues.  It  remains  one 
of  our  most  effective  hypnotics.  The  capsule 
form  is  very  convenient  to  use. 


TRIDIONE 

This  is  highly  specific  in  the  treatment  of 
petit  mal  epilepsy.  It  is  given  in  a daily  dose 
of  3 to  9 capsules,  each  containing  0.3  gms. 
Inasmuch  as  it  can  produce  serious  toxic  effects, 
such  as  blurring  of  vision,  dermatitis  and  blood 
dyscrasias,  all  patients  must  be  watched  care- 
fully, with  frequent  examination  of  blood  and 
urine. 

SALICYLATES 

Salicylates  lower  body  temperature  in  the 
presence  of  fever,  relieve  pain  and  act  as  an 
excellent  therapeutic  test  in  acute  rheumatic 
fever. 

Caution  must  be  used  when  the  pleasant- 
tasting  forms  are  put  in  homes  where  there  are 
children.  Over  a hundred  deaths  occurred  last 
year  in  children  who  had  chewed  and  swallowed 
too  many  tablets. 

Recently-  many  combinations  of  salicylates 
and  the  adrenal  steroids  have  appeared  on  the 
market.  So  far  experience  has  shown  that  ap- 
proximately 20%  of  the  patients  will  notice  more 
benefit  than  they  had  from  salicylates  alone. 

CODINE 

Acts  as  an  analgesic  as  well  as  a cough  de- 
pressant. The  continuous  use  as  a pain  reliever 
is  highly  discouraged.  Salicylates  are  just  as 
effective. 

ARTANE  AND  PAGITANE 

The  two  preparations  are  valuable  in  relieving 
the  muscular  tremors  of  Parkinson’s  Disease  or 
in  arteriosclerotic  conditions.  It  is  convenient 
and  effective  to  change  from  one  preparation  to 
the  other  at  times. 

COLCHICINE 

Colchicine  is  still  the  specific  type  of  medica- 
tion which  is  used  to  relieve  the  symptoms  of 
acute  gouty  arthritis,  although  no  one  knows 
the  mode  of  action.  It  is  to  be  remembered  that 
there  is  no  effect  on  uric  acid  metabolism. 
Another  interesting  effect  of  colchicine  is  in  the 
relief  of  pain  due  to  the  neuritis  which  is  seen 
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in  some  patients  suffering  with  blood  diseases. 
Care  must  be  exercised  in  the  intravenous  use 
of  colchicine  as  thrombophlebitis  occurs  rather 
frecjuently  and  can  be  very  painful. 

AMPHETAMINE 

This  is  a form  of  medication  which  stimulates 
the  higher  nervous  centers.  There  is  no  explana- 
tion for  the  stimulation  of  the  brain  which  oc- 
curs when  it  is  used.  The  psychic  effects  depend 
on  the  mental  state  and  the  personality  of  the 
patient  as  well  as  the  dose  which  is  given.  Its 
use  in  weight  reduction  is  dependent  upon  the 
reaction  of  the  brain  to  refuse  foods.  Apparently 
tolerance  does  not  develop.  It  is  also  of  great 
use  in  the  treatment  of  narcolepsy  and  post 
encelphalitic  Parkinsonism.  Wonderful  in  the 
treatment  of  mood  disturbances,  but  poor  in  the 
treatment  of  a true  psychoneurosis.  Many  dif- 
ferent recent  preparations  are  available. 

BELLADONNA 

This  still  remains  one  of  the  finest  drugs  used 
to  control  hyperperistalsis,  to  relieve  pyloro- 
spasm  and  decrease  motility  of  the  stomach  wall. 
There  is  no  increase  in  the  acidity  or  volume  of 
gastric  juice  when  belladonna  is  taken. 

ANTI-HISTAMINES 

In  no  other  class  of  therapeutic  agents  does 
the  physician  enjoy  a greater  choice  of  prepara- 
tions. It  acts  as  a blocking  drug.  There  are 
many  uses  for  the  anti-histamines,  such  as  acute 
urticaria-  angioneurotic  edema,  certain  forms 
of  dermatitis,  hay  fever,  serum  sickness,  the 
common  cold  due  to  allergy,  and  even  motion 
sickness  and  in  some  forms  of  dizziness.  If  one 
form  of  an  anti-histamine  is  not  effective  in  the 
treatment,  then  it  is  possible  to  select  another 
one,  as  they  are  selective  in  action. 

DIGITALIS 

Digitalis  remains  the  mainstay  in  the  treat- 
ment of  heart  disease  even  today.  The  main 
property  of  digitalis  is  to  increase  the  force  of 
myocardial  contractions.  Other  responses,  such 
as  slowing  of  the  heart  rate,  increase  in  cardiac 
output,  decrease  in  cardiac  enlargement  and 
reduction  in  venous  pressure  are  explained  on 
the  basis  of  the  increased  force  of  systole.  Con- 
stantly there  are  new  preparations  of  the  dif- 
ferent alkaloids  of  digitalis  which  are  appearing 
on  the  market.  A word  of  caution  should  be 


remembered  always  — to  use  one  type  of  digi- 
talis or  its  alkaloid  in  order  to  understand  its 
uses,  and  then  stick  to  it.  Digitalis  is  excreted 
very  slowly  from  the  body  over  a period  of 
10  to  14  days. 

RAUWOLFIA 

This  is  an  effective  preparation  to  use  in  the 
treatment  of  hypertension  and  also  as  a sedative. 
Here  too-  a great  many  new  preparations  of  the 
drug  are  appearing  on  the  market,  and  only  in 
the  past  few  months  has  the  pendulum  appeared 
to  seek  its  normal  regarding  its  indications  and 
contia-indications,  as  they  are  developing 
rapidly. 

DIAMOX 

This  preparation  produces  diuresis  by  de- 
pressing tubular  reabsorptive  transport  of  elec- 
trolyte. In  the  mercurial  diuretics  chloride  re- 
absorption is  affected,  whereas  with  Diamox, 
it  is  bicarbonate.  This  is  an  excellent  diuretic. 

PROBENECID 

Probenecid  blocks  kidney  tubular  reabsorp- 
tion of  uric  acid.  An  average  dose  of  0.5  grams 
twice  daily  will  lower  the  level  of  blood  serum 
uric  acid  by  30%.  It  has  been  found  to  be  of 
great  value  in  helping  the  body  to  excrete 
excessive  amounts  of  uric  acid.  Thus  it  tends 
to  prevent  uric  acid  tophus  formation  and  also 
helps  to  dissolve  tophi,  which  have  already 
formed.  When  a patient  has  a serum  level  over 
7.5  mg.  per  cent-  the  daily  use  does  tend  to 
decrease  the  number  of  recurrences.  It  is  of 
no  value  in  the  treatment  of  the  acute  attack. 
Its  only  action  is  to  increase  uric  acid  excretion. 

BAL 

British  Anti-Lewisite  has  proven  to  be  of  great 
value  in  treating  poisoning  due  to  gold,  mercury 
and  arsenic.  In  mercurial  poisoning  when  used 
very  early,  it  is  life  saving.  Its  greatest  use  today 
is  in  the  treatment  of  reactions  due  to  gold 
as  they  occur  in  patients  with  rheumatoid 
arthritis  who  have  been  on  a course  of  gold 
therapy.  Some  patients  are  allergic  to  B A L, 
so  great  caution  should  be  used  with  the  first 
few  doses. 

SULFONAMIDES 

5400  sulfonamides  have  been  studied  since 
the  discovery  of  sulfanilamide.  Less  than  20 
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of  these  have  obtained  any  therapeutic  im- 
portance. Sulfadiazine  is  the  most  widely  used 
of  all.  Sulfonamides  prevent  bacterial  growth 
and  then  the  natural  resistance  forces  of  the 
body  kill  the  remaining  bacteria.  There  are  a 
few  reactions  to  the  sulfonamides.  These  are 
urinary,  drug  fever  or  blood  dyscrasia.  The 
urinary  symptoms  are  due  to  a deposit  of  some 
of  the  sulfonamides  in  the  pelvis  of  the  kidney 
and  the  ureters.  The  use  of  alkali  plus  a great 
deal  of  fluids  will  counteract  any  of  these 
effects.  However,  there  are  some  of  the  sulfona- 
mides which  precipitate  very  little  in  the  urine. 
Drug  fever  apparently  is  due  to  sensitivity  and 
develops  in  a small  percentage.  Any  reaction 
which  may  occur  in  the  blood  will  appear  2 
to  3 weeks  after  the  drug  has  been  started. 
The  mixtures  of  sulfonamides  are  being  more 
widely  used  because  the  total  amount  of  the 
sulfonamides  can  be  present  in  the  urine  without 
precipitating  out  of  solution  than  would  be 
possible  if  only  one  drug  were  used.  There 
is  a tendency  today  to  use  more  sulfonamide 
therapy  than  several  years  ago.  Hemolytic  strep- 
tococae  and  gonorrheal  organisms  are  very  sensi- 
tive to  them. 

It  is  interesting  to  note  that  sulfadiazine  and 
penicillin  are  the  most  effective  combination 
to  combat  the  various  coccalmeningitis  diseases. 
Streptomycin  and  sulfadiazine  seem  to  act  best 
in  brucellosis.  Tetracycline  and  sulfadiazine  are 
most  effective  in  treating  influenza  meningitis. 

ANTIBIOTICS 

The  use  of  antibiotics  with  the  discovery  of 
penicillin,  and  since  then  many  new  prepara- 
tions have  been  developed  in  which  the  activity 
of  the  spectrum  overlaps  that  of  penicillin,  such 
as  tetracycline.  The  uses  of  these  drugs  have 
been  spectacular  in  combatting  infections. 

IRON 

Iron  has  been  found  to  be  more  effective 
when  taken  between  meals  instead  of  im- 
mediately after  meals.  Also,  it  should  be  used 
only  for  blood  deficiency  anemias,  not  as  a 
general  tonic. 

VITAMIN  Bi2 

The  value  is  in  pernicious  anemia  only. 
FOLIC  ACID 

Useful  in  nutritional  macrocytic  anemias. 


HEPARIN  and  DICUMEROL 

The  use  of  these  two  preparations  has  been 
of  great  value  in  the  treatment  of  thrombo- 
phlebitis and  in  coronary  thrombosis.  In  throm- 
bophlebitis, the  embolic  phenomena  has  been 
reduced  by  65%;  whereas  the  death  rate  of 
patients  with  coronary  thrombosis  has  been  mar- 
kedly reduced.  The  exact  percentage  is  not 
known. 

RADIOACTIVE  ISOTOPES 

Phosphorus-P^^  has  a half  life  of  14  days.  It 
is  interesting  to  note  that  the  average  penetra- 
tion is  2 mm.  with  the  maximum  of  7 mm.  Thus 
most  of  the  action  from  P^^  is  located  in  the 
tissue  which  has  taken  up  the  isotope.  It  is  of 
great  value  in  the  treatment  of  polycythemia 
vera. 

Iodine-131  is  another  radioactive  isotope.  Its 
half  life  is  8 days.  It  is  useful  in  the  diagnosis 
and  treatment  of  hyperthyroidism. 

Cold-298  is  also  another  isotope  and  its  great- 
est use  is  in  the  treatment  of  metastases  in- 
volving the  abdominal  cavity  and  the  pleural 
cavities. 

ACTH  and  ADRENAL  STEROIDS 

Every  day  our  mail  has  several  brochures 
describing  the  spectacular  uses  of  these  prepa- 
rations. Patients  with  connective  tissue  diseases 
certainly  have  lived  longer,  while  in  allergies, 
hypersensitivity  to  drugs,  replacement  in  Addi- 
son’s Disease  and  in  the  inflammations  of  the 
eyes,  they  are  of  great  value. 

In  rheumatoid  arthritis,  rheumatoid  spondylitis 
and  in  gouty  arthritis,  the  symptoms  and  signs 
improve  temporarily  but  the  progress  of  the 
disease  is  not  stopped. 

BUTAZOLIDIN 

A new  drug  which  is  very  effective  in  con- 
trolling pain  of  the  muscles  and  joints.  Daily 
doses  of  300-400  mg.  or  short-term  large  dosages 
are  handled  well  by  most  patients.  Its  use  in 
acute  periarthritis,  calcified  supra-tendonitis  and 
acute  gouty  arthritis  oftentimes  is  spectacular. 

REMARKS 

This  is  a very  brief  review  of  some  drugs  which  are  of  use 
to  the  general  practitioner. 

REFERENCE 

The  Pharmacological  Basis  of  Therapeutics,  Second  Edition 
(L.  S.  Goodman  and  A.  Gilman,  MacMillan  Company,  1955). 
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llecently,  your  state  association  has  been  invited  to  participate  in  discussions  to  consider  a 
possible  further  extension  of  the  socialization  of  medicine  under  the  guise  of  extended  utiliza- 
tion of  Blue  Cross  and  Blue  Shield  services.  So  far,  only  discussions  have  been  in  progress, 
but  no  definite  steps  have  been  taken  to  commit  the  medical  profession  to  approval  of  such  a 
plan. 

Others  who  are  invited  by  the  State  of  Arizona  Department  of  Public  Welfare  are  the  rep- 
resenatives  of  the  Blue  Cross  and  Blue  Shield,  and  representatives  of  two  larger  county  medi- 
cal societies  as  well  as  the  Arizona  Hospital  Association.  A sketchy  outline  of  the  proposed 
plan  was  presented  in  a recent  letter.  It  was  suggested  that  an  attempt  would  be  made,  ap- 
parently by  the  State  Department  of  Public  Welfare,  to  seek  funds  and  authority  from  the 
Legislature  to  inaugurate  a program  under  which  certain  groups  of  recipients  of  public  assist- 
ance might  be  insured  under  Blue  Cross,  Blue  Shield  and  receive  the  same  benefits  as  those 
who  pay  for  their  own  insurance.  I believe  that  matching  federal  funds  might  be  available 
for  payment  of  such  premiums. 

Again,  I may  be  “talking  through  my  hat”;  but  I believe  that  we  are  retreating  once  more 
before  the  onslaught  of  nationalization  or  soci  lization  of  medicine.  It  is  still  the  taxpayers’ 
money  that  purchases  medical  care  for  these  people,  — whether  it  be  through  the  paid  services 
of  a county  physician  in  a county  hospital,  — or  whether  it  be  through  a devious  route  of  cloak- 
ing such  a plan  with  respectability  by  having  the  recipient  of  such  benefits  present  a card 
proving  to  the  hospital  or  doctor  that  he  is  en  ided  to  Blue  Cross,  Blue  Shield  benefits.  Of 
course,  it  looks  respectable  because  the  patient  is  promised  free  choice  of  doctors.  However, 
this  is  not  the  prime  consideration;  it  is  merely  a bait  to  tempt  the  doctors  into  acceding  to 
such  a plan. 

It  is  my  opinion  that  office  procedures  and  services  are  the  greatest  requirement  of  this  seg- 
ment of  our  society,  and  in-patient  hospital  care  is  not  the  greatest  requirement.  This  may  lead 
to  serious  abuses  of  Blue  Cross-  Blue  Shield  type  of  services  similar  to  those  now  experienced 
in  England  under  nationalization  of  health,  namely  too  frequent  and  unnecessary  hospitaliza- 
tion. 

Your  President  wishes  to  keep  an  open  mind  on  this  problem  and  swallow  some  of  the 
bitterness  he  experiences  when  these  plans  are  being  introduced.  I honestly  realize  that  every 
economic  segment  of  our  population  deserves  good  medical  care  — but  will  this  plan  really 
provide  it  without  inxiting  the  abuses  that  I have  mentioned?  I invite  your  comments  and 
letters  pointing  out  to  me  your  views  either  for  or  against  such  a plan.  They  will  be  most 
helpful  in  guiding  our  deliberations  on  your  behalf. 

Thank  you  for  your  kind  help. 


A.  I.  Podolsky,  M.D. 

President 

THE  ARIZONA  MEDICAL  ASSOCIATION,  INC. 
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GOVERNOR  BENJAMIN  BAKER  MOEUR,  M.D. 

(Conclusion) 


OW  LET  us  hear  what  another  nephew,  Sid 
Moeur,  has  to  tell  us  about  Governor  B.  B. 
Moeur. 

H.R.  Whatever  made  Dr.  Moeur  decide  to 
run  for  Governor,  do  you  recall? 

S.M.  Doc  always  had  an  unsuspected  am- 
bition to  get  into  politics.  He  thought  it  was 
time  for  a change  and  he  just  thought  he  was 
going  to  make  that  change.  I talked  to  him 
a long,  long  time  and  tried  to  dissuade  him 
from  it.  I told  him  that  a country  doctor  didn’t 
have  a Chinaman’s  chance  and  it  just  wouldn’t 
work.  I pointed  out  that  a man  had  to  be  in 
politics  to  be  elected  Governor  and  that  he 
had  never  been  known  in  politics.  He  had  had 
some  acquaintance  with  my  father,  who  had 
been  Land  Commissioner,  and  the  name  of 
Moeur  was  pretty  well  known  so,  he  just  de- 
cided that  he  could  do  it  and  he  did. 

I worked  very  closely  with  Doc  and  he  had 
a very  peculiar  method  for  campaigning.  He’d 
buy  a gallon  of  gas  at  every  service  station 
and  drive  into  a station  and  say,  “fill  it  up”; 
of  course’  they  couldn’t  put  but  a gallon  in 

and  he’d  say,  “I’ll  be , I thought  there 

was  room  for  a whole  five  gallon.”  In  that  way 
he  got  acquainted  with  everybody.  He  also  had 
a peculiar  way  of  paying  everything  by  check 
if  it  was  a dollar  or  more  so  they  would  know 
the  signature.  And,  of  course,  he  couldn’t  talk. 

H.R.  You  say  he  couldn’t  make  a speech? 

S.M.  We  used  to  try  to  train  him  on  that 
and  finally  gave  up. 

H.R.  How  did  he  make  his  appearances,  did 
he  use  the  radio  any? 

S.M.  No’  he  just  went  out  in  that  old  Cadillac 
car  he  had  and  beat  the  brush.  ‘Tm  Doc  Moeur 
and  I’m  running  for  Governor”  and  finally  we 
got  him  so  he  could  make  one  or  two  fairly 
decent  talks.  He  would  shout  “Taxes  can  be, 
must  be,  and  will  be  reduced.”  I think  he 
went  on  the  radio  once  or  twice,  but  in  those 
days,  you  know,  they  still  had  Precinct  meetings. 
It  wasn’t  like  it  is  now,  you  could  go  out  to 
King’s  Precinct  and  get  a thousand  people  to 
come  out. 


Benjamin  B.  Moeur,  M.D. 


H.R.  Now  they  don’t  turn  out  for  that  kind 
of  thing. 

S.M.  It  was  still  like  that  in  1932. 

H.R.  How  much  money  did  he  spend  on  his 
campaign,  did  he  spend  very  much? 

S.M.  Well,  he  spent  what  must  have  been 
thought  of  as  a good  deal  in  those  days,  but 
it  wouldn’t  be  considered  much  in  these  times. 

H.R.  But  what  groups  did  he  have  behind 
him,  any  particular  group? 

S.M.  Not  a single  dog-gone  one.  I told  him- 
“you  don’t  have  any  organizations”  and  he  re- 
plied, “B’  God,  I don’t  need  them”.  He  just 
had  a lot  of  friends  who  said,  “if  you  want 
our  vote,  we’ll  help  you”. 

H.R.  Do  you  remember  any  stories?  For 
instance,  like  the  one  I’ve  heard  about  the 
time  he  was  put  up  on  a manure  spreader  for 
use  as  a speaking  platform  up  in  Wickenburg 
and  he  said’  “this  is  the  first  time  I ever  run 
for  Democratic  office  on  a Republican  plat- 
form” — I mean  that  kind  of  story? 
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S.M.  Yes,  I did  hear  that  he  talked  from 
the  back  of  a manure  wagon,  that  was  after 
he  was  nominated,  I think.  Down  here  in  the 
Primaries,  he  got  all  excited  one  night  attacking 
Hunt  on  his  patronage,  demanding  that  a man 
who  worked  for  the  Highway  Department  vote 
for  him  (Hunt),  you  know,  or  get  fired.  He  was 
out  in  King  Precinct  speaking  from  the  edge 
of  a car.  Old  Judge  Niles  and  I were  listening 
to  him,  he  did  pretty  well  until  he  got  excited. 
He  started  telling  the  crowd  what  he  would  do 
if  he  were  an  employee  and  Hunt  asked  him 
to  vote  for  him  or  else.  Well,  then  he  stuttered, 
“B’  God’  I’d  just  shoot  his  damned  old  belly 
full  of  buckshot”.  Hunt  did  have  a big  belly, 
you  know.  Then  during  his  second  campaign 
one  night  up  at  Glendale  he  had  a little  trouble. 
A man  jumped  on  him  about  having  an  em- 
ployee of  his  in  the  first  term  get  away  with 
some  money.  He  said.  “Well,  even  Jesus  Ghrist 
had  trouble  with  his  disciples”. 

This  is  the  way  I would  approach  this  story 
— just  a country  doctor  who  absolutely  was 
a country  doctor,  who  decided  he  wanted  to 
be  Governor  who  went  out  and  accomplished 
just  that.  He  did  it  through  sincerity  and  the 
fact  that  he  had  no  deceit  in  his  set-up  and 
no  political  conniving,  or  else  he  was  too  smart 
to  let  anybody  think  he  was  guilty  of  any 
political  conniving.  He  relied  a great  deal  on 
his  friends.  He  had  delivered  hundreds  and 
hundreds  of  babies  all  over  this  part  of  the 
country,  you  know;  they  were  all  very  much 
for  Doc  and  a whole  lot  of  this  was  enthusiasm 
to  try  something  new.  The  people  seemed  to 
genuinely  like  his  enthusiasm’  his  somewhat 
different  approach  to  politics.  I was  back  in 
Ghicago  during  his  administration  attending  a 
number  of  important  conferences.  One  night 
at  the  South  Shore  Gountry  Glub,  they  kept  me 
on  the  pan  about  Doc  Moeur  for  two  hours. 
They  wanted  me  to  tell  them  what  kind  of  a 
guy  this  was  out  there  in  Arizona  who  had 
made  such  a nice  reputation  and  they  all  had 
had  to  much  fun  reading  about. 

H.R.  Did  he  get  write-ups  in  the  national 
magazine? 

S.M.  Oh,  my  God!  Everything  from  Time 
magazine  down  or  up,  whichever  way  you  want 
to  go.  They  knew  more  about  him  in  Ghicago 
because  of  his  eccentricities  than  the  people 
in  Arizona  did.  They  stopped  him  once,  you 
know,  he  got  a write-up  in  Time  and  he  got 


so  mad  he  wanted  to  go  shoot  them  all.  He 
was  going  up  from  Roosevelt  to  Payson  and 
they  stopped  him.  They  heard  he  was  on  the 
way  and  somebody  built  a fire  along  the  road. 
It  was  a cold  night  and  they  took  him  down 
the  river  to  deliver  a baby,  the  family  named 
the  baby  Benjamin  Baker.  They  wrote  it  up 
in  Time,  I guess  insinuatingly,  so  he  raised  hell 
about  that. 

Doc  was  principal  speaker  at  a Jefferson 
banquet  one  night  here,  he  had  his  tux  on 
and  was  all  ready  to  make  his  speech  when 
I had  to  go  up  on  the  speaker’s  platform  and 
explain  that  old  Mr.  Gitron  was  dying  with 
an  obstruction  and  he  wouldn’t  let  them  oper- 
ate on  him  until  the  Governor  said  it  was  all 
right.  Doc  takes  off  and  goes  down  to  the 
hospital  to  see  him  and  tells  him  that  he  is  a 
damned  old  fool,  B’  God’  he  should  let  them 
get  busy”;  so  they  cut  him  open  and  he  is  still 
alive  today.  Doc  returned  to  the  banquet  and 
delivered  his  speech. 

I remember  one  more  incident  you  might 
like  to  have.  During  Doc’s  first  administration, 
he  was  called  back  to  Washington  at  the  time 
President  Roosevelt  called  the  first  Governor’s 
Gonference.  Stuart  Bailey  tells  the  story  about 
when  they  were  in  the  presence  of  the  President, 
along  with  all  the  other  Governors;  President 
Roosevelt  reached  over  and  grabbed  Doc  by 
the  hand  and  said.  Governor,  how  are  you 
getting  along?”  Doc  answered,  “Confidentially, 
Mr.  President,  I’m  having  a hellava  time”. 
Roosevelt  grinned  and  reached  over  and  said, 
“confidentially.  Governor,  I’m  having  a hellava 
time,  too”. 

The  impression  gained  on  meeting  Governor 
Moeur  was  that  of  a friendly,  boyish,  unsophis- 
ticated man,  somewhat  embarrassed  by  the 
prominence  of  his  position,  but  enjoying  it  and 
life.  He  did  not  have  to  try  to  keep  on  speaking 
level  with  the  people,  he  was  just  there.  When 
the  elevator  operator  opened  the  door  with 
her  usual  “going  up”,  he  replied  with  the  en- 
tirely unnecessary,  “Yes,  God  willin’.” 

When  my  wife  called  him,  alarmed  over  a 
three  hour  disappearance  of  our  three  and  four 
year  old  daughters,  he  said,  “I’ll  have  m’  High- 
way Patrol  out  right  away,  honey”. 

Dr.  Moeur’s  approach  to  government  was  to 
keep  the  expenditures  down.  He  held  the  now 
seemingly  forgotten  belief  that  taxes  and  tax 
rates  were  in  some  way  related  to  government 
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spending.  During  the  beginning  period  of  Fed- 
eral pump  priming  and  the  first  four  years  of 
the  New  Deal,  State  government  expenditures 
were  cut  from  $13,698,301  in  1930-32  to 
$8,840,888  in  1932-34.  For  better  or  for  worse 
the  legislature  followed  his  recommendation  and 
passed  sales,  luxury  and  income  taxes  to  help 
carry  the  burden,  a good  part  of  the  proceeds 
being  used  to  retire  the  bonded  indebtedness 
by  $1,000,000  during  his  first  term  of  office. 
State  property  taxes  were  reduced  by  about 
one-third  during  his  first  two  years. 

In  his  second  campaign  he  said’  “Arizona  was 
sick  and  there  is  no  medicine  which  will  act 
as  a panacea  for  a patient  so  chronically  ill  as 
was  this  patient  in  1933.  I am  glad  to  report 
that  the  patient  is  past  the  danger  stage  and 
that  the  remedies  which  have  been  applied  give 
promise  of  effecting  a complete  recovery.” 

He  believed  the  depression  could  not  be  over- 
come by  raising  taxes  but  by  tightening  belts 
and  going  to  work  at  the  local  level  to  take 
care  of  hardship  in  our  own  neighborhood. 

He  believed  that  Public  Health  was  the  re- 
sponsibility of  the  medical  profession  of  which 
he  was  a part.  In  his  own  experience,  he  had 
practiced  medicine  in  the  interests  of  the  Public 
Health,  so  he  appointed  a young  man  in  General 
practice.  Dr.  George  Truman,  as  Superintendent 
of  Public  Health  to  do  the  job  on  a half  time 
basis’  with  a 1935  budget  of  $28,645.00.  The 
budget  for  1956  was  $1,602,485.55. 

In  the  course  of  cutting  State  government 
expenditures,  he  caused  many  to  lose  their  jobs. 
He  failed  to  build  a politically  strong  machine 
and  some  of  the  politicos  were  out  of  step  with 
him.  For  example,  the  State  Auditor  selected 
two  or  three  of  his  appointees  to  crucify  by 
holding  up  their  pay  checks  while  questioning 
some  item  in  their  departmental  budgets,  giv- 
ing the  matter  the  widest  publicity  just  before 
election  time.  The  budgets  were  usually  ap- 
proved, but  the  political  barbs  stuck.  The  unrest 
and  unhappiness  of  the  depression,  although 
easing,  helped  to  beat  him  in  the  third  term 
Primary.  He  was  a conservative  in  a time  when 
radicalism  was  in  the  ascendancy  in  the  United 
States. 

Dr.  B.  B.  Moeur  was  a medical  man  who 
assumed  responsibility  for  the  public  interest. 
He  offered  to  serve,  he  was  chosen  and  he 
stands  in  history  as  a credit  to  the  Profession 
and  to  the  State  of  Arizona. 


NEWS  ITEM 

William  Snyder,  M.D.  has  returned  to  private 
practice  in  Phoenix  after  serving  in  the  U.  S. 
Air  Force  as  Ghief  of  Dermatology  at  Lackland 
Air  Force  Base  in  San  Antonio’  Texas.  Dr. 
Snyder  practiced  in  Phoenix  prior  to  his  resi- 
dency at  the  Gincinnati  General  Hospital  and 
the  Skin  and  Gancer  Hospital  of  Philadelphia. 
He  was  certified  by  the  American  Board  of 
Dermatology  and  Syphilology  in  1952,  and  is  a 
Fellow  of  the  American  Academy  of  Derma- 
tology and  Syphilology. 


THE  STRESS  OF  LIFE  by  Hans  Selye,  M.D.  324  pages. 
(1956)  McGraw-HUl.  $5.95. 

Hans  Selye  has  been  acclaimed  throughout 
the  world  by  physicians,  scientists,  and  psycho- 
logists for  his  brilliant  exposition  of  the  stress 
theory.  In  language  easily  understandable  the 
man  who  has  been  called  “the  Einstein  of  medi- 
cine” explains  his  modern  stress  concept:  that 
the  reaction  of  our  bodies  to  outside  agents  is 
often  far  more  significant  than  the  agents  them- 
selves. 

Stacey’s  Medical  Books,  San  Francisco 
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CONTRIBUTORS 

The  Editor  sincerely  solicits  contributions  of  scientific 
articles  for  publication  in  ARIZONA  MEDICINE.  All  such 
contributions  are  greatly  appreciated.  All  will  be  given  equal 
consideration. 

Certain  general  rules  must  be  followed,  however,  and  the 
Editor  therefore  respectfully  submits  the  following  suggestions 
to  authors  and  contributors: 

1.  Follow  the  general  rules  of  good  English,  especially  with 
regard  to  construction,  diction,  spelling,  and  punctuation. 

2.  Be  guided  by  the  general  rules  of  medical  writing  as 
followed  by  the  JOURNAL  OF  THE  AMERICAN  MEDICAL 
ASSOCIATION. 

3.  Be  brief,  even  while  being  thorough  and  complete.  Avoid 
unnecessary  words.  Try  to  limit  the  article  to  1500  words. 

4.  Read  and  re-read  the  manuscript  several  times  to  cor- 
rect it,  especially  for  spelling  and  punctuation. 

5.  Manuscripts  should  be  typewritten,  double  spaced,  and 
the  original  and  a carbon  copy  submitted. 

6.  Articles  for  publication  should  have  been  read  before 
a controversial  body,  e.g.,  a hospital  staff  meeting,  or  a 
county  medical  society  meeting. 

7.  Exclusive  Publication— Articles  are  accepted  for  publi- 
cation on  condition  that  they  are  contributed  solely  to  this 
Journal.  Ordinarily  contributors  will  be  notifed  within  60 
days  if  a manuscript  is  accepted  for  publication.  Every  effort 
will  be  made  to  return  unused  manuscripts. 

8.  Illustrations  ^ Ordinarily  publication  of  2 or  3 illustra- 
tions accompanying  an  article  will  be  paid  for  by  Arizona 
Medicine.  Any  number  beyond  this  will  have  to  be  paid  for 
by  the  author. 

9.  Reprints  — Reprints  must  be  paid  for  by  the  author 
at  est-*.blished  standard  rates. 

The  Editor  is  always  ready,  willing,  and  happy  to  help 
in  any  way  possible. 


(The  Opinions  expressed  in  original  contributions  do  not  neces- 
sarily express  the  opinion  of  the  Editorial  Board.) 

PREPAREDNESS 

1957^  almost  seven  years  since  the  onset  of 
the  Korean  war  and  the  realization  that  pre- 
pardness  is  essential.  What  has  been  done  in 
Arizona  to  prepare  for  total  war?  Have  serious 
steps  been  taken  to  prepare  our  people? 

What  is  the  plan  to  follow?  Evacuation!  Not 
shelters! 

Do  we  have  an  alarm  or  siren  systems?  In 
Phoenix,  yes.  In  Tucson’  no. 

What  coordination  has  been  established  be- 
tween the  Civil  Defense  organization  on  a State 
wide  basis  and  our  State  Public  Health  Depart- 
ment? None  to  my  knowledge. 

What  are  the  plans  for  evacuation  of  our 
major  communities  or  for  our  minor  communi- 
ties to  receive  the  evacuees  either  from  Tucson 
or  Phoenix  or  from  the  coast  should  such  be 
necessary?  No  established  organization  to  date. 

What  steps  have  the  smaller  communities 
taken  to  receive  a large  number  of  injured  in 
addition  to  the  refugees?  None. 

What  have  the  hospitals  done  to  plan  evacua- 
tion of  their  patients?  Little,  even  though  it  is 
imperative  to  save  life  and  now  becomes  a 
necessity  to  pass  the  accreditation  examination. 

Prepardness  is  a must.  This  is  an  insurance 
policy  to  be  purchased.  The  plans  are  essential 
even  though  we  hope  that  it  will  never  be 
necessary  to  use  them.  These  steps  and  prepara- 
tion for  all  out  war  must  be  taken.  We  cannot 
allow  hackneyed  politics  or  politicians  to  delay 
them.  Do  not  allow  your  inertia  to  delay  them. 
Medical  plans  are  urgently  needed. 

HOSPITALS  LIABLE  FOR 
- EMPLOYEES  ACTS 

1 N THE  past  hospitals  have  been  able  to 
disclaim  responsibility  for  certain  acts  of  their 
employees,  particularly  when  these  acts  came 
under  the  definition  of  medical  acts,  in  which 
case  the  responsibility  shifted  to  the  physician 
under  whose  direction  these  acts  were  pre- 
sumably done.  Since  certain  duties  of  hospital 
employees  could  also  be  classified  as  adminis- 
trative acts,  the  burden  of  responsibility  some- 
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times  lay  on  the  definition  of  and  the  dis- 
tinguishing between  medical  acts  and  adminis- 
trative acts  of  employees.  To  further  complicate 
the  situation  there  has  been  a distinction  in  many 
places  between  non-profit  hospitals  and  other 
institutions,  with  the  non-profit  organizations 
enjoying  a certain  immunity  from  responsibili- 
ties which  other  institutions  did  not.  Arizona 
is  among  the  states  which  have  abandoned  this 
doctrine  of  immunity  of  charitable  institutions 
to  liability  for  the  acts  of  their  employees.  This 
position  has  been  strengthened  by  recent  de- 
cision of  the  Court  of  Appeals  of  New  York 
concerning  an  error  of  blood  typing  which  had 
been  done  in  one  of  the  New  York  hospitals. 
This  went  through  the  Trial  Court  and  the 
Appellate  Division  and  finally  through  the  Court 
of  Appeals  which  ruled  that  although  the  test 
was  a “medical  act”,  it  was  performed  “not 
by  a physician  or  nurse  but  by  a technician 
who  was  employed  and  paid  by  the  hospital, 
and  who  was  so  far  short  of  professional  status 
or  attainments  that  only  four  to  six  weeks’ 
training  was  necessary  for  the  job.  She  was  no 
independent  practitioner  of  a learned  profession 
. . . but  a salaried  employee.”  The  opinion 
written  by  Justice  Charles  S.  Desmond  and 
reported  in  Medical  News  for  September  10, 
1956,  says  further,  “Not  only  do  they  (modern 
hospitals)  furnish  room  and  board  to  patients 
but  they  sell  them  services  which  are  ‘medical’ 
in  nature  and,  though  furnished  on  physicians’ 
orders,  are  performed  wholly  by  and  under  the 
control  of  the  hospitals’  salaried  staffs. 

“What  reason  compels  us  to  say  that  of  all 
employees  working  in  their  employers’  busi- 
nesses (including  charitable,  education,  religious 
and  governmental  enterprise)  the  only  ones  for 
whom  the  employers  can  escape  liability  are 
the  employees  of  hospitals?” 

The  physician  should  not  forget  that  this  has 
no  effect  upon  his  liability  for  any  medical  acts 
by  any  employees,  either  his  own  or  the  hos- 
pital’s done  under  his  supervision  or  orders.  He 
always  has  been  and  apparently  still  remains 
liable.  R.  Lee  Foster*  M.D. 


SHOULD  THIS  JOURNAL  BE 
CONTINUED? 

Do  YOU  approve  of  the  consideration  of 

a.  Medical-Economic  articles? 

b.  A discussion  of  Medical-Social  factors? 


c.  Presentation  of  medical-legal  problems? 

Are  you  willing  to  contribute  articles  to  this 
publication  and  particularly  will  you  submit 
interesting  case  reports? 

What  features  of  our  present  issues  do  you 
feel  should  be  altered,  discontinued,  or  en- 
couraged? 

What  are  your  suggestions  for  improvement? 

Please  submit  your  comments  to  the  Editor 
— now. 


BOOK  REVIEW 

THE  PHILOSOPHY  OF  MEDICINE  by  Dr. 
William  R.  Laird  is  an  interesting  presentation 
of  that  side  of  medicine  so  rarely  discussed. 
Unfortunately,  at  times  it  suffers  from  a lack 
of  continuity  and  even  seems  to  become  devious. 
However,  it  scans  that  important  aspect  of  the 
practice  medicine  that  is  too  frequently  ignored 
or  passed  over,  both  in  medical  school  and  in 
clinical  practice.  It  is  recommended  reading  for 
all  students  and  practitioners  of  medicine. 

PRE  AND  POSTOPERATIVE  CARE  IN  THE  PEDIATRIC 
SURGICAL  PATIENT  edited  by  William  B.  Kiesewetter,  M.D. 
347  pages.  (1956)  Year  Book.  $7. 

Although  small,  this  volume  contains  advice 
from  16  contributing  authorities,  discussing  the 
basic  care  given  at  the  Children’s  Hospital, 
Pittsburgh.  To  facilitate  reference  an  outline 
form  is  used  and  the  contents  are  well  indexed 
and  cross  indexed. 

Stacey’s  Medical  Books,  San  Francisco 

LESIONS  OF  THE  CERVICAL  INTERVERTEBRAL  DISC 
by  R.  Glen  Spurling,  M.D.  133  pages.  Illustrated.  (1956)  Thomas. 
$4.75. 

A pioneer  of  the  problems  associated  with 
degenerative  disc  syndromes  gives  us  a fine 
monograph.  The  personal  philosophy. 

Stacey’s  Medical  Books,  San  Francisco 
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RX.,  DX.,  AND  DRS. 

By  Guillermo  Osier,  M.D. 

NOTHER  new  word  has  popped  up  in  articles  medical  society  to  belong  to  the  A.M.A.  He  hails 


on  the  medical  management  of  disasters.  Sorting 
of  the  injured  is  called  'triage,'  and  it  is  said  to 
be  a prime  necessity  when  large  numbers  of  people 
are  hurt.  . . . Lt.  Col.  H.  H.  Ziperman  of  the  AUS 
Medical  Corps  urges  that  the  best-trained  surgeon 
available  do  the  job.  He  must  decide  questions 
of  treatment,  transportation,  return  to  duty,  etc. 
He  must  decide  which  cases  are  hopeless  and  can 
only  be  given  medical  comfort  during  the  height 
of  emergency.  This  is  a hard  chore  for  physicians 
who  have  been  trained  to  keep  everyone  alive, 
even  in  hopeless  extremis,  and  the  public  would 
probably  think  it  cruel. 


Another  Medical  Corps  officer  (USAF),  Lt.  Col. 
Frank  Perri,  feels  sure  that  BELL'S  PALSY  may 
be  handled  successfully  and  with  great  dispatch. 
He  uses  Thiamine  and  other  vitamins  by  mouth, 
and  daily  IV  use  of  HISTAMINE  DIPHOSPHATE 
(2.75  mg.  in  150  cc.  of  saline,  at  the  rate  of  30-40 
drops  or  less  per  minute).  This  is  not  a new 
method  for  nerve  tissue  lesions,  and  had  its  vogue 
in  multiple  sclerosis.  . . . He  also  uses  galvanic 
stimulation  and  mirror-controlled  exercises  of  the 
face  muscles. 


It  is  reported  from  the  Navy  and  Marine  Corps 
statistics  for  1951  to  1955  that  there  has  been 
a 59%  decline  in  admissions  to  the  sick-list  due 
to  antibiotic-reactions.  Penicillin  was  the  cause  of 
97%  of  all  reactions.  The  drop  in  reaction  rates 
parallels  the  drop  in  issue-rates  of  injectable  peni- 
cillin. 


Far  be  it  for  this  column  to  start  an  intramural 
ar<~ument,  but  we'd  like  to  say  a few  words  for 
'CHLORPROMAZINE'  (which  DOES  worx),  re- 
cently condemned  in  this  journal  because  it  is  a 
PHENOTHIAZINE  (which,  years  ago,  DIDN'T 
work),  . . . Actually  many  drugs  have  been  in- 
vented, derived,  or  synthesized;  found  to  be  of 
scanty  use  for  certain  conditions:  and  been  put 
back  on  the  shelf,  only  to  be  hauled  down  or 
rediscovered  for  another  trial.  ...  It  is  a far  cry 
from  the  old  anthelmintic  to  the  new  anti-tension, 
anti-nausea  usage.  It  is  probable  that  we  haven't 
found  the  best  drug  yet,  but  we  must  have  a 
better  reason  for  condemning  a drug  than  that 
it  was  described  a long  time  ago. 


To  further  prove  that  we  read  ARIZONA  MEDI- 
CINE, we’d  like  to  say  a word  in  favor  of  com- 
pulsion. Another  member  of  the  Board  doesn’t 
like  the  rule  which  requires  a member  of  a state 


a New  York  referendum  which  voted  against  it. 
. . . We  don’t  like  compulsion,  but  we  like  “free- 
riders” even  less.  Physicians  in  New  York,  or 
elsewhere,  who  want  to  see  medicine  organized 
and  strong,  and  who  want  to  partake  of  its 
benefits  and  protection,  should  be  willing  to  pay 
for  it.  There  is  some  element  of  compulsion  in 
orderly  family  existence,  in  all  forms  of  govern- 
ment, and  in  almost  every  phase  of  life.  If  the 
use  of  these  powers  is  benign  (as  it  seems  to  be), 
it  would  seem  to  be  up  to  the  individual  to 
support  the  ‘system.’  A county  medical  society 
membership  is  not  compulsory,  but  what  happens 
if  you  don’t  join?  What  happens  if  you  don’t  pay 
your  taxes?  I’d  rather  conform,  and  be  glad  they’ll 
have  me;  then  I can  “voluntarily”  try  to  get  into 
the  College  of  Physicians. 


Have  you  noticed  the  absence  of  the  Pfizer  Co. 
'SPECTRUM'  from  the  J.A.M.A.?  We  have  missed 
it,  since  it  was  quotable  as  well  as  readcible.  It  is 
a definite  loss,  because  one  really  felt  that  he 
had  to  read  it. 


Dr.  Norman  Vincent  Peal  is  a “doctor,”  but  of 
Divinity.  He  is  also  a physician,  in  the  broad 
sense  of  the  word,  since  he  does  a great  deal  to 
heal  the  weary  and  heavy  laden.  . . . He  describes 
a European  doctor’s  term  for  those  people  with 
tension,  high  blood  pressure,  and  psychosomatic 
disorders,  — ''the  manager's  disease."  They  find 
it  in  executives,  or  anyone  with  a managerial 
responsibility.  People  can  even  be  called  managers 
of  themselves;  when  they  fail  to  do  so  they  are 
subject  to  manager’s  disease.  . . . The  treatment 
which  Dr.  Peale  suggests  is,  naturally,  religion. 
It  is  not  a bad  therapy  for  anyone  to  suggest. 


The  search  for  new  'tranquillizing"  drugs  con- 
tinues to  proceed,  but  a new  name  for  their  effect 
is  of  some  interest.  . . . The  Ames  Co.  calls  its 
drug  a "CALMATIVE,'  with  the  trade  name  of 
'Nostyn.' 

The  Eaton  Labr.  receive  a plug  from  H.  F.  Flip- 
pin  for  their  preparation  'Furadantin.'  It  is  a 
synthetic  material;  is  not  likely  to  meet  resistance; 
and  is  useful  for  respiratory  and  urinary  tract  in- 
fections. 

Lakeside  Labr.  has  put  out  a drug  for  such 
colon  disorders  as  include  pain,  cramps,  blo'^ting 
and  diarrhea.  It  is  an  anti-cholinergic  called 
'Cantil.' 

All  of  these  drugs,  and  a thousand  others,  will 
have  to  bear  the  test  of  time  and  comparison 
with  similar  drugs. 
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TRUE  ANTICHOLINERGIC  ACTION 


Pro-Banthine®  Inhibits  Excess 
Parasympathetic  Stimuli  in  Peptic  Ulcer 


Medical  literature  now  contains  more  than 
500  references  to  the  beneficial  role  of  Pro- 
Banthlne  Bromide  (brand  of  propantheline 
bromide)  and  Banthine®  Bromide  (brand  of 
methantheline  bromide)  as  evidenced  by  a 
marked  healing  response  of  peptic  ulcers. 
Rapid  symptomatic  improvement,  particu- 
larly with  reference  to  pain  relief,  is  followed 
by  roentgenographic  demonstration  of 
crater  filling. 

The  therapeutic  action  of  Pro-Banthlne  in 


decreasing  hypermotility  and  hyperacidity, 
together  with  the  remarkable  early  subjective 
benefit,  is  a desired  approach  in  the  manage- 
ment of  ulcers. 

The  initial  suggested  dosage  is  one  tablet, 
15  mg.,  with  meals  and  two  tablets  at  bed- 
time. An  increased  dosage  may  be  necessary 
for  severe  manifestations  and  then  two  or 
more  tablets  four  times  a day  may  be  indi- 
cated.- G.  D.  Searle  & Co.,  Chicago  80,  Illi- 
nois, Research  in  the  Service  of  Medicine. 
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Ventricular  fibrillation  occurs  during  surgery 
of  the  heart  in  a serious  percentage  of  cases.  The 
most  common  way  to  defibrillate  has  been  the 
use  of  an  electric  stimulation.  The  chief  disad- 
vantage has  been  the  burn  which  an  arc  produces 
in  the  tissue  and  in  the  heart.  This  can  cause 
death  or  recurrences  of  the  fibrillation.  ...  It 
is  now  reported  by  Swan  and  Dortz  of  the 
University  of  Colorado  that  if  an  electrolyte- 
saturated  pad  is  placed  between  the  metal  elec- 
trode and  the  heart,  the  contact  is  more  perfect, 
no  arc  forms,  and  (in  dogs)  the  damage  and  mor- 
tality are  sharply  reduced. 


MIGRANE  has  been  better  treated  than  usual 
by  a routine  of  J.  G.  Oatman  of  Pittsburgh.  He 
says  that  the  diagnosis  of  migrane  headache  is 
established  when  typical  periodic  hemicrania  is 
associated  with  visual  symptoms  and  nausea  or 
vomiting.  Certain  personality  types  are  more 
commonly  afflicted  with  migranes  than  others. 
They  include  intellectual  workers  of  the  obsessive- 
compulsive  makeup,  having  perfectionistic  ten- 
dencies. Treatment  is  directed  against  vasodilation 
in  the  cerebral  and  cranial  vascular  bed,  believed 
to  be  the  cause  of  migrane  headache.  . . . Twenty- 
three  out  of  a series  of  24  patients  with  migrane 
headache  responded  to  treatment  with  either  ergot 
preparations  or  methylisooctenylamine.  . . . The 
incidence  of  relief  obtained  from  methylisoocteny- 
lamine or  the  ergot  preparations  was  comparable. 
This  relief  was  long-continued  and  complete  in 
some  very  difficult  cases.  ...  In  patients  suffer- 
ing from  frequent  attacks  and  attacks  over  a long 
period  of  time,  methylisooctenylamine  may  be 
preferred  because  it  is  not  cumulative  in  its  con- 
strictive action  on  the  peripheral  vessels  and 
therefore  does  not  involve  the  danger  of  gangrene. 


A therapy  for  TUBERCULOUS  LYMPHADENI- 
TIS has  been  suggested  by  Marquezy,  et  al.,  of 
the  Trousseau  Hospital  in  Paris.  If  they  only  had 
2 or  3 apiece  it  would  be  a fair-sized  series,  since 
he  has  five  co-authors.  . . . They  use  chemotherapy, 
which  is  not  very  effective  in  the  glands,  but  also 
inject  10  mg.  of  hydrocortisone  into  each  gland 
2 or  3 times  a week.  The  size  of  the  gland,  and 
the  volume  of  aspirate  before  each  injection, 
decrease  in  a few  days,  they  say,  and  the  lesions 
are  ‘cured’  in  1 to  2 months.  . . . This  will  not  be 
easy  to  confirm,  since  “you  don’t  hardly  see  these 
cases  no  more.” 

A Spanish  group  injects  steroids  intrathecally  in 
cases  of  late  or  neglected  TB  meningitis.  . . . 
Another  French  group  uses  ACTH  or  cortisone  in 
TB  with  serious  prognosis,  especially  when  com- 
plicated by  emypema,  acute  inflammatory  dis- 
ease, or  disease  with  violent  reactions  to  chemo- 
therapy. They  go  cautiously,  however. 


The  biographies  of  Princess  Marie  Louise  of 
Britain,  who  passed  away  recently  at  the  age 
of  84  yrs.,  mention  that  she  was  the  first  princess 


to  smoke  in  public,  to  fly  in  a plane,  to  live  in  an 
apartment,  and  to  be  a member  of  a women's 
club.  . . . These  notes  are  very  interesting,  but 
we  would  like  to  suggest  a medical,  and  perhaps 
more  laudable,  set  of  accomplishments  for  a 
MODERN  PRINCESS,  — She  was  the  second 
person  to  take  'supercillin'  for  an  infection;  she 
let  another  sicker  child  use  the  first  dose.  She 
worked  regularly  twice  a week  for  the  Red  Cross. 
She  helped  found  a womans  auxiliary  for  the 
County  Hospital.  She  had  a baby  by  the  "natural 
method,"  and  actually  nursed  it.  She  came  out 
strongly  for  better  hospitalization  but  for  private 
medical  care.  She  refused  to  deal  with  the  repre- 
sentatives of  any  communist  country.  (Then,  if 
she  smoked,  had  a drink,  or  cussed,  it  would 
be  nobody's  business.) 


TEMPE  CLINIC-HOSPITAL 

25  West  Eighth  Street 
TEMPE,  ARIZONA 


N 


HEAD  COED 


•aoh  coated  tablet: 

Phenacetin  (3  gr.) 194.0  mg. 

Aoetylsaltoyllo  Acid  (2H  gr.)  . 162.0  mg. 
Phenobarbital  (\4  gr.)  . • • • 16.2  mg. 

Hyoacyamine  Sulfate  ....  0.031  mg. 
Prophenpyridamlne  Maleate  . • 12.6  mg. 

Phenylephrine  Hydrochloride  • 10.0  mg. 
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An  Ethical  Professional 
Service  for  Your  Patients 
Founded  1936 

GROWTH  and 
PROGRESS 

go  together 

M & D’s  growth  and  progress  since  its  founding  in  1936  is 
an  indication  of  its  fine  service  to  the  medical  and  dental 
professions. 

Through  M & D’s  Budget  Plan  for  Health  you  can  offer 
i your  patients  the  opportunity  to  pay  their  medical  and  | 
I dental  bills  out  of  income  in  small  monthly  payments. 

For  the  complete  M & D Story  call  Mr.  Gray  or  Mr. 

1 Vowles  in  Phoenix,  AL  8-7758.  Contact  Mr.  O’Rourke  or 
j Mr.  Sherrill  in  Tucson,  MA  3-9421. 


First  Street  at  WiUetta  . Phoenix  A1  8-7758 
507  Valley  Nat’l.  Bldg. -Tucson  M A 3-9421 
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THE  BODY  POLITIC 

By  Governor  Howard  Pyle 
(Formerly  Gox  erncr  of  Arizona) 
Administrative  Assistant  to  the  President, 
Whitehonse,  Washington,  D.  G. 

T HE  GOMPLEXITY  of  government  in  these 
times  is  comparable  to  that  of  the  human  body, 
with  which  yon  are  so  familiar,  that  it  seems 
appropriate  to  title  my  participation  here  this 
afternoon,  “The  Body  Politic.” 

Broadly,  of  course,  gov^ernment  is  considered 
to  be  the  executive,  the  legislative,  and  the 
judiciary.  This  is  correct  as  far  as  it  goes,  but 
it  no  more  tells  the  whole  story  than  to  say 
that  the  human  body  is  bone,  muscle  and 
nerves.  By  the  same  token  that  the  number  of 
specialists  among  you  identifies  the  extent  to 
which  the  human  body  and  its  problems  are 
not  just  bone,  muscle  and  nerves,  so  does  the 
expanded  make-up  of  government  today  over- 
whelm the  popular  concepts  of  the  body  politic 
as  the  e.xecutive,  the  legislative,  and  the  judici- 
ary, only. 

To  these  three  standard  dimensions  must 
automatically  be  added  a third  known  as  in- 
dividual rights  as  they  relate  to  the  person,  his 
property,  his  freedom,  his  security,  his  right  to 
justice  and  so  on  and  on  and  on.  So  the  body 
politic  grows  until  every  time  you  turn  on  a 
faucet  in  your  house,  politics  is  involved.  History, 
from  its  beginning  until  now,  is  past  politics, 
and  politics  is  present  history.  Finally,  out  of 
the  immensity  of  it  all,  there  emerge  certain 
forms  and  patterns.  Perhaps  a little  background 
here  would  be  helpful. 

For  7,000  years,  tyranny,  concpiest,  militarism’ 
lawlessness,  mob-mindedness,  riot,  persecution, 
oppression,  and  rebellion  were  the  words  that 
described  the  panorama  of  unsuccessful  efforts 
and  experimental  failures  that  characterized  the 
rise  of  government  and  what  we  have  since 
come  to  know  as  the  body  politic.  Along  the 
way’  there  were  rays  of  light  and  hope  appear- 
ing in  Greece,  Rome,  Holland,  Switzerland, 
England,  and  elsewhere.  Still,  no  government 
was  devised  that  could  secure  for  its  people 
any  one  of  the  great  fundamental  privileges  so 
desired  for  the  general  welfare.  Think  of  it, 
for  7,000  years,  no  government  secured  for  its 
people  religious  freedom,  civil  liberty,  freedom 

Presented  before  the  conference  of  presidents  and  other  officers 
of  state  medical  associations.  Reproduced  by  permission  of  Gov. 
Howard  Pyle. 


of  speech,  freedom  of  the  press,  or  security  of 
individual  rights,  popular  education,  or  uni- 
versal franchise!  This  is  rather  startling,  per- 
haps- but  it  is  absolutely  indisputable. 

Then  came  the  founding  of  the  Republic  of 
the  United  States  of  America,  and,  within  a 
century,  we  had  secured  most  of  the  funda- 
mental privileges  for  which  government  is  per- 
manently organized.  Basically,  this  has  been 
the  most  nearly  perfect  experiment  in  people’s 
government  in  the  entire  history  of  human 
beings.  Today,  we  are  its  custodians,  intelligently 
or  otherwise,  and  challenging  indeed  are  the 
decisions  which  we  are  being  called  on  to  con- 
done or  to  condemn  in  our  day  and  time. 

The  body  politic,  the  Republic,  U.S.A.  1956, 
is  in  our  hands,  and,  believe  me,  gentlemen, 
the  longer  I work  in  the  halls  of  government, 
the  more  I realize  the  great  jeopardy  in  which 
many  of  our  basic  institutions  find  themselves 
as  we  move  on  from  day  to  day. 

I don’t  need  to  outline  this  to  you.  You  have 
all  been  keenly  interested  in  a very  special  way, 
both  professionally  and  otherwise,  in  the  pro- 
posals of  recent  years.  In  the  areas  in  which 
you  are  particularly  concerned,  I wish  I had 
time  to  expand  on  the  trends  in  medical  research 
as  such,  medical  research  in  teaching  facilities, 
health  personnel,  meeting  the  cost  of  medical 
care,  strengthening  the  basic  health  service, 
sick  surveys,  and  the  expansion  of  medieal  care 
facilities.  It  is  my  understanding  that  Dr.  Gog- 
geshall.  Dr.  Scheele,  and  Secretary  Folsom  will 
be  with  you  during  the  course  of  these  next 
few  days.  Undoubtedly,  they  will  be  supplying 
you  with  a detailed  account  of  the  present 
situation  in  these  areas,  and  therefore,  with 
this  understanding,  I would  like  to  touch  on 
other  areas  that  I think  maybe  you  aren’t  so 
likely  to  have  the  time  to  look  into. 

I repeat  government  today  is  not  as  simple 
as  it  may  look  from  where  anyone  of  us  may 
sit  personally  or  professionally.  It’s  bigger  than 
big  and  oh  so  complex.  There’s  Agriculture, 
Atomic  Energy,  the  Budget,  Givil  Rights,  Givil 
Service,  Defense  Mobilization,  the  Economy, 
Education,  Federal  Trade  Activities,  Foreign 
Economic  Policy,  Foreign  Policy,  the  General 
Services  Administration,  Government  in  Busi- 
ness, the  Health  Programs  of  the  Gountry,  High- 
ways, Housing,  Interior,  Internal  Revenue, 
Labor,  Military  Pay  and  Benefits,  Military  Pre- 
parations, Military  Reserves,  Mutual  Security, 
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the  Post  Office,  Power  Policy,  Security,  Social 
Security,  Strengthening  Career  Service,  Taxes, 
the  United  Nations,  the  USIA,  and  so  on  - 
I could  enumerate  dozens  of  others,  but  this 
would  not  add  to  your  understanding  more  than 
to  simply  enlarge  the  picture.  Therefore,  I come 
to  you  today  in  the  hope  that  you  can  be  en- 
couraged as  representatives  of  one  of  the  most 
intelligent  blocks  of  our  entire  society  to  be 
more  than  casually  interested  and  more  than 
casually  concerned  with  many  of  the  other 
things  that  relate  to  your  government  and  what 
you  support  with  your  taxes. 

What  is  the  role  of  government,  the  body 
politic?  Let’s  reduce  it  to  a few  lines  here  and 
make  it  a little  bit  more  easily  understood:  In 
cooperation  with  the  Congress  these  days,  we 
seek  to  discharge  our  responsibility  by  way  of 
a series  of  related  policies,  and  our  particular 
interests  fit  inside  the  bracket  of  these  points. 

First’  we  have  tried  to  remove  direct  controls 
over  prices  and  wages,  controls  that  had  out- 
lived their  usefulness. 

Secondly,  in  preserving  an  actively  competi- 
tive business  environment  and  assisting  new 
and  small  businesses,  we  have,  we  believe, 
strengthened  the  health  of  the  body  politic 
generally. 

Third,  we  have  curtailed  governmental  activi- 
ties that  could  be  handled  as  well  or  better 
by  private  enterprise. 

Fourth,  we  have  restricted  public  expendi- 
tures and  added  to  the  country’s  defensive 
strength  and  its  stock  of  public  assets,  especially 
highways,  hospitals  and  educational  facilities. 

Fifth,  we  have  lightened  the  burden  of  taxes 
imposed  on  individuals  and  businesses. 

Sixth,  we  have  extended  the  scope  of  our 
trade  and  investment  with  other  nations  of  the 
free  world. 

Seventh,  we  have  tempered  the  impact  of 
unemployment,  old  age,  illness,  and  blighted 
neighborhoods  on  people  without  impairing 
self-reliance. 

Eighth,  by  extending  the  automatic  working 
of  our  fiscal  system  we  have  improved  the 
prospects  for  cushioning  changes  in  income  aris- 
ing from  changes  in  economic  activity. 

Ninth,  we  have  attacked  the  fundamental 
causes  of  weakness  in  the  farm  situation. 

Tenth,  we  have  acted  promptly  and  resolutely 
when  either  recessionary  or  inflationary  in- 


fluences in  the  general  economy  have  become 
evident. 

As  reasonable  and  logical  as  these  ten  points 
of  procedure  are  to  most  of  us,  there  are  decided 
differences  of  opinion  on  each  of  them.  There- 
fore, it  is  a question  of  continuous  give  and 
take  — reduced  to  a phrase:  that  which  does 
not  bend,  breaks.  On  many  of  these  fronts  I 
have  heard  the  President  apply  a similar  line 
of  reasoning  which  he  draws  from  his  vast  mili- 
tary background.  Reduced  to  an  equally  simple 
line,  it’s  this:  When  I take  a line  to  defend  it, 
I take  it  where  I know  I can  hold  it. 

Ladies  and  gentlemen,  some  of  you  have  had 
experience  in  government  affairs.  You  know 
something  about  the  pressures  that  build  up  on 
philosophical  points  of  difference.  Those  of  you 
who  have  not  had  direct  personal  contact  with 
it  can’t  begin  to  know  what  these  pressures  are 
like  when  stimulated,  as  they  are  in  many  in- 
stances’ by  the  demagogue  who  sees  in  it  the 
possibility  of  political  favor.  To  retain  a sense 
of  balance,  to  give  enough  — not  to  break;  to 
give  enough  — not  to  lose  the  point;  yet  not 
give  so  much  as  to  destroy  a safe  and  sane 
position  — takes  a tremendous  amount  of  wis- 
dom, understanding  and  patience,  as  well  as 
many  other  attributes  of  nature  that  are  not 
unusually  found  in  the  political  arena. 

In  reporting  these  things  to  you,  I do  so  be- 
cause it  is  important  that  we  understand  each 
other  better  — you  in  the  professions  and  us 
in  government  administration. 

I think  it  would  be  fair  to  say  that  in  no 
other  comparable  period  in  history  have  the 
persons  of  your  profession  been  more  alert  to 
the  problems  that  are  involved  in  government 
than  is  the  case  today.  I can  assure  you  that 
these  problems  will  become  more  and  not  less 
challenging.  We  need  and  welcome  your  par- 
ticipation in  public  affairs,  but  we  urge  that 
you  not  come  with  a largely  negative  point  of 
view.  Those  with  whom  you  will  not  agree 
will  be  arguing  for  things.  Be  prepared  to  do 
likewise  or  risk  fatal  failure.  Be  prepared 
to  take  the  initiative  with  wiser  and  better  plans. 
There’s  little  percentage  in  continuously  and 
forever  coming  from  behind  in  areas  where 
you  know  there  is  going  to  be  a constant  and 
continuing  pressure  as  the  years  and  the  days 
go  on. 

May  I illustrate? 

I can  understand,  being  of  a conservative 
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mind,  why  you  have  been  especially  excercised 
about  many  of  the  things  that  have  happened 
in  Washington  in  recent  months.  Stilh  in  my 
own  State  of  Arizona  — and  I speak  of  it  re- 
spectfully because  I love  it  dearly,  but  it  is  not 
beyond  criticism  — we  have  found  it  almost 
impossible,  it  seems,  (perhaps  I have  not  felt 
the  impact  of  the  influence  of  your  profession) 
to  inject  into  our  program  of  state  activities 
enough  real  enthusiasm  for  a better  state  health 
program.  Many  times,  as  I have  looked  at  the 
budget  of  my  state,  I have  found  it  extremely 
difficult  to  understand  why  public  health  has 
to  be  tenth,  or  eleventh,  or  twelfth,  or  thirteenth, 
or  fourteenth  down  the  list  of  appropriations. 
On  top  was  always  public  welfare  and  in  second 
place  always,  public  roads,  and  so  on.  Far,  far 
down  the  list  was  public  health. 

This  is  an  area,  ladies  and  gentlemen,  where 
legislators  need  to  be  intelligently  and  aggres- 
sively guided  by  persons  of  your  knowledge  and 
experience.  Otherwise,  the  demagogue  moves 
into  the  situation  — sees  the  possibility  of  fan- 
ning it  into  a real  flame  and  does  a spectacularly 
clever  job  of  making  a lot  of  people  feel  that 
only  he  cares  what  really  happens  to  the  people. 
Then  you  suddenly  find  yourself  in  trouble. 

To  further  illustrate.  ...  In  state  after  state 
you  will  find  our  physical  rehabilitation  pro- 
gram crippling  along  under  the  sometimes  less 
than  enthusiastic  management  of  totally  unre- 
lated departments.  Nothing  could  be  less  real- 
istic or  more  costly.  Our  responsibilities  for 
physical  rehabilitation  should  all  be  so  directed 
as  to  take  the  earliest  and  most  intelligent 
possible  advantage  of  the  eagerness  of  the  dis- 
abled to  be  rehabilitated.  Most  of  these  people 
want  to  be  able  to  make  their  own  way.  All 
they  need  is  well  informed  help  and  encourage- 
ment to  make  them  active,  useful  citizens  in- 
stead of  wards  of  our  state?  What  have  you 
or  the  Associations  with  which  you  are  identified 
done  to  provide  successful  leadership  in  this 
direction? 

I mention  these  things  because  I would  like 
to  see  the  profession  you  represent  move  into 
areas  of  this  kind  and  press  vigorously  for  the 
best  possible  results  consistent  with  our  ability 
to  pay  and  our  universal  desire  to  avoid  un- 
necessary regimentation.  This  I urge  in  contrast 
to  the  tactic  of  surging  in  from  right  field  or 
from  left  field  when  the  fat  is  in  the  fire  and 
any  move  you  make  takes  on  the  aspect  of 


being  a move  in  opposition  to  rather  than  for 
something. 

I have  a wonderful  brother  who  is  a school- 
teacher. We  have  not  always  agreed  on  public 
school  matters.  For  example-  I have  always 
been  a rabid  advocate  of  what  I call  some 
pretty  down-to-earth  approaches  to  the  public 
school  financing  problem.  Yet  I have  found 
that  a lot  of  the  solutions  are  not  easy  to 
explain,  even  to  a most  patient  and  interested 
brother. 

I remember  conducting  a political  campaign 
built  around  a somewhat  detailed  explanation 
of  how  our  state  could  approach  the  school 
financing  problem  without  leaning  on  the  Fed- 
eral Government;  without  placing  an  unfair  ad 
valorem  tax  burden  on  certain  categories  of 
property;  without  a lot  of  the  hazardous  con- 
cerns that  had  kept  our  people  in  some  doubt 
about  their  future  in  relation  to  school  financing. 
It  was  rather  a complicated  formula,  but  it 
was  sound  and  the  prouct  of  two  years  of 
very  diligent  study  and  earnest,  honest,  forth- 
right progressive  thinking.  My  opponent,  a 
somewhat  typical  advocate  of  another  sort-  came 
along  behind  me  with  a line  you’ll  find  very 
familiar  — “Why,  it  is  simple;  just  give  them 
more  money.” 

The  result,  the  opposition  was  elected  — the 
tax  rate  soared  immediately  and  there  is  still  no 
solid  objective  solution  to  public  school  financ- 
ing in  Arizona. 

It’s  all  called  “politics”.  We  don’t  like  to  get 
into  it,  but  unless  we  do  others  will  find  easy 
ways  to  so  complicate  our  lives  and  our  way  of 
life  that  we’ll  wonder  why  we  ever  hesitated 
to  be  active  helpers  along  the  way.  Not  just 
objectors,  but  helpers  in  the  most  useful  sense 
of  the  word.  Government  is  undoubtedly  one  of 
the  most  complicated  of  all  the  things  we  ad- 
minister in  our  day  and  time,  and  the  pros  in 
the  business,  whose  political  ambitions  are  often 
tied  to  the  things  they  can  fan  into  an  issue 
are  as  numerous  as  the  leaves  of  the  trees. 
Aside  from  our  particular  responsibilities  in  the 
areas  where  we  are  specialists  we  have  the 
broader  obligation  of  custodial  concern  for  the 
so-called  conservative  point  of  view  in  govern- 
ment. President  Eisenhower  has  put  it  into 
these  words  — “In  dealing  with  monetary  af- 
fairs, be  conservative;  where  human  beings  are 
concerned,  be  liberal.” 
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Q nonaddictive,  well  tolerated,  relatively  nontoxic 
® well  suited  for  prolonged  therapy 

© no  blood  dyscrasias,  liver  toxicity,  Parkinson-like  syndrome 
or  nasal  stuffiness 

@ chemically  unrelated  to  chlorpromazine  or  reserpine 
® does  not  produce  significant  depression 
© orally  effective  within  30  minutes  for  a period  of  6 hours 

anxiety  and  tension  states,  muscle  spasm- 
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We  want  you  on  the  team  in  every  way  in 
which  your  time  and  the  circumstances  will 
allow.  We  need  your  humanitarianism  in  public 
affairs  as  your  patients  need  it  at  the  bedside. 
There  is  so  much  that  together  we  can  win  on 
the  merits  of  the  case  that  it  seems  inexcusable 
that  we  should  ever  risk  losing  a real  advantage 
in  behalf  of  the  people  simply  because  we  are 
in  default  in  the  all  important  matter  of  leader- 
ship. 

May  I make  one  thing  crystal  clear  to  you 
in  conclusion? 

I do  not  come  to  you  as  a partisan  in  the 
strictly  partisan  sense.  We  must  not  be  in- 
tolerant of  the  sincerely  partisan  views  of  those 
who  differ  with  us.  On  the  other  hand,  we 
owe  our  children  and  those  who  have  so  ably 
brought  this  great  country  thus  far  our  very  best 
planning  for  the  future.  The  “body  politic” 
must  grow  in  strength  and  character.  In  this 
connection  it’s  worthwhile  to  take  a sober  look 
at  the  record  of  the  past  — the  historical  cycle 
of  other  peoples  in  other  times. 

The  rise  has  been  — 

from  bondage  to  spiritual  faith  — 
from  spiritual  faith  to  courage  — 
from  freedom  to  abundance  — 

Then  comes  the  warning  — 

from  abundance  to  selfishness  — 
from  selfishness  to  apathy  — 
from  apathy  to  dependency  and 
from  dependency  back  to  bondage  once 
more  — 

Where  are  we  in  relation  to  this  cycle? 

Remember,  today  the  health  of  the  “body 
politic”  is  in  your  hands,  too.  Thank  you. 

IT  CANT  HAPPEN  HERE? 

By  L.  D.  Sprague,  M.D. 

llRITISH  Doctors  Plan  Boycott  — this  re- 
cent headline  excerpt  from  an  AP  dispatch  in 
a Tucson  newspaper,  January  3,  1957,  arouses 
interest  and  provokes  thought.  The  average 
British  doctor-  as  some  of  you  know,  has  an 
annual  income  of  less  than  $7,000  under  the 
British  national  health  fee  schedule.  Their  com- 
plaint, “we  are  suffering  from  an  anemia  of 
the  pocketbook”.  Now  unless  their  demands  for 
an  increase  in  fees  is  met  they  may  boycott  the 
vast  system  of  socialized  medicine  under  which 
most  Britons  receive  medical  treatment. 

One  wonders  what  the  American  medical  pro- 


fession might  do  under  similar  circumstances. 
At  first  glance  the  average  reaction  would  prob- 
ably be  — it  can’t  happen  here.  The  American 
medical  profession  has  from  time  to  time  fought 
various  schemes  which  embrace  socialization  of 
medicine.  At  a time  when  a large  number  of 
physicians  were  serving  in  the  Armed  Forces, 
1943,  the  government  made  its  most  compre- 
hensive bid  for  the  socialization  of  medicine  in 
the  first  Wagner-Murray-Dingell  bills.  Although 
federal  planners  had  hoped  to  accomplish  their 
scheme  of  socialization  while  organized  medi- 
cine was  in  a weakened  condition,  physician  ef- 
fort rose  to  the  occasion  and  the  bill  was  defeat- 
ed because  of  their  immediate  and  violent  opposi- 
tion. This  was  hailed  as  a great  victory  for  the 
forces  of  the  free  practice  of  medicine  and  for 
the  most  part  physicians  retreated  into  their 
isolationist  shells  and  forgot  the  whole  affair. 
One  organization  born  of  the  need  for  repre- 
sentation of  the  medical  profession  exclusively 
on  a socio-economic  level,  the  American  As- 
sociation of  Physicians  and  Surgeons  had  con- 
tinued to  battle  through  the  years  to  maintain 
the  traditional  physician-patient  relationship, 
their  freedom  of  action  and  the  preservation 
of  quality  medical  care.  They  can  probably  be 
credited  with  a more  dynamic  action  and  dedi- 
cated fight  than  any  other  organized  group  in 
American  medicine  in  resisting  government  en- 
croachment in  the  field  of  medical  practice. 

Each  legislative  session,  since  the  defeat  of 
the  Murray-Wagner-Dingell  bill  has  seen  numer- 
ous- and  for  the  most  part  singularly  successful 
attempts  to  present  and  adopt  into  law  schemes 
which  in  effect  socialize  medicine  piecemeal. 
The  year  1950  marked  the  first  sweeping  victory 
with  the  enactment  of  the  Social  Security  Act 
Amendments  of  1950.  Physicians,  for  the  most 
part,  opposed  the  bill  but  did  so  weakly  and 
too  late  for  effective  action.  These  amendments 
did  not  immediately  nationalize  medicine  but 
they  did  draw  the  medical  profession  into  the 
Government’s  magnetic  field.  The  bill  provided 
for  Federal  funds  for  money  payments,  medical 
care,  and  remedial  care  for  needy  individuals 
18  years  of  age  or  older  who  were  permanently 
and  totally  disabled.  Federal  planners  had  finally 
discovered  the  back  door  to  socialization  of 
medicine.  Like  the  majority  of  health  legisla- 
tion proposals,  the  measure  appealed  to  public 
sympathy  and  lured  physicians  with  the  offer 
of  payments  for  disabled  patients  who  had  been 
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erstwhile  charity  cases.  What  physicians  failed 
to  recognize  was  that  in  accepting  Federal  pay- 
ments they  had  to  perforce  accept  Federal 
control.  It  is  inevitable  that  “he  who  foots  the 
bill  has  the  right  to  call  the  tune”  — the 
Supreme  Court  has  so  ruled. 

In  1952,  1954  and  1955  further  amendments 
to  the  Social  Security  Act  gained  for  the  socialist 
minded  Federal  planners  further  important  in- 
roads to  the  total  socialization  of  the  practice 
of  medicine  in  the  United  States.  The  year 
1956  was  no  exception  with  the  enactment  of 
the  Social  Security  “insurance”  program  for 
cash  payments  to  medically  certified  disabled 
persons  covered  by  Social  Security  — HR  7225. 

The  most  recent  attack  on  American  medicine 
for  the  purpose  of  nationalizing  the  profession 
became  effective  December  7,  1956.  Medicare 
is,  regardless  of  how  one  attempts  to  disguise 
it’  socialized  medicine.  As  usual  its  provisions 
have  mass  public  humanitarian  appeal,  phy- 
sician acceptance  is  lured  by  statements  that 
“it  will  not  be  necessary  to  draft  physicians  to 
care  for  dependents  in  military  establishments, 
as  heretofore”,  and  physician’s  fees  are  at 
present  not  based  on  capitation  but  negotiated 
with  federal  agencies.  Dependents  of  the  “uni- 
formed services”  coming  under  the  provisions  of 
the  program,  some  800,000  individuals,  and  the 
physicians  who  serve  them,  participate  in  social- 
ized medicine  because  the  services  are  paid 
for  by  the  federal  government  and  realistically, 
the  entire  program  is  under  control  of  the 
federal  government.  The  final  word  and  author- 
ity is  the  prerogative  of  government  since  it 
provides  the  , money  to  finance  the  program. 
Remember  also,  government  has  nothing  to  give 
except  that  which  it  first  must  take  from  you 
in  the  form  of  taxes. 

Let  us  now  project  the  next  logical  step,  from 
the  federal  planners’  viewpoint.  Who  can  say 
when  they  may  choose  to  provide  for  the  health 
needs  of  another  group  of  citizens?  Congress 
could  presumably  extend  Medicare  coverage 
now  to  include  postal  employees.  How  about 
the  2,400,000  civil  service  employees  or  the 
millions  of  people  now  receiving  Social  Security 
benefits?  A recent  AAPS  “News  Letter”,  asks 
this  pertinent  question  — “Since  Medicare  is 
socialized  medicine  and  since  government  con- 
trolled medical  care  inevitably  brings  about  a 
deterioration  of  medical  service  (and  we  might 
add  increased  costs  to  the  taxpayer)  to  the 


detriment  of  both  the  patient  and  doctor,  we 
are  prompted  to  ask:  When  and  under  what 
provocation  will  we  physicians  debate,  deny 
or  oppose  in  support  of  the  ethics  and  ideals 
of  our  profession,  for  the  protection  and  bene- 
fit of  our  patients?  Each  of  us  must  find  the 
answer  in  his  own  conscience.  . . . And  soon, 
because  time  is  running  out  for  the  continuation 
of  qualitative  medical  care  and  for  medical 
freedom  for  physicians  and  their  patients. 

Will  the  time  soon  arrive  when  the  headline 
quoted  at  the  beginning  reads:  “American  Doc- 
tors Plan  Boycott”? 


Dues  Paid  By  Active  Members  of 
County  Medical  Societies  In  Arizona 
1957 

By  Wallace  A.  Reed’  M.D. 


County 

County 

AMA 

State 

Total 

Society 

Dues 

Apache  .... 

. .$15.00 

$25.00 

$70.00 

$110.00 

Cochise  . . . . 

♦ (No  reply  received) 

Coconino  . . . 

. (No  reply  received) 

Gila  

. . 30.00 

25.00 

70.00 

125.00 

Graham  . . . 

. . None 

25.00 

70.00 

95.00 

Greenlee 

. . 25.00 

25.00 

70.00 

120.00 

Maricopa®  . 

. . 60.00 

25.00 

70.00 

155.00 

Mohave  . . . . 

(No  County  Society) 

Navajo®  . . . 

. . None 

25.00 

70.00 

95.00 

Pima  

. . 35.00 

25.00 

70.00 

130.00 

Pinal  

. . 15.00 

25.00 

70.00 

110.00 

Santa  Gruz® 

. . 2.50 

25.00 

70.00 

97.50 

Yavapai  .... 

. . 10.00 

25.00 

70.00 

105.00 

Yuma  

. . 10.00 

25.00 

70.00 

105.00 

“In  MARICOPA  County,  members  must  pay  an  additional  $15.00 
per  year  for  10  years.  This  is  an  assessment  for  the  Library  and 
Building  Fund.  If  paid  in  advance,  a reduction  of  $1.00  per 
year  is  allowed. 

“In  NAVAJO  County,  funds  are  raised  when  needed  by  “special 
assessment.”  These  usually  amount  to  “$15.00  q.  3-4  years.” 
“In  SANTA  CRUZ  County,  “Practically  all  of  our  members  feel 
our  annual  dues  are  entirely  too  high  and  that  operating  expenses 
of  the  State  Association  are  likewise  too  high.” 


State  Medical  Society  Dues 

Ala. 

$20 

Kan. 

$40 

Nev. 

$100 

S.G. 

$20 

Ariz. 

60 

Ky. 

35 

N.H. 

40 

S.D. 

75 

Ark. 

25 

La. 

50 

N.J. 

30 

Tenn. 

25 

Calif. 

50 

Me. 

60 

N.M. 

70 

Tex. 

50 

Colo. 

50 

Md. 

30® 

N.Y. 

25 

Utah 

50 

Conn. 

28 

Mass. 

35 

N.G. 

40 

Vt. 

35 

Del. 

50 

Mich. 

45 

N.D. 

75 

Va. 

25 

Fla. 

40 

Minn. 

40 

Ohio 

20 

Wash. 

35 

Ga. 

25 

Miss. 

35 

Okla. 

42 

W.  Va. 

25 

Idaho 

40 

Mo. 

25 

Ore. 

40 

Wis. 

65 

111. 

40 

Mont. 

54 

Pa. 

40 

Wyo. 

25 

Ind. 

30 

Neb. 

35 

R.I. 

50 

D.G. 

50 

Iowa 

60 

“For  Baltimore 

members. 

, $50. 

Source: 

Michigan 

State  Medical 

Society  survery. 
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BRADLEY  REPORT 

By  Elmer  E.  Yeoman,  M.D. 

I N JANUARY  of  1955,  there  was  created  by 
the  Executive  Order  of  the  President  of  the 
United  States  the  President’s  Commission  on 
Veteran’s  Pensions.  The  instruction  to  this 
group  was  to  make  a comprehensive  survey 
and  appraisal  of  the  structure,  scope  and  ad- 
ministration of  veterans’  compensation  and 
pension  laws  and  those  providing  related  non- 
medical benefits.  Especially,  the  Commission 
was  to  recommend  policies  which,  in  its  judg- 
ment, would  guide  the  granting  of  such  bene- 
fits in  the  future. 

Three  points  were  to  be  given  particular  at- 
tention. 1.  Basic  changes  in  our  society  affecting 
the  role  of  these  benefits.  2.  Conditions  under 
which  benefits  should  be  provided  to  different 
categories  of  veterans.  3.  Relationship  of  vet- 
erans’ benefits  to  each  other,  to  military  bene- 
fits and  to  social  security  and  other  benefits 
granted  without  regard  to  veteran  status.  This 
Committee  was  a group  of  outstanding  indi- 
viduals under  the  chairmanship  of  General  Omar 
N.  Bradley.  The  medical  interest  in  this  re- 
port lies  primarily  in  the  development  of  the 
basic  philosophy  for  eligibility  of  veterans’ 
benefit  programs.  It  specifically  was  not  to 
investigate  the  medical  program  of  the  Veterans 
Administration. 

A few  brief  abstracts  that  are  of  general 
interest  are  presented  out  of  report  that  is  in 
excess  of  400  papers  of  printed  material.  1. 
Our  present  structure  of  veterans’  programs  is 
not  a system.  It  is  an  accretion  of  laws  based 
largely  on  precedents  built  up  over  150  years 
of  piecemeal  development.  The  public  at  large 
has  taken  little  interest  and  the  laws  have  been 
enacted  in  response  to  minority  pressure.  . . . 
There  is,  at  present-  no  clear  national  philosophy 
of  veterans’  benefits.  2.  It  is  pointed  out  that 
the  veteran  as  a whole  is  better  off  economically 
than  a non-veteran  in  the  same  age  group. 
Veterans  and  their  families  constitute  45%  of 
the  population  at  the  present  time.  It  then  be- 
comes immediately  apparent  that  the  major 
load  in  supporting  these  veteran  benefit  pro- 
grams is  coming  from  the  veteran  himself. 

As  guide  lines  for  the  future  the  following 
points  were  made  by  the  Commission: 

a.  Veterans’  benefits  are  a means  of  eciualizing 


significant  sacrifices  that  result  directly  from 
wartime  military  service. 

b.  Military  service  in  time  of  war  or  peace 
is  an  obligation  of  citizenship  and  should  not 
be  considered  inherently  a basis  for  future  gov- 
ernment benefits.  . . . The  performance  of  the 
duties  of  citizenship  cannot  be  expected  to  be 
painless  or  free  from  sacrifice. 

c.  The  service-connected  needs  of  ex-service- 
men  should  be  accorded  the  highest  priority 
among  the  special  programs  for  veterans.  . . . 
The  rehabilitation  of  disabled  veterans  and  their 
reintegration  into  useful  economic  and  social 
life  should  be  our  primary  objective.  . . . Re- 
adjustment benefits  to  help  newly  discharged 
veterans  overcome  service  handicaps  have 
proved  their  worth  when  these  programs  have 
been  properly  devised  and  used.  . . . Educa- 
tion and  training  and  related  readjustment  bene- 
fits are  now  recognized  as  the  best  way  of 
discharging  the  Government’s  obligation  to  the 
nondisabled.  . . . Veterans  have  many  needs 
which  are  not  connected  in  any  way  with  their 
military  service.  In  the  past  veterans’  pensions 
pioneered  in  the  field  of  social  welfare,  but 
today  our  society  has  developed  comprehensive 
means  for  meeting  most  of  these  needs.  Long 
strides  are  being  made  in  closing  remaining 
gaps,  and  the  non-service  connected  benefits 
accordingly  should  assume  a ‘reserve-line’  status. 

d.  We  should  have  a positive  policy  toward 
veterans’  programs. 

e.  Our  national  policy  toward  veterans  should 
be  developed  through  widespread  and  realistic 
public  discussion  based  on  complete  and  con- 
tinuing factual  information  about  the  relative 
economic  and  social  status  of  veterans  in  our 
society. 

f.  Veterans  with  equal  handicaps  should  have 
equal  treatment.  . . . Fair  and  equal  treatment 
of  all  veterans,  disabled  and  non-disabled,  ac- 
cording to  their  service-connected  needs,  should 
be  the  guiding  principle  in  all  our  programs. 

g.  The  benefits  paid  to  veterans  with  similar 
needs  must  in  most  programs  be  uniform 
throughout  the  country.  Geographic  or  industrial 
variations  . . . however,  must  be  given  weight. 

h.  Each  generation  must  be  forward-looking 
and  willing  to  bear  its  own  responsibility.  ...  In 
veterans’  programs  particularly  the  initial  cost 
of  a program  is  not  a good  indicator  of  its 
ultimate  growth  or  size. 

i.  We  should  keep  the  whole  range  of  our 
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national  needs  in  perspeetive.  ...  It  would  be 
dangerous  to  over-emphasize  veterans’  non- 
service connected  benefit  programs  at  the  ex- 
pense of  essential  general  programs.  . . . What 
best  serv  es  the  Nation  in  the  long  run  will  be 
in  the  best  interest  of  the  veterans. 


SPECIAL  NOTICE 

T HROUGH  inspection  of  drug  store  prescrip- 
tion files  our  inspectors  are  finding  many  NAR- 
COTIC prescriptions  incomplete.  A Narcotic 
Prescription  must  be  complete  in  every  detail 
before  a Pharmacist  can  legally  fill  it. 

Your  cooperation  is  respectfully  solicited. 

E.  C.  Mason,  Secretary 
ARIZONA  STATE  BOARD  OF 
PHARMACY 

COMSTOCK  CHILDREN'S 
HOSPITAL 

OMSTOCK  Children’s  Hospital  located  at 
1034  East  Adams  Street,  Tucson,  Arizona,  pro- 
vides hospital  care  for  children  suffering  from 
tuberculosis  and  rheumatic  fever,  and  for  crip- 
pled children  convalescing  from  orthopedic  sur- 
gery or  requiring  long  term  therapy.  Founded 
in  1920,  it  originally  provided  care  for  persons 
of  all  ages  suffering  from  tuberculosis.  With 


the  opening  of  the  Arizona  State  Sanitorium  at 
Tempe  in  1936,  Comstock  Hospital  was  re- 
lieved of  its  adult  patients,  and  was  reorganized 
as  a children’s  hospital.  Since  1939’  facilities 
have  been  available  for  the  care  of  crippled 
children.  Coiustock  Hospital  is,  of  course,  duly 
licensed  by  the  State,  and  is  also  a member  of 
the  American  Hospital  Association.  It  is,  in 
fact,  the  only  children’s  hospital  in  Arizona. 

The  original  buildings  were  erected  in  1920 
by  way  of  funds  raised  in  a campaign  directed 
by  Harold  Bell  Wright.  In  1939,  an  entirely 
new  wing  was  added  for  the  care  of  crippled 
children.  In  1954,  a twenty-four  bed  wing  was 
added,  primarily  for  the  care  of  infants  with 
tuberculosis’  and  now,  in  1956,  a Ford  Founda- 
tion grant  has  made  it  possible  to  remodel  the 
original  buildings,  and  modernize  the  hospital 
in  every  particular. 

Facilities  are  available  for  the  care  of  forty- 
six  children  and  during  the  last  several  years, 
the  average  daily  census  has  been  about  forty. 

Comstock  has  been  used  extensively  for  the 
care  of  children  eligible  for  the  benefits  of  the 
Tuberculosis  Control  Act  and  those  being  cared 
for  by  the  Crippled  Children’s  Division  of  the 
State  Welfare  Department.  Patients  of  indi- 
vidual physicians  may  be  admitted  to  Comstock 
Hospital,  aside  entirely  from  any  public  pro- 
gram, and  any  physician  who  is  a member 


Comstock  Children’s  Hospital 

®In  an  effort  to  more  satisfactorily  acquaint  the  physicians  of  that  periodically  articles  will  be  published  to  describe  the 
Arizona  with  the  medical  facilities  of  the  State,  it  is  hoped  auxiliary  facilities. 
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of  the  Arizona  Medical  Association  may  place 
a child  in  Comstock  and  continue  to  care  for 
it,  as  in  any  other  hospital.  Although  the  regular 
cost  is  approximately  $7.00  a day  arrangements 
can  be  made  for  smaller  payments  depending 
upon  the  financial  condition  of  the  child’s  family 
and  in  many  cases  children  are  admitted  with- 
out payment. 

Unless  an  admitting  physician,  in  cases  of 
tuberculosis,  treats  his  patient  in  the  hospital, 
the  patient  will  be  cared  for  by  a panel  of 
physicians  headed  by  Dr.  O.  J.  Farness  and 
composed  of  the  men  actively  engaged  in  thor- 
acic medicine,  surgery  and  roentgenology  in 
Tucson.  Although  these  men  donate  their  serv- 
ices and  receive  no  pay,  every  member  of  the 
panel  has  been  active  and  interested,  and 
regular  in  attendance  at  meetings  and  con- 
ferences. The  panel  serves  on  the  wards  on  a 
rotational  basis  and  once  every  two  months 
the  entire  panel  meets  at  the  hospital  to  review 
every  case  in  the  institution.  Other  physicians 
may  work  with  the  panel  on  a consultation  basis 
without  extra  charge  to  the  patient  but  they 
need  not  do  so.  In  like  manner  members  of  the 
Pediatrics  Society  donate  their  services  to  pro- 
vide regular  care  on  a rotational  basis;  they, 
too,  meet  periodically  at  the  hospital.  Regard- 
ing orthopedic  practice,  however,  all  the  chil- 
dren that  have  been  admitted  to  the  hospital 
so  far  have  been  patients  of  admitting  psyicians 
who  have  continued  to  treat  them  or  have  been 
admitted  by  way  of  the  Crippled  Children’s  pro- 
gram’ the  Indian  Bureau  or  the  Public  Health 
Service. 

Comstock  Children’s  Hospital  is  actually  oper- 
ated by  Community  Service,  Inc.,  a non-profit 
agency  which  also  operates  Ryland  Home  for 
Men.  Community  Service,  Inc.  is  one  of  the 
original  members  of  the  Tucson  Commuhity 
Chest  and  to  the  extent  that  its  operations  are 
not  financed  by  the  public  programs,  insurance 
payments  and  patients’  charges,  they  are  paid 
• for  by  contributions  and  by  funds  raised  in  the 
annual  United  Campaign. 

The  staff  at  the  hospital  consists  of  a director, 
four  registered  and  sixteen  practical  nurses 
along  with  the  necessary  kitchen  and  house- 
keeping personnel.  A full  time  teacher  has  been 
assigned  to  Comstock  Children’s  Hospital  by 
the  Tucson  Public  School  System,  and  it  has 
been  the  experience  of  the  hospital  that  children 
who  are  hospitalized  for  many  months  return 


to  school  ahead  of  the  classes  they  had  to  leave. 
With  the  assistance  of  the  staff  and  volunteer 
help  from  individuals  and  organizations,  oc- 
cupational therapy  and  recreational  programs 
have  been  developed  to  assist  the  youngsters  in 
maintaining  happy,  normal  childhood  activities. 

The  present  director,  Aileen  M.  Taylor,  has 
been  connected  with  the  hospital  for  seventeen 
years  and  is  fully  familiar  with  the  many  prob- 
lems of  such  an  institution  — medical,  social, 
financial  — and  will  be  able  to  answer  fully 
any  inquiries  concerning  any  details  of  any 
kind.  She  will  also  be  happy  to  show  any 
physician  through  the  hospital  at  any  time. 
The  human  aspect  of  this  institution  cannot 
be  described  — it  must  be  seen:  the  Board  of 
Directors  invites  inspection. 

i 
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CIVICS 

By  Norman  A.  Ross,  M.D. 


Dear  Doctor  Ross: 

In  a recent  conversation  with  Dr.  Robert 
S.  Myers,  Assistant  Director  of  the  American 
College  of  Surgeons,  he  indicated  that  you 
were  interested  in  information  regarding  the 
establishment  of  a two  year  medical  school. 

I am  enclosing  a reprint  on  “Essentials  of  an 
Acceptable  Medical  School”  which  was  last  is- 
sued by  this  Council  in  1951.  This  material  is 
currently  being  revised  and  in  its  new  form 
will  represent  the  coordinated  thinking  of  this 
Council  and  the  Executive  Council  of  the  As- 
sociation of  American  Medical  Colleges.  It  has 
already  been  ratified  by  the  two  Councils  and 
will  be  presented  to  the  House  of  Delegates  of 
the  American  Medical  Association  for  their  con- 
sideration with  the  recommendation  for  adop- 
tion in  June. 

Dr.  Myers  indicated  that  at  the  present  time 
some  of  you  are  interested  in  the  possibility 
of  developing  a two  year  school  of  basic  medical 
science  in  Arizona. 

You  are  aware-  as  I am  sure  are  your  pro- 
fessional colleagues,  that  the  establishment  of 
a medical  school  today  is  an  undertaking  that 
merits  considerable  thought  and  planning.  A 
full  four  year  program  is  quite  expensive  but 
in  spite  of  this  a number  of  new  schools  are 
being  developed.  It  is  much  more  difficult  to 
cut  medicine  into  segments  such  as  “preclinical” 
or  “basic  medical  science”  and  “clinical”  than  it 
was  some  years  ago.  During  the  past  several 
years  there  has  been  much  more  basic  clinical 
indoctrination  in  the  second  year  than  there 
used  to  be,  so  that  the  sharp  dividing  line  be- 
tween these  two  years  of  basic  medical  sciences 
and  the  two  clinical  years  no  longer  exists  in 
most  institutions. 

Currently  such  institutions  as  the  University 
of  Missouri,  the  University  of  Mississippi  and 
West  Virginia  University  which  have  conducted 
two  year  basic  medical  science  programs  in 
the  past  are  being  converted  into  full  four 
year  programs.  Missouri  and  Mississippi  will 
graduate  their  first  classes  this  next  June  and 


West  Virginia  University  will  probably  gradu- 
ate its  first  class  about  1959  or  1960. 

This  leaves  only  three  schools  of  basic  medi- 
cal science  or  “two  year  medical  schools”  in 
the  United  States.  These  are  the  institutions  in 
North  and  South  Dakota  and  the  two  year 
program  at  Dartmouth.  These  schools  have 
all  adopted  their  programs  so  that  they  are  able 
to  introduce  some  of  the  clinical  correlation 
in  their  currently  existing  two  year  basic  medical 
science  programs. 

This  Council  and  the  Executive  Council  of 
the  Association  of  American  Medical  Colleges 
are  glad  to  serve  in  an  advisory  capacity  in 
any  way  we  can  in  assisting  institutions  con- 
sidering the  development  of  a program  in  medi- 
cal education,  regardless  of  whether  it  is  a 
two  year  program  in  basic  medical  sciences  or 
a full  fledged  four  year  program. 

There  is  no  question  but  that  the  increasing 
population  of  this  country  will  necessitate  aug- 
mented educational  facilities  in  this  important 
field.  It  is  necessary  that  all  of  us  do  every- 
thing we  can  to  stimulate  sound  developments 
that  will  make  it  possible  for  us  to  maintain 
the  basic  standards  which  we  believe  to  be  so 
important  in  modern  medical  education,  if  it 
is  to  effectively  serve  the  public. 

If  we  can  be  of  further  service-  please  feel 
free  to  communicate  with  this  office. 

Very  sincerely  yours, 

Edward  L.  Turner,  M.D.,  Secretary 
Council  on  Medical  Education 
and  Hospitals 

American  Medical  Association 


PSYCHOSOMATIC  GYNECOLOGY:  Including  Problems  of 
Obstetrical  Care,  by  W.  S.  Kroeger,  M.D.,  and  S.  C.  Freed, 
M.D.  503  pages.  (1956)  Free  Press.  $8. 

This  text  is  a reprint  of  the  1951  (Saunders) 
edition.  Psychologic  factors  in  obstetrics  in  foetal 
relationship,  pregnancy,  labor,  abortion,  eclamp- 
sia, and  postnatal  care  are  discussed.  Psycho- 
genic problems  of  the  entire  gynecologic  field 
are  considered  in  detail.  The  factual  approach 
makes  this  a valuable  aid  to  all  physicians. 

Stacey's  Medical  Books,  San  Francisco 
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REPORT  ON  ACTIONS  OF  THE  HOUSE  OF  DELEGATES 
AMERICAN  MEDICAL  ASSOCIATION 
TENTH  CLINICAL  MEETING 
NOV.  27-30,  1956 
SEATTLE,  WASHINGTON 

By  George  F.  Lull,  M.D. 

Secretary-General  Manager 
American  Medical  Association 

EDIGAL  ethics,  veterans’  medical  care,  Gouncil  on  Gonstitution  and  By-Laws  for  further 


radioactive  isotopes,  continuance  of  the  A.M.A. 
interim  session,  hospitalization  for  patients  with 
alcoholism  and  a report  of  the  Gommittee  on 
Medical  Practices  were  among  the  wide  variety 
of  subjects  acted  upon  by  the  House  of  Dele- 
gates at  the  American  Medical  Association’s 
Tenth  Glinical  Meeting  held  Nov.  27-30  in 
Seattle. 

Dr.  Edward  M.  Gans  of  Harlowton,  Mon- 
tana, was  announced  at  the  opening  session 
Tuesday  as  the  1956  General  Practitioner  of  the 
Year.  The  annual  award,  carrying  with  it  a 
gold  medal  and  a citation’  is  presented  to  a 
family  doctor  selected  by  a special  committee 
of  the  Board  of  Trustees  for  outstanding  com- 
munity service.  Dr.  Gans,  who  is  80  years  old, 
has  practiced  medicine  for  51  years  and  has 
been  in  the  Harlowton  area  for  the  past  44 
years. 

Strongly  condemning  government  intervention 
in  medicine.  Dr.  Dwight  H.  Murray  of  Napa- 
Galif.,  A.M.A.  President,  told  the  opening  ses- 
sion that  “the  medical  profession,  along  with 
business  and  industry,  is  caught  between  those 
who  desire  to  promote  sound  government  pro- 
grams and  those  who  desire  even  more  intensely 
to  perpetuate  party  politics.  Unfortunately,  in 
recent  years  a benevolent  federal  government 
appears  more  attractive  to  the  voting  public 
than  the  preservation  of  individual  freedoms. 
Medicine  must  do  its  utmost  to  reverse  this 
trend.” 

MEDIGAL  ETHIGS 

Subject  of  greatest  interest  at  Seattle  was 
the  proposed,  ten-section  revision  of  the  Prin- 
ciples of  Medical  Ethics  originally  submitted 
at  the  June,  1956,  Annual  Meeting  in  Ghicago, 
where  final  action  was  deferred  uis*il  the 
Stattle  session.  The  proposed  short  version  of 
the  Principles  was  resubmitted  this  week,  with 
tome  changes  based  on  suggestions  received 
since  last  June  by  the  Gouncil  on  Gonstitution 
and  By-Laws.  The  House  of  Delegates’  how- 
e\er,  decided  to  refer  the  matter  back  to  the 


study  and  consideration.  The  reference  com- 
mittee report  adopted  by  the  House  included 
the  following  statements: 

“Gareful  consideration  was  given  to  the  Pre- 
amble and  the  ten  sections  of  the  proposed 
Principles.  The  Preamble  and  seven  of  the  ten 
sections  appear  to  be  acceptable  in  their  present 
form. 

“Sections  6 and  7 were  not  acceptable  as 
presented  either  to  the  group  which  appeared 
at  the  hearing  or  to  your  reference  committee. 

“Out  of  the  general  discussion  the  reference 
committee  received  the  crystallized  opinion  that 
at  least  four  areas  needed  more  specific  attention 
in  Sections  6 and  7.  These  are: 

“(1)  Division  of  fees; 

“(2)  The  dispensing  of  drugs  and  appliances; 

“(3)  The  corporate  practice  of  medicine; 

“(4)  Greater  emphasis  concerning  the  relation- 
ship between  physicians  and  patients. 

“In  addition,  the  reference  committee  felt 
that  the  wording  in  Section  10  could  be  im- 
proved if  amended  to  read  as  follows: 

“ ‘The  responsibilities  of  the  physician  extend 
not  only  to  the  individual  but  also  to  society 
and  deserve  his  interest  and  participation  in 
activities  which  have  as  their  objective  the  im- 
provement of  the  health  and  welfare  of  the 
individual  and  the  community.’ 

“In  view  of  the  above  your  reference  com- 
mittee believes  that  the  proposed  Principles 
of  Medical  Ethics  should  be  referred  back  to 
the  Gouncil  on  Gonstitution  and  By-Laws  for 
further  study  and  consideration  of  the  above 
stated  principles. 

“In  the  short  space  of  time  at  our  disposal 
and  in  view  of  the  importance  of  the  subject, 
your  reference  committee  did  not  deem  it  wise 
to  attempt  to  properly  phrase  these  concepts. 

“We  would  also  recommend  that  if  possible 
this  study  be  completed  at  least  six  weeks 
prior  to  the  June  session  and  that  the  new 
version  be  published  in  THE  JOURNAL  in 
order  that  all  interested  physicians  might  have 
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an  opportunity  to  comment  thereon.” 

VETERANS’  MEDICAL  CARE 
The  House  revised  A.M.A.  policy  on  veterans’ 
medical  care  by  endorsing  in  principle  the  fol- 
lowing paragraph  suggested  by  the  Council  on 
Medical  Service: 

“With  respect  to  the  provision  of  medical 
care  and  hospitalization  benefits  for  veterans 
in  Veterans  Administration  and  other  federal 
hospitals  that  new  legislation  be  enacted  limit- 
ing such  care  to  veterans  with  peacetime  or 
wartime  service  whose  disabilities  or  diseases 
are  service-incurred  or  aggravated.” 

This  action  eliminates  the  temporary  excep- 
tions which  were  made  in  the  June,  1953’  policy 
regarding  wartime  veterans  who  are  unable  to 
defray  the  expenses  of  necessary  hospitalization 
for  non-service-connected  cases  of  tuberculosis 
or  psychiatric  or  neurological  disorders.  In  mak- 
ing the  policy  change,  the  House  approved 
this  supplementary  statement: 

“We  recognize  the  laws  and  administrative 
extensions  of  the  law  that  are  now  in  operation. 
We  feel  that  under  the  circumstances  it  will 
be  to  the  best  interests  of  the  public  in  general, 
and  veterans  in  particular,  if  medical  societies, 
county  and  state  as  well  as  national,  develop 
committees  to  assist  in  guaranteeing  VA  hospital 
admission  to  service-connected  cases.  While  the 
present  law  exists,  we  .should  help  assure  that 
veterans  whose  illness  constitutes  economic  dis- 
aster will  not  be  displaced  by  those  suffering 
short-term  remediable  ills  which,  at  the  worst, 
constitute  financial  inconvenience.” 

In  another  action  concerning  veterans,  the 
House  passed  two  resolutions  condemning  as 
unlawful  the  practice  of  Veterans  Administra- 
tion hospitals  which  admit  patients  who  are 
covered  by  workmen’s  compensation  insurance 
or  by  private  health  insurance  and  which  render 
bills  for  the  cost  of  their  care.  Both  resolutions 
requested  the  A.M.A.  to  take  action  to  bring 
about  a discontinuance  of  such  practices  by 
VA  hospitals,  and  one  of  them  instructed  the 
Association  Secretary  to  obtain  from  each  state 
testimony  or  records  of  each  known  case  that 
violates  VA  Reg.  6047-DI. 

RADIOACTIVE  ISOTOPES 
The  House  rescinded  the  June,  I95I>  action, 
which  limited  the  hospital  use  of  radium  and 
radioactive  isotopes  to  board-certified  radiolo- 
gists, by  approving  a new  policy  statement 


which  says: 

“(I)  In  any  hospital  in  which  a patient  is 
to  receive  radium  or  the  products  of  radium 
or  artificially  produced  isotopes,  there  should 
be  a duly  appointed  Committee  on  Radium 
and  Artificially  Produced  Radioisotopes  of  the 
hospital  professional  staff.  This  committee 
should  include*  but  not  necessarily  be  limited  to, 
the  following  qualified  physicians:  a radiologist, 
a surgeon,  an  internist,  a gynecologist,  a urolo- 
gist and  a pathologist.  This  committee  should 
have  available  such  competent  consultation  of 
other  physicians  and  scientific  personnel  as  may 
be  required  by  it.  Where  this  is  not  practicable, 
the  hospital  staff  should  consult  the  nearest 
Committee  on  Radium  and  Artificially  Produced 
Radioisotopes. 

“(2)  In  any  hospital,  the  use  of  radium  or 
its  products  and  artificially  produced  radioactive 
isotopes  for  diagnostic  or  therapeutic  purposes 
shall  be  restricted  to  qualified  physicians  so 
judged  by  the  Committee  on  Radium  and  Arti- 
ficially Produced  Radioisotopes  of  the  profes- 
sional staff  to  be  adequately  trained  and  com- 
petent in  their  particular  use. 

“(3)  It  is  recommended  that  procurement, 
storage,  dosimetry  control  and  inventory  of  all 
radioactive  isotopes  for  the  use  of  the  hospital 
staff  and  radiological  safety  control  be  central- 
ized, and,  where  administratively  possible,  cen- 
tralization be  located  in  the  Department  of 
Radiology. 

“(4)  It  is  recommended  that  the  Eoard  of 
Trustees  assign  to  the  appropriate  council  or 
committee  the  continuous  study  of  the  problems 
of  radiological  safety  control  in  the  use  of 
radium  and  its  products  and  artificially  pro- 
duced radioactive  isotopes  for  diagnostic  or 
therapeutic  purposes.” 

CLINICAL  MEETINGS 

Rejecting  a resolution  which  recommended 
discontinuance  of  the  interim  sessions-  or  clinical 
meetings,  the  House  adopted  a reference  com- 
mittee report  which  said: 

“We  believe  that  the  interim  sessions  should 
be  continued  because  of  the  public  relations 
value  of  these  meetings  to  the  Association  and 
the  educational  value  to  physicians  and  the 
general  public  in  the  various  geographical  areas 
involved. 

“It  is  the  suggestion  of  the  reference  com- 
mittee that  maximum  attention  be  given  to 
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these  potential  benefits  in  selecting  a city  for 
the  interim  meeting. 

“It  is  our  further  recommendation  that  the 
Board  of  Trustees  consider  the  advisability  of 
holding  an  Interim  Meeting  of  the  House  of 
Delegates  in  Chicago  each  November  or  De- 
cember and  an  Interim  Scientific  Session  in 
November  or  December  of  each  year  in  different 
parts  of  the  United  States.  The  reference  com- 
mittee suggests  that  the  views  of  the  Board 
of  Trustees  in  this  regard  be  reported  to  the 
House  of  Delegates  next  June.” 

HOSPITALIZATION  FOR  ALCOHOLICS 

To  implement  educational  approaches  to  the 
problem  of  alcoholism,  the  House  approved  a 
statement  submitted  through  the  Board  of 
Trustees  by  the  Couneil  on  Mental  Health  and 
its  Committee  on  Aleoholism.  The  House  also 
recommended  that  the  statement  be  brought  to 
the  attention  of  the  Council  on  Medical  Educa- 
tion and  Hospitals,  the  Joint  Commission  on 
Accreditation  of  Hospitals  and  the  American 
Hospital  Association.  It  includes  the  following: 

“The  Council  on  Mental  Health  urges  hospital 
administrators  and  the  staffs  of  hospitals  to  look 
upon  alcoholism  as  a medical  problem  and  to 
admit  patients  who  are  alcoholics  to  their  hos- 
pitals for  treatment,  such  admission  to  be  made 
after  due  examination,  investigation  and  con- 
sideration of  the  individual  patient.  Chronic 
alcoholism  should  not  be  considered  as  an  ill- 
ness which  bars  admission  to  a hospital,  but 
rather  as  qualification  for  admission  when  the 
patient  requests  such  admission  and  is  coopera- 
tive, and  the  attending  physician’s  opinion  and 
that  of  hospital  personnel  should  be  considered. 
The  chronic  alcoholic  in  an  acute  phase  can 
be,  and  often  is,  a medical  emergency.” 

COMMITTEE  ON  MEDICAL  PRACTICES 

In  approving  a progress  report  of  the  Com- 
mittee on  Medical  Practices,  the  House  amended 
one  of  its  directives  to  read  as  follows  in  order 
to  remove  any  legal  objections: 

“The  A.M.A.  representatives  on  the  Joint 
Commission  on  Accreditation  of  Hospitals  be 
instructed  to  stimulate  action  by  that  body 
leading  to  the  warning,  provisional  accredita- 
tion, or  removal  of  accreditation  of  community 
or  general  hospitals  which  exclude  or  arbitrarily 
restrict  hospital  privileges  for  generalists  as  a 
class  regardless  of  their  individual  professional 
competence  where  such  policies  adversely  affect 


the  quality  of  patient  care  rendered.  Any  action 
taken  should  be  only  after  appeal  to  the  Com- 
mission by  the  county  medical  society  con- 
cerned.” 

The  House  also  approved  a recommendation 
by  the  Committee  on  Medical  Practices  that  a 
study  group  be  formed  to  consider  the  best 
background  preparations  for  general  practice, 
and  it  urged  that  such  action  be  implemented 
as  soon  as  practicable. 

MISCELLANEOUS  ACTIONS 

Among  many  other  actions  on  a wide  variety 
of  subjects,  the  House  of  Delegates  also: 

Urged  the  widest  possible  publication  and 
distribution  of  Dr.  Murray’s  PRESIDENTIAL 
ADDRESS  at  the  opening  session; 

Pledged  the  full  support  of  the  Association’s 
initiative  and  energy  to  President  Eisenhower’s 
PEOPLE-TO-PEOPLE  PROGRAM  as  a means 
of  promoting  understanding,  peace  and  progress; 

Directed  the  Board  of  Trustees  to  continue 
its  investigation  of  the  practicability  of  develop- 
ing a STATEMENT  OF  A.M.A.  POLICIES  and 
to  arrange  for  the  periodic  publication  of  re- 
visions of  such  a policy  statement; 

Commended  the  objectives  of  the  American 
Association  of  MEDICAL  ASSISTANTS  and  its 
sincere  desire  to  work  closely  with  the  medical 
profession  in  improving  medical  service  and 
medical  public  relations; 

Noted  with  pride  the  good  work  being  done 
by  the  74,348  members  of  the  WOMEN’S  AUX- 
ILIARY, as  reported  to  the  House  by  Mrs. 
Robert  Flanders,  President; 

Directed  the  Councils  on  Pharmacy  and 
Chemistry  and  on  Foods  and  Nutrition  to  con- 
duct a joint  study  of  all  presently  available 
information  concerning  the  FLUORIDATION 
OF  PUBLIC  WATER  SUPPLIES  and  to  pre- 
sent a documented  report  of  findings  and  rec- 
ommendations at  the  December,  1957,  meeting; 

Urged  all  physicians  to  participate  actively 
in  the  formulation  of  medical  policy  for  PRE- 
PAID MEDICAL  CARE  PLANS  which  are 
under  physician  direction  or  sponsorship; 

Changed  the  By-laws  to  extend  SERVICE 
MEMBERSHIP  to  reserve  officers  on  extended 
active  duty  with  the  defense  forces  and  the 
OF  MEMBERSHIP  so  that  an  active  or  as- 
U.  S.  Public  Health  Service; 

Changed  the  By-laws  relating  to  TRANSFER 
sociate  member  of  the  Association  who  moves 
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his  practice  to  another  jurisdiction  may  con- 
tinue his  A.M.A.  membership  by  applying  for 
membership  in  the  constituent  association  in  his 
new  jurisdiction,  subject  to  a two-year  limit  on 
approval  of  his  application; 

Changed  the  By-laws  so  that  the  election  of 
officers  may  take  place  at  any  time  on  the 
fourth  day  of  the  annual  session,  instead  of  being 
restricted  to  the  afternoon  of  that  day; 

Passed  a resolution  calling  for  the  American 
Medical  Association  to  join  with  the  American 
Hospital  Association  and  the  American  Institute 
of  Architects  in  their  proposed  STUDY  OF 
HOSPITAL  DESIGN  AND  CONSTRUCTION; 

Approved  the  princiiile  of  a voluntary  reduc- 
tion in  the  self-assigned  QUOTA  OF  INTERNS 
as  printed  in  the  1956  handbook  of  the  National 
Intern  Matching  Program,  and 

Instructed  the  Board  of  Trustees  to  accentuate 
cooperation  between  the  American  Medical  As- 
sociation and  the  American  Bar  Association  to 
the  end  that  a bill  of  the  JENKINS-KEOGH 
type  be  enacted  at  the  next  session  of  Congress. 

OPENING  SESSION 

At  the  Tuesday  opening  session  Dr.  Murray, 
on  behalf  of  the  American  Medical  Association, 
presented  a special  citation  to  Ciba  Pharma- 
ceutical Products,  Inc.,  for  “the  service  it  has 
performed  to  the  medical  profession  and  to 
the  nation  through  its  weekly  television  series, 
‘Medical  Horizons’.”  At  the  same  session  the 
American  Medical  Association  and  four  of  its 
constituent  societies  — California,  Arizona’  Utah 
and  New  Jersey  — contributed  nearly  $300,000 
to  the  American  Medical  Education  Founda- 
tion for  aid  to  the  nation’s  medical  schools. 
The  A.M.A.  announced  another  gift  of  $125,000, 
bringing  this  year’s  total  contribution  to 
$343,000.  The  amounts  presented  by  the  four 
states  were:  California-  $132,981;  New  Jersey, 
$25,000;  Utah,  $11,870,  and  Arizona,  $3,695. 


COUNCIL  MEETING 

By  Walter  T.  Hileman,  M.D. 
OUNCIL  of  the  Arizona  Medical  Association 
at  its  meeting  of  November  18,  1956  at  Tucson, 
deliberated  between  11:00  a.m.  and  4:40  p.m.  on 
the  following,  and  other  matters: 

1.  A preliminary  report  was  made  on  a new 
bill  to  be  proposed  to  the  legislature  regarding 
mental  commitment  procedures. 

2.  A contribution  to  the  AMEF  in  the  amount 


of  $5.00  per  active  member  as  of  January  1, 
1956  passed. 

3.  The  Washington  negotiations  on  Medicare 
were  reported  in  detail.  Council  commended 
the  Committee  and  directed  that  letters  of  ap- 
preciation be  sent  to  Mr.  Bud  Jacobs,  the  as- 
sociation’s attorney  and  Mr.  Joseph  Stetler,  the 
attorney  for  the  American  Medical  Association 
for  their  activities  and  great  help  in  negotiating 
this  contract. 

4.  It  was  reported  that  Blue  Shield  has  con- 
tacted with  Stanford  Research  for  a survey  of 
operation  and  future  policies  of  Blue  Shield  in 
Arizona. 

5.  The  Industrial  Relations  Committee  chair- 
man, Dr.  Beaton,  reported  on  plans  for  im- 
proving the  practice  in  consultations  and 
planned  revision  of  the  I.C.A.  fee  schedule,  the 
latter  following  the  lines  of  the  California  Re- 
lative Values  Schedule. 

6.  The  report  of  recent  survey  in  regards  to  a 
State  Medical  School  and  availability  of  in- 
structors was  submitted.  There  are  180  members 
who  have  taught  in  Medical  Schools  and  303 
members  replied  that  they  were  interested  in 
teaching,  should  a Medical  School  be  established 
in  the  state. 

7.  The  Public  Relations  board  reported  the 
desirability  of  the  state  association  participating, 
when  desired,  in  labor-management  problems  in 
setting  up  health  insurance  programs. 

8.  The  Coconino  County  Society  invited  the 
Association  to  hold  its  1958  convention  in  Flag- 
staff. This  was  referred  to  the  House  of  Dele- 
gates for  action  at  the  annual  meeting. 

9.  Planned  efforts  for  nomination  of  Dr. 
Hamer  for  vice  president  of  the  American 
Medical  Association  were  carried  forward. 

After  other  routine  matters  had  been  handled, 
Council  adjourned. 


LETTERS  TO  THE  EDITOR 

January  24,  1957 

Editor,  Arizona  Medicine 
720  North  Country  Club  Road 
Tucson,  Arizona 
Dear  Sir: 

I N ARIZONA  Medicine  for  December,  1956,  a 
guest  editorial  appeared  entitled  “Phenothiazine” 
by  Robert  J.  Antos-  M.D.  In  that  editorial  several 
factual  errors  and  misconceptions  occur.  In  dis- 


Vol.  14,  No.  3 


Arizona  Medicine 


171 


cussing  phenothiazine  (thiodiphenylamine)  Dr. 
Antos  states  that  no  mention  of  this  drug  can 
be  found,  as  in  the  sentence  “In  the  latest 
G.  and  G.  nothing.”  I assume  that  this  is  a 
reference  to  the  superb  text  of  Drs.  Goodman 
and  Gilman,  “The  Pharmoeological  Basis  of 
Therapeutics.”  If  Dr.  Antos  is  sufficiently  fa- 
maliar  with  these  authors  to  refer  to  them  in  a 
scientifie  publication  by  initials  only,  one  would 
think  that  this  familiarity  would  extend  to  their 
actual  work.  On  page  1148  of  the  seeond  edition 
of  this  book  will  be  found  a succinct  and  au- 
thoritative diseussion  of  phenothiazine. 

The  editorial’s  thesis  seems  to  be  that  struc- 
tural alterations  in  a parent  compound  will  result 
in  a drug  that  is  just  as  toxic  as  the  original. 
It  is  well  known  that  in  many  instanees  the 
slightest  change  in  the  moleeular  structure  of  a 
compound  will  result  in  a totally  different  drug. 
For  example’  the  simple  substitution  of  an  allyl 
radical  for  a methyl  radical  in  the  highly  eom- 
plex  molecular  structure  of  morphine  results  in 
a drug  that  is  a true  pharmacologic  antagonist 
of  morphine.  Salicylic  acid  is  quite  unsatisfactory 
for  systemic  use,  yet  by  acetylation  a com- 
pound is  produced  which  is  a most  useful  and 
widely  exhibited  drug.  Numerous  other  examples 
could  be  cited. 

The  modification  of  the  phenothiazine  nu- 
cleus by  the  addition  of  side  chains  of  varying 
degrees  of  complexity  produces  drugs  having 
no  significant  relationship  to  the  properties  of 
phenothiazine.  Admittedly,  promethazine,  pro- 
mazine and  chlorpromazine  may  have  undesir- 
able side  reactions.  Many  of  these  are  simply 
an  extension  of  the  pharmacologic  actions  of 
the  drugs  when  given  in  prolonged  or  high 
dosage,  or  to  susceptible  individuals.  The  more 
serious  evidences  of  toxicity  during  long  term 
therapy  may  be  detected  by  periodic  clinical 
and  laboratory  observations  which  should  be 
well  known  to  those  prescribing  these  drugs. 

The  chief  toxic  effect  of  phenothiazine  is 
directly  on  mature  erythrocytes  to  the  point  of 
producing  hemolytic  anemia.  This  is  not  true 
of  its  derivatives  under  discussion.  That  they 
are  capable  of  causing  true  toxicity  is  not  de" 
nied.  This  is  true  of  any  drug  with  a satisfactory 
index  of  therapeutic  activity.  To  condemn  them 
as  highly  dangerous  drugs  on  the  basis  of  their 
structural  formulas  is  unwarranted. 

Very  truly  yours, 

C.  Clark  Leydic,  Jr.,  M.D. 


WHY  BLUE  SHIELD  MUST  KEEP 
ON  GROWING 

By  Bobert  Barfoot,  M.D. 

E VER  SINCE  the  birth  of  the  “Blues,”  the  big 
news  has  been  their  astounding  rate  of  growth. 
Blue  Cross  and  Blue  Shield  have  “hit  the  jack- 
pot” in  public  acceptance,  the  former  now  well 
past  the  50  million  mark,  and  the  latter  ex- 
pected to  reach  40  million  by  the  end  of  1957. 

Occasionally  one  hears  the  suggestion  that 
Blue  Shield  attempt  to  “stabilize”  its  enrollment, 
and  relax  its  efforts  to  cover  an  ever  larger 
cross  section  of  the  population.  But  the  demand 
for  prepaid  medical  care  is  now  almost  uni- 
versal; and  those  who  have  it  are  asking  for 
broader  coverage  and  better  contracts. 

Not  only  does  Blue  Shield’s  momentum  of 
growth  permit  no  turning  back,  but  it  has 
grown  so  big  that  the  public  interest  in  Blue 
Shield  has  made  it  a major  item  in  America’s 
program  for  social  progress.  The  continued 
growth  of  Blue  Shield  is  essential  to  the  best 
interests  of  both  medicine  and  the  public. 

Why  essential? 

Eirst,  because  Blue  Shield  is  a major  factor 
in  medicine’s  economy.  Whereas  installment  buy- 
ing creates  a debt  and  mortgages  the  future, 
medical  prepayment  creates  a credit  for  the 
patient,  and  protects  his  future. 

Again,  Blue  Shield’s  growth  safeguards  its 
actuarial  base  of  operations.  As  risks  are  spread 
ever  more  widely,  the  community  and  the  doctor 
gain  a surer  protection  against  fluctuations  af- 
fecting the  subscription  rates  or  payments  to 
physicians. 

A third  benefit  of  Blue  Shield  growth  is  the 
opportunity  to  reduce  operating  costs  per  person 
enrolled.  This  helps  the  plan  to  broaden  its 
services  or  to  raise  its  payments  to  doctors  — or 
both. 

Fourthly,  the  greater  the  number  of  his  pa- 
tients covered  by  prepayment,  the  fewer  for 
whom  the  doctor  has  a collection  problem,  and 
the  lighter  his  load  of  free  or  part-pay  work. 

Medicine’s  most  significant  benefit  from  the 
growth  of  Blue  Shield  is  the  dominant  influence 
of  the  medically  guided  Blue  Shield  Plans  on 
the  shape  and  destiny  of  the  voluntary  health 
insurance  movement  as  a whole.  Were  it  not 
for  Blue  Shield,  the  medical  profession  would 
have  no  effective  control  over  the  basic  economy 
of  private  practice. 
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Blue  Shield  is  big  because  it  has  a big  job  to 
do  for  the  doctor  and  his  patient.  But  the  size 
of  Blue  Shield  is  only  a reflection  of  the  vision 
and  boldness  that  the  American  doctor  has 
brought  to  bear  on  this  job. 

INSECTICIDES  ARE  HARMLESS 
WHEN  USED  CORRECTLY 

By  J.  N.  Roney 
Extension  Entomologist 
University  of  Arizona 
Agricultural  Extension  Service 

During  the  spring,  summer  and  fall  we  read 
or  hear  something  almost  daily  about  how  in- 
secticides, especially  the  new  ones  are  poisoning 
our  foods  and  livestock,  as  well  as  people.  Yes, 
we  consider  all  insecticides  poisonous  to  man 
as  well  as  warm  blooded  animals.  We  know 
though  that  if  these  insecticides  we  now  use 
are  applied  according  to  directions  no  problems 
will  develop. 

Before  the  use  of  DDT,  Benzene  Hexachloride 
(BHC),  Chlordane,  Toxaphene-  Malathion,  Al- 
drin,  Dieldrin  and  other  organic  insecticide  we 
were  using  Arsenicals,  Fluorines,  Nicotines  and 
Cyanides  with  very  few  complaints.  We  know 
that  Arsenicals  and  Fluorines  were  used  on  our 
fruits,  apples,  peaches,  plums,  pears  and  apri- 
cots. We  also  know  that  apples  had  to  be  washed 
with  a weak  acid  before  eating  to  prevent  being 
poisoned  by  Arsenicals  or  Fluorines.  We  also 
know  that  Arsenicals  and  Fluorine  could  not  be 
applied  to  vegetables  30  days  prior  to  harvest. 
We  used  them  but  seldom  had  any  trouble. 
Cyanide,  a very  deadly  insecticide  has  been 
used  for  years  for  fumigation  purposes.  We 
followed  directions  at  all  times  and  never  got 
into  any  trouble.  Nicotines  are  very  poisonous 
and  people  have  used  them  for  years,  but  they 
always  follow  directions.  Aspirin  can  be  deadly. 

With  the  introduction  in  1945  of  these  new 
insecticides  like  DDT,  BHC  and  so  forth  we 
found  that  we  could  get  very  excellent  controls 
of  insects  at  very  economical  costs.  In  fact  since 
these  materials  have  been  used  for  control  of 
cotton  insects,  we  have  raised  the  Arizona  Cot- 
ton Yields  from  500  pounds  (1  bale)  to  over 
1100  pounds  or  over  two  bales  per  acre.  These 
are  the  highest  yields  anywhere  in  the  world. 

With  the  building  of  surburban  homes  near 
agricultural  crops  we  have  had  many  com- 


plaints of  the  insecticides  injuring  people  and 
livestock.  We  never  recommend  an  insecticide 
until  the  research  workers  have  tested  these 
materials.  We  have  never  had  anyone  killed 
by  insecticides  drifting  from  a field  into  a 
home.  Sometimes  some  of  these  materials  smell 
bad  or  inconvenience  one  but  there  is  not 
enough  material  present  in  the  insecticide  drift 
that  would  kill  one.  Some  people  are  allergic  to 
road  dusts  and  thus  could  be  annoyed  by  an 
insecticide.  We  recommend  the  use  of  insec- 
ticides for  control  of  insects  that  would  otherwise 
destroy  the  crops.  Research  has  shown  that  the 
materials  will  not  harm  anyone  if  directions 
are  followed. 

Insecticides  have  helped  us  produce  the  best 
quality  of  vegetables  and  fruit  you  can  find 
anywhere.  The  cotton  yields  mentioned  above 
are  also  examples  of  what  the  insecticides  are 
doing  for  us. 

The  research  people  are  constantly  developing 
new  insecticides  for  us  to  use.  Under  the 
Pure  Food  Laws  none  of  the  new  materials 
will  be  used  until  they  have  been  tested  for 
injury  to  people,  livestock,  beneficial  insects 
and  other  plants.  We  need  these  new  insecti- 
cides since  many  of  the  insects  are  developing 
resistance  to  the  present  recommended  insec- 
ticides. 

Yes,  insecticides  are  harmless  if  directions 
are  followed.  The  drift  of  insecticides  generally 
speaking  may  annoy  us  but  are  not  very  poison- 
ous. 


NEW  BOOKLET  ON  ECONOMIC 
POISONS  AVAILABLE 
V 

13 INCE  there  have  been  some  deaths  from 
parathion  poisoning  in  recent  months  in  this 
state’  every  doctor  should  be  interested  in  a 
booklet  which  has  been  prepared  by  the  Tech- 
nical Development  Laboratories  of  the  Com- 
municable Disease  Center  in  Savannah,  Georgia 
— a division  of  the  Public  Health  Service  under 
the  United  States  Department  of  Health,  Edu- 
cation, and  Welfare.  This  booklet  entitled’ 
“Clinical  Memoranda  on  Economic  Poisons”  has 
been  reproduced  as  a public  service  by  the 
National  Agricultural  Chemicals  Association  and 
may  be  obtained  by  request  to  this  organiza- 
tion whose  address  is  Associations  Building, 
1145  Nineteenth  Street,  N.  W.,  Washington  6, 
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D.  C.  The  publication  deals  with  most  of  the 
industrial  compounds  which  are  poisonus  under 
certain  conditions  and  which  are  used  in  in- 
secticides and  crop  dusting  as  well  as  in  other 
industrial  applications.  Included  are  some  of  the 
more  recent  insecticides  such  as  the  parathion 
and  even  the  more  prosaic  materials  such  as 
kerosene.  For  each  of  these  chemicals  the  book- 
let gives  authoritative  information  on  the  uses, 
the  routes  of  absorption,  physiological  action, 
dangerous  dosages  for  man,  signs  and  symptoms 
of  poisoning  in  man,  and  laboratory  findings, 
treatment,  and  in  other  words  the  most  com- 
plete authoritative  recent  information  of  which 
I know.  Special  directions  are  given  for  the 
various  laboratory  procedures  in  studying  cases 
of  poisoning,  treatment  information  is  given- 
and  this  booklet  should  be  a very  weleome 
addition  to  every  physician’s  library. 


ARIZONA  MEDICAL  ASSOCIATION 
LOCATION  OPPORTUNITIES 

ASHFORK  — Pop.  700  — North  centrally 
located  — Railroad  center  — Contact  Mr.  J.  J. 
Slamon,  Justice  of  Peace,  Ashfork-  Arizona. 

CAMP  VERDE  — Loeated  in  the  heart  of  a 
large  farming  and  ranching  area  on  the  Verde 
River  — Approximately  100  miles  north  of  Phoe- 
nix. Badly  in  need  of  a medical  doctor.  Contact 
Ivy  N.  Moser,  R.  N.,  Camp  Verde,  Arizona. 

BENSON  — Excellent  opportunity  for  CP  — 
This  David-Benson  trade  area  has  about  5000 
population  with  only  one  doctor  available.  Con- 
tact Mrs.  Thomas  Allen,  Secretary,  Benson  Busi- 
ness Association,  Benson,  Arizona. 

DAVIS-MONTHAN  AIR  FORCE  BASE  - 
Located  on  outskirts  of  Tucson  — In  need  of 
a General  Medical  and  Surgical  officer  part 
time,  $7,465.00  per  year.  Application  should  be 
made  to  the  Civilian  Personnel  Office  at  Davis- 
Monthan. 

DOUGLAS  — Pop.  10,000  — On  the  Mexican 
border  in  the  southeast  section  of  Arizona  — 
Opportunity  for  associate  practice  in  OALR. 
Contact  James  S.  Walsh,  M.D.,  631  9th  Street- 
Douglas,  Arizona. 

FLAGSTAFF  — Pop.  7-500  — Largest  city  in 
the  north  central  Arizona  trading  area  — Navajo 
Ordnance  Depot  is  in  the  process  of  recruiting 
for  a medical  officer.  Navajo  Ordnance  Depot, 
Flagstaff,  Arizona. 


FLAGSTAFF  — Excellent  opportunity  for  a 
pediatrician  and  for  a radiologist.  Please  contact 
Morris  M.  Zack,  M.D.,  411  Birch  Street,  Flag- 
staff, for  further  information. 

GILA  BEND  — Pop.  2,500  — 80  miles  west 
of  Phoenix  — Good  opportunity  for  general  prac- 
titioner. Cattle,  cotton  and  general  farming. 
Office  and  equipment  available.  $150  monthly 
income  from  Board  of  Supervisors.  Contact  Mrs. 
J.  F.  Allison,  Box  126,  Gila  Bend,  Arizona. 

LAS  CRUCES,  NEW  MEXICO  - In  South 
Central  part  of  State  and  not  too  distant  from 
El  Paso-  Texas.  Population  is  approximately 
22,000,  boasts  State  College  and  White  Sands 
proving  grounds.  General  Hospitals,  85  beds, 
fully  accredited  and  staffed  by  fourteen  (14) 
doctors.  Needs  Urologist  and/or  Obstetrieian- 
Gynecologist.  For  full  details  write:  A.  M.  Babey, 
M.D.,  President  of  the  Staff,  250  West  Court 
Street,  Las  Cruces,  New  Mexico. 

MORENCI  — Mining  community  located 
near  New  Mexico-Arizona  border.  Has  vacancy 
at  hospital  for  CP.  Contact  Carl  H.  Cans,  M.D., 
Morenci  Hospital,  Morenci,  Arizona. 

SUPERIOR  — Mining  community  located  ap- 
proximately 75  miles  east  of  Phoenix.  A vacancy 
exists  at  industrial  hospital.  General  practice 
and  surgery  combination  desirable.  Contact 
Howard  W.  Finke,  Chief  Surgeon,  Magma  Hos- 
pital, Superior-  Arizona. 

TUCSON  — An  opening  in  the  Outpatient 
Department  of  the  Veterans  Administration  Hos- 
pital for  a generalist  or  internist.  State  license 
is  necessary  but  not  necessarily  an  Arizona 
license.  If  interested,  contact  S.  Netzer,  M.D.- 
Director,  Professional  Service,  V.  A.  Hospital, 
Tucson,  Arizona. 

TUCSON  — Opening  for  a board  certified  or 
board  eligible  Orthopedist  to  form  and  head 
an  Orthopedic  Department  in  the  Tucson  Clinic. 
Must  have  had  good  training  in  pediatric  ortho- 
pedics as  well  as  acute  trauma  and  reconstruc- 
tive work.  Are  looking  for  a younger  man;  how- 
ever, are  willing  to  consider  any  well-trained 
physician  regardless  of  age.  Tucson  has  a metro- 
politan population  of  close  to  200,000  at  the 
present  time.  If  interested,  contact  D.  J.  Heim, 
M.D.  The  Tucson  Clinic,  II6  North  Tucson 
Boulevard,  Tucson,  Arizona. 

TUCSON  — Looking  for  a General  Practi- 
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tioner  for  plant  servides  — $750.00  monthly,  5 
clays  a week.  Contact  Doctor  Meade  Clync’  116 
North  Tucson  Blvd.,  Tucsoiv  Arizona. 

YOUNGTOWN  - Pop.  130  - Located  16 
miles  from  Phoenix,  4 miles  from  Peoria,  IVa 
miles  from  El  Mirage,  1 mile  from  Surprise,  each 
a potential  field  of  practice.  Most  residents 
are  60  years  of  age  or  older  and  are  in  need  of 
medical  care.  Office  space  is  currently  provided 
at  no  rental.  A medical  center  is  meing  planned. 
Interested  doctors  may  contact  Mr.  Sid  Lambert, 
Box  61,  Marionette,  Arizona. 

YUMA  — Pop.  15,000  — Situated  in  the  South- 
west corner  of  the  State  on  the  Colorado  River 
— In  need  of  a country  physician.  This  is  an 
ideal  set-up  for  a retired  or  semi-retired  doctor. 
The  doctor  could  devote  all  of  his  time  to  the 
job  or  have  a private  practice  in  addition.  If 
interested,  call  Mr.  Robert  Odom,  collect  at 
SUnset  3-7843  as  soon  as  possible. 

FOR  INFORMATION  ON  OPPORTUNI- 
TIES IN  THE  FIELD  OF  INDUSTRIAL 
MEDICINE,  CONTACT: 

Harold  J.  Mills,  M.D.,  Phelps  Dodge  Hospital, 
Ajo’  Arizona 

Carl  H.  Gans’  M.D.,  Phelps  Dodge  Hospital, 
Morenci,  Arizona 

Ira  E.  Harris,  M.D.,  Miami  Inspration  Hos" 
pital,  Miami,  Arizona 

Charles  B.  Huestis,  M.D.,  Mox  928,  Hayden, 
Arizona 

Elvie  B.  Jolley,  M.D.,  Copper  Queen  Hos- 
pital, Bisbee,  Arizona 

H.  W.  Finke’  M.D.,  Magma  Copper  Company 
Hospital,  Superior’  Arizona 

John  Edmonds,  M.D.,  Kennicott  Copper  Cor- 
poration Hospital,  Ray,  Arizona 

The  Responsibilities  of  the  Medical 
Profession  In  the  Use  of  X-Rays  and 
Other  Ionizing  Radiation 

Statement  by  the  United  Nations  Scientific 
Committee  on  the  Effects  of  Atomic  Radiation 

!•  X HE  UNITED  Nations  General  Assembly, 
being  aware  of  the  problems  in  public  health 
that  are  created  by  the  development  of  atomic 
energy,  established  a Scientific  Committee  on 
the  Effects  of  Atomic  Radiation.  This  Commit- 
tee has  considered  that  one  of  its  most  urgent 
tasks  was  to  collect  as  much  information  as 


possible  on  the  amount  of  radiation  to  which 
man  is  exposed  today,  and  on  the  effects  of 
this  radiation.  Since  it  has  become  evident  that 
radiation  due  to  diagnostic  radiology  and  to 
radio-therapy  constitutes  a substantial  propor- 
tion of  the  total  radiation  received  by  the  human 
race,  the  Committee  considers  it  desirable  to 
draw  attention  to  information  that  has  been 
obtained  on  this  subject. 

2.  Modern  medicine  has  contributed  to  the 
control  of  many  diseases  and  has  substantially 
prolonged  the  span  of  human  life.  These  results 
have  depended  in  part  on  the  use  of  radiation 
in  the  detection,  diagnosis  and  treatment  of 
disease.  There  are,  however,  few  examples  of 
scientific  progress  that  are  not  attended  by  some 
disadvantages,  however  slight.  It  is  desirable 
therefore  to  review  objectively  the  possible  pres- 
ent or  future  consequences  of  increased  ir- 
radiation of  populations  which  result  from  these 
medical  applications  of  radiation. 

3.  It  is  now  accepted  that  the  irradiation  of 
human  beings,  and  particularly  of  their  germinal 
tissues,  has  certain  undesirable  effects.  While 
many  of  the  somatic  effects  of  radiation  may 
be  reversible,  germinal  irradiation  normally  has 
an  irreversible  and  therefore  cumulative  effect. 
Any  irradiation  of  the  germinal  tissues,  how- 
ever slight,  thus  involves  genetic  damage  which 
may  be  small  but  is  nevertheless  real.  For 
somatic  effects  there  may  however  be  thresholds 
for  any  irreversible  effects,  although  if  so  these 
thresholds  may  well  be  low. 

4.  The  information  so  far  available  indicates 
that  the  human  race  is  subjected  to  natural 
radiation,®  as  well  as  to  artificial  radiation  due 
to  its  medical  applications,  to  atomic  industry 
and  its  effluents  and  to  the  radioactive  fall-out 
from  nuclear  explosions.  The  Committee  is 
aware  of  the  potential  hazards  that  such  radia- 
tion involves,  and  it  is  collecting  and  examining 
information  on  these  subjects. 

5.  The  amount  of  radiation  received  by  the 
population  for  medical  purposes  is  now,  in 
certain  countries,  the  main  source  of  artificial 
radiation  and  is  probably  about  equal  to  that 
from  all  natural  sources.  Moreover,  since  it 

®The  radiation  due  to  natural  sources  has  been  estimated  to 
cause  between  70  and  170  millirem  of  irradiation  to  the 
gonads  per  annum  in  most  parts  of  certain  countries  in  which 
It  h.iS  been  studied,  although  higher  values  are  found  locally 
in  some  areas.  See  the  reports  “The  hazards  to  man  of  nuclear 
and  allied  radiations”  published  by  the  United  Kingdom  Medi- 
cal Research  Council  in  June  1956,  in  which  also  the  millirem 
is  dei.neu;  ana  tro.u  nnonuation  subiuittecl  to  the  Committee. 
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is  given  on  medical  advice,  the  medical  pro- 
fession exercises  responsibility  in  its  use. 

6.  The  Committee  appreciates  fully  the  im- 
portance and  value  of  the  correct  medical  use 
of  radiation,  both  in  the  diagnosis  of  a large 
number  of  conditions,  in  the  treatment  of  many 
such  diseases  as  cancer,  in  the  early  mass  de- 
tection of  conditions  such  as  pulmonary  tuber- 
culosis, and  in  the  extension  of  medical  know- 
ledge. 

7.  Moreover,  it  appreciates  fully  the  con- 
tribution of  the  radiological  profession,  through 
the  International  Commission  on  Radiological 
Protection**  in  recommending  maximum  per- 
missible levels  of  irradiation.  As  regards  those 
whose  occupation  exposes  them  to  radiation, 
the  establishment  of  these  levels  depends  on 
the  view  that  there  are  doses  which,  according 
to  present  knowledge,  do  not  cause  any  ap- 
preciable body  injury  in  the  irradiated  indi- 
vidual; and  also  on  the  consideration  that  the 
number  of  people  concerned  is  sufficiently  small 
for  the  genetic  reprecussions  upon  the  popula- 
tion as  a whole  to  be  slight.  Whenever  exposure 
of  the  whole  population  is  involved,  however, 
it  is  considered  prudent  to  limit  the  dose  of 
radiation  received  by  germinal  tissue  from  all 
artificial  sources  to  an  amount  of  the  order  of 
that  received  from  the  natural  background 
radiation. 

8.  It  appears  most  important  therefore  that 
medical  irradiations  of  any  form  should  be  re- 
stricted to  those  which  are  of  value  and  im- 
portance, either  in  investigation  or  in  treatment, 
so  that  the  irradiation  of  the  population  may 
be  minimized  without  any  impairment  of  the 
efficient  medical  use  of  radiation. 

9.  The  Committee  is  consequently  anxious  to 
receive  information  through  appropriate  govern- 
mental channels  as  to  the  methods  and  the 
extent  by  which  such  economy  in  the  medical 
use  of  radiation  can  be  achieved,  both  by  avoid- 
ing examinations  which  are  not  clearly  indicated 
and  by  decreasing  the  exposure  to  radiation 
during  examinations,  particularly  if  the  gonads, 
or  the  foetus  during  pregnancy  lie  in  the  direct 
beam  of  radiation.  It  seeks,  in  particular,  to 
obtain  information  as  to  the  reduction  in  radia- 
tion of  the  population  which  might  be  achieved 

®*See  the  report  of  the  International  Commission  on  Radiological 
Protection  (published  in  the  British  Journal  of  Radiology  — 
Supp.  6,  of  December  1954  — in  the  Journal  francais  d’electro- 
rad'ologie  — No.  10.  of  October  1955  — etc.  and  revised  in 
1956). 


by  improvements  in  instrument  design,  by  fuller, 
training  of  personnel,  by  local  shielding  of  the 
gonads,  by  choosing  appropriately  between 
radiography  and  fluoroscopy,  and  by  better  ad- 
ministrative arrangements  to  avoid  any  unneces- 
sary repetition  of  identical  examinations. 

10.  The  Committee  also  seeks  the  co-operation 
of  the  medical  profession  to  make  possible  an 
estimate  of  the  total  radiation  received  by  the 
germinal  tissue  of  the  population  before  and 
during  the  child-bearing  age.  It  considers  it  to 
be  essential  that  standardized  methods  of  meas- 
urement, of  types  at  present  available,  should 
be  widely  used  to  obtain  this  information  and 
it  emphasizes  the  value  of  adequate  records, 
maintained  by  those  using  radiation  medically, 
by  the  dental  profession,  and  by  the  responsible 
organizations  in  allowing  such  radiation  ex- 
posure to  be  evaluated.  The  Committee  is  con- 
vinced that  information  of  this  type  will  make 
it  possible  to  decrease  the  total  medical  iiTadia- 
tion  of  the  population  while  preserving  and  in- 
creasing the  true  value  of  the  medical  uses 
of  radiation. 


BEGINNING  AND  THE  END 

By  Robert  E.  Jones,  M.D. 

M OST  DOCTORS  know  little,  if  anything,  re- 
garding the  laws  pertaining  to  births  and  deaths. 
The  following  snyopsis  has  been  prepared  to 
acquaint  you  with  the  Arizona  laws. 

The  Birth  Certificate  shall  contain:  The  place 
of  birth,  the  full  name  and  sex  of  the  child, 
statement  of  singular,  or  plural  brith,  date  of 
birth,  data  concerning  the  father  and  mother. 
This  certificate  must  be  filed  with  the  local 
registrar  within  ten  days  after  the  birth.  Any 
person  who  knowingly  inserts  false  information 
is  guilty  of  a misdemeanor. 

The  death  certificate  shall  contain:  The  place 
of  death,  full  name  and  sex,  the  color  or  race, 
marital  status,  date  of  birth,  birthplace,  occupa- 
tion, data  concerning  father  and  mother.  The 
certificate  should  be  filed  within  three  days 
following  death.  A medical  certificate  must  be 
completed  and  signed  by  a physician  if  one 
has  been  in  attendance  on  the  deceased.  It 
shall  specify  the  time  in  attendance*  the  time 
patient  was  last  seen,  the  hour  of  the  day  on 
which  the  death  occurred,  the  cause  of  death, 
the  course  of  the  disease,  the  name  of  the  dis- 
ease, contributing  causes,  if  any,  and  length 
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of  residence  at  the  place  of  death.  There  is 
required  a determination  of  whether  the  death 
was  accidental,  suicidal,  homicidal,  or  due  to 
natural  causes.  False  information  on  a death 
certificate  is  a misdemeanor. 


STATEMENT  OF  HOXSEY  CANCER 
TREATMENT 

By  Geo.  P.  Larrick 
Commissioner  of  Food  and  Drugs 

F OR  THE  second  time,  a Federal  court  has 
determined  that  the  Hoxsey  medicines  for  in- 
ternal cancer  are  worthless.  After  a six-week 
trial  in  the  Federal  court  at  Pittsburgh,  the 
jury  returned  a verdict  that  these  medicines, 
in  pill  form,  were  illegally  offered  as  an  effec- 
tive treatment  for  cancer. 

The  public  should  know,  however-  that  this 
action  does  not  end  the  menace  of  this  fake 
treatment.  It  merely  means  that  half  a million 
of  the  Hoxsey  pills,  which  were  seized  shortly 
after  the  opening  of  a second  Hoxsey  Clinic 
at  Portage,  Pa.,  will  now  be  destroyed.  An  in- 
junction is  being  brought  to  stop  further  inter- 
state shipment  of  the  pills.  We  intend  to  use 
every  legal  means  within  our  power  to  protect 
consumers  from  being  victimized  by  this  worth- 
less treatment. 

In  the  meantime  it  is  of  the  utmost  importance 
that  cancer  patients  and  their  families,  who 
may  be  planning  to  try  the  Hoxsey  treatment 
either  at  Dallas,  Texas,  or  Portage,  Pa.,  should 
acquaint  themselves  with  the  facts  about  it.  All 
such  persons  are  advised  to  secure  a copy  of 
the  Public  Warning  which  was  issued  by  the 
Food  and  Drug  Administration  last  April.  They 
may  do  this  by  writing  to  the  Food  and  Drug 
Administration,  Washington  25,  D.  C. 

Harry  M.  Hoxsey  has  continued  to  promote 
his  worthless  cure  for  more  than  30  years,  not- 
withstanding numerous  local  and  state  court 
actions.  Proceedings  under  the  Federal  Food, 
Drug,  and  Cosmetic  Act  did  not  appear  possible 
until  a 1948  decision  of  the  Supreme  Court  in- 
terpreting the  word  “accompanying”  in  the  defi- 
nition of  labeling  under  the  Act.  An  injunction 
suit  was  filed  in  1950  and  a decree  finally 
issued  by  the  Federal  court  at  Dallas  in  1953. 

Over  the  years  thousands  of  persons  have 
been  deceived  by  the  false  claims  for  the 
Hoxsey  liquid  medicines  and  pills.  At  the  Pitts- 
burgh trial  there  was  testimony  concerning  per- 


sons who  may  have  died  of  cancer  as  a result 
of  reliance  on  the  Hoxsey  treatment  instead  of 
seeking  competent  medical  treatment  in  the 
early  stages  of  their  condition.  The  Government’s 
evidence  showed  that  alleged  “cured  cases”  pre" 
sented  by  defense  attorneys  were  people  who 
did  not  have  cancer,  or  who  were  adequately 
treated  before  they  went  to  the  Portage  Clinic, 
or  died  of  cancer  after  they  had  been  treated 
there. 


MISERABLE  COLD 


each  coated  tablet: 

Phenacetln  (3  gr.) 104.0  mg. 

Acetylaallcylio  Acid  (2%  gf-)  • 182.0  mg. 
Phenobarbital  (V4  gr.)  . , , . 16.2  mg. 

Hyoscyamine  Sulfate  ....  0.031  mg. 
Prophenpyridamlne  Maleate  • • 12.6  mg. 

Phenylephrine  Hydrochloride  • 10.0  mg. 
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NEW  OFFICES 


On  Central  Avenue  Near  Camelback 


WE  GIVE  YOU 

• PRESTIGE  CENTRAL  AVENUE  ADDRESS 

• BEAUTIFUL  NEW  BUILDING 

• PLENTY  OF  PARKING 

• REFRIGERATION  AIR  CONDITIONING 

• UTILITIES 

• JANITOR  SERVICE 

YOU  TELL  US 

• YOUR  SPACE  REQUIREMENTS 

• HOW  YOU  WANT  YOUR  OFFICE  ARRANGED 


COLDWELL  BANKER  AND  COMPANY 

LEASING  AGENTS 

AM  6-8445  3220  N.  Central 

Phoenix,  Arizona 
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CLarlos  d.  d 


ratgi, 


PRESIDENT  ELECT  ARIZONA  MEDICAL  ASSOCIATION  INC.,  1956-1957 


Carlos  C.  Craig,  M.D.,  was  born  April  5,  1905  in  Charles- 
ton, Illinois.  Parents,  Doctor  & Mrs.  Robert  Hanson  Craig, 
his  only  sister  died  in  1918  of  influenza. 

Graduated  1922  Charleston  High  School,  University  of 
Illinois  Pre-Medical,  1922-1924. 

University  of  Illinois,  College  of  Medicine,  1924-1929, 
and  graduated  with  a B.S.  and  M.D. 

He  interned  at  Augustana  Hospital  1929-1930.  Extern- 
ship  Augustana  Hospital  1927-1928.  Residency  St.  Joseph’s 
Hospital,  Phoenix,  Arizona,  1930-1932. 

Practice  was  begun  in  Phoenix,  on  January  1932  to  the 
present  e.xcept  for  A.U.S.  1942-1946. 

Service  to  the  U.S.  consisted  of  the  following:  Adjutant 
Station  Hospital,  Davis  Monthan;  C.O.  Hospital  Grand 
Island,  Nebraska  and  Woodward,  Oklahoma.  Medical  In- 
spector 2nd  Air  Force,  Colorado  Springs;  Flight  Surgeon 
318th  Fighter  Group  leoShinia.  Attended  the  Mayo  Foun- 
dation Army  School,  1944;  3rd  Medical  Inspector’s  Glass, 
Garlisle  Barracks,  Pa.;  Flight  Surgeon’s  School,  Randolph 
Field,  Texas.  Entered  U.  S.  Service  with  the  rank  of  Gap- 
tain,  and  was  discharged  with  rank  of  Lt.  Golonel. 


Dr.  Graig  married  Josephine  Baptist  on  December  25, 

1927  in  Phoenix,  Arizona.  They  have  two  children,  Ann  Fairfax  Graig  who  married  W.  H. 
Bond,  M.D.  and  have  one  child,  Garlos  William  14  months  old.  Frank  Robert  Graig,  who 
married  Margaret  Ann  Peel. 

A delegate  for  years.  Speaker  of  the  House  1941-1942;  Ghairman  Legislative  Gommittee  1951; 
Gouncil  1954;  Vice-President  Arizona  Medical  Association  1955;  President-Elect  1956;  Secretary 
Arizona  Blue  Shield  from  the  time  it  was  planned  ( 1947 ) and  officially  1948-1949;  President 
Arizona  Blue  Shield  1950-1951;  President  Maricopa  Gounty  Medical  Society  1955;  Member 
A.A.G.P. 


He  belongs  to  St.  Joseph’s  Hospital  staff  also  Good  Samaritan,  member  of  the  Gouncil;  St. 
Luke’s  Hospital,  Ghairman  of  G.  P.  Section;  Memorial  Hospital;  John  G.  Lincoln,  Gourtesy 
Staff. 


Belongs  to  the  Phoenix  Gountry  Glub;  Valley  Field  Riding  and  Polo  Glub,  director  1956; 
Kiva  Glub;  Phoenix  Rotary  Glub. 
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coming 


SIXTY-SIXTH 
ANNUAL  MEETING 


THE 

ARIZONA  MEDICAL 
ASSOCIATION 
INC. 


YUMA,  ARIZONA 
April  10,  11,  12,  13,  1957 

STARDUST  HOTEL 


HEADQUARTERS  - 

Official  Call 

The  Arizona  Medical  Association,  Inc.,  takes 
pleasure  in  announcing  its  Sixty-Sixth  Annual 
Meeting  to  be  held  at  Yuma,  April  the  tenth 
through  April  the  thirteenth.  Nineteen  Hundred 
Fifty-seven.  The  Womans  Auxiliary  will  meet 
concurrently.  Headquarters  — Stardust  Hotel. 

A.  I.  Podolsky,  M.D. 
President 

SCHEDULE  OF  MEETINGS 

REGISTRATION 

April  10,  11,  12,  13  each  day Lobby 

7:30  A.M.  through  day  Fee  $10.00 

SCIENTIFIC  SESSIONS 

Thursday  morning,  April  11  see  page  180 

Thursday  afternoon,  April  11  ....  see  page  180 

Friday  morning,  April  12  see  page  180 

Saturday  morning,  April  13 see  page  181 

Note:  All  papers  except  those  of  guest 
orators  limited  to  time  of  schedule. 

All  papers  to  be  published  in  Ari- 
zona Medical  Journal. 

COUNCIL  SESSIONS 

First  Meeting,  April  10  see  page  179 

Second  Meeting,  subject  to  call 

HOUSE  OF  DELEGATES 

First  Meeting,  April  11  see  page  179 

Second  Meeting,  April  13  see  page  181 

Additional  Sessions  of  House  Subject  to  Call 
REFERENCE  COMMITTEE  MEETINGS 

April  11  and  12 To  be  announced 

RLUE  SHIELD 

Corporate  Meeting,  April  10 see  page  179 

SPECIALTY  GROUP 
LUNCHEON-MEETINGS 

Thursday,  April  11  see  page  180 

Friday,  April  12  see  page  180 

ENTERTAINMENT 

Social  Hour  and  Buffet  Supper 
April  10  see  page  179 


STARDUST  HOTEL 

Social  Hour,  April  11  see  page  180 

President’s  Dinner  Dance,  April  12 . see  page  181 
Annual  Golf  Tournament,  April  13.  .see  page  181 

« * a 

WOMAN^S  AUXILIARY 

Program  of  the  Woman’s  Auxiliary . see  page  190 

PROGRAM 

Wednesday,  April  10 

COUNCIL  SESSIONS 

10:00  A.M.  Council  Session  Planet  Room 

1:00  P.M.  Council  Luncheon  ...  Dining  Room 
BLUE  SHIELD 

2:00  P.M.  Annual  Corporation  Meeting 

( House  of  Delegates ) . . Planet  Room 
Followed  by 

Meeting  of  Board  of  Directors 

Planet  Room 

Annual  report  of  L.  Donald  Lau, 
Director Planet  Room 

ENTERTAINMENT 

6:30  P.M.  Reception  — Social  Hour  . . .Patio 
7:30  P.M.  Buffet  Supper 

(Admission  by  ticket)  Patio 

* * 

Thursdays^  April  11 

HOUSE  OF  DELEGATES 
8:00  A.M.  House  of  Delegates  — 

First  Session Planet  Room 

9:00  A.M.  Visit  your  exhibits  — 

Refreshments  — Coffee  and  Coke 
GENERAL  SESSION 

9:30  A.M.  General  Session  Planet  Room 

Cali  to  Order 
Abe  I.  Podolsky,  President 
Invocation 

Reverend  Charles  H.  Crawford 
Welcome 

John  F.  Stanley,  President 
Auma  County  Medical  Society 
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Response 

Donald  E.  Nelson,  Safford 
Introduction  of  President 
Abe  I.  Podolsky,  Officiating 
Presidential  Address 

Carlos  C.  Craig,  Phoenix 

SCIENTIFIC  SESSION 

10:00  A.M.  Scientific  Session Planet  Room 

Willard  V.  Ergenbright  . .Officiating 
Panel  Discussion  on  BACKACHE 

Albert  G.  Bower,  Pasadena . . . . ( Medicine ) 
Henry  D.  Brainerd,  San  Francisco 

( Medicine) 

Leon  Goldman,  San  Francisco  ..(Surgery) 
Raymond  R.  Lanier,  Denver  . . ( Radiology ) 
Joseph  C.  Risser,  Pasadena 

( Orthopaedics ) 
(Questions  and  answers) 

12:15  P.M.  Press  Conference  — All  guest  orators 
j participating Planet  Room 

SPECIALTY  GROUP 
LUNCHEON-MEETINGS 
Thursday,  April  11  — 12:30  P.M. 

Arizona  State  Society  of  Anesthesiologists 
Jean’s  Log  Cabin  Steak  House  . .2020  Third  Ave. 

(Luncheon  and  Business  Meeting) 

Arizona  Arthritis  Association 

Loo’s  Restaurant 2100  Fourth  Ave. 

(Luncheon  only) 

Arizona  Pediatric  Society 

Stardust  Hotel Dining  Room 

Speaker:  Henry  D.  Brainerd,  San  Francisco 
Subject:  Management  of  Infectious  Diseases 
of  the  Central  Nervous  System 

SCIENTIFIC  SESSION 


2:00  P.M.  Scientific  Session  Planet  Room 

Paul  J.  Slosser Officiating 


1.  Present  Status  of  Chemotherapy  — 
Henry  D.  Brainerd,  San  Francisco 
(2:00  - 2:30  P.M.) 

2.  The  Threat  of  Strangulation  in 
Acute  Intestinal  Obstruction  — 
Leon  Goldman,  San  Francisco 
(2:30  - 3:00  P.M.) 

3.  Roentgen  Diagnosis  of  the  Com- 
monplace Arthritides  — Raymond 
R.  Lanier,  Denver  (3:00  - 3:30 
P.M.) 

3:30  P.M.  Visit  your  exhibits  — 

refreshment  — coffee  and  coke 

4.  Diagnosis  and  Treatment  of  the 
Great  Simulator,  Infectious  Mono- 
nucleosis — Albert  G.  Bower,  Pasa- 
dena (3:45  - 4:15  P.M.) 

5.  Management  of  Acute  Anuria  — 
Joseph  H.  Holmes,  Denver  (4:15  - 
4:45  P.M.) 

6.  Scoliosis  — Joseph  C.  Risser,  Pasa- 
dena (4:45-5:15  P.M.) 


5:15  P.M.  Press  Conference  — all  guest 

orators  participating  . . . Planet  Room 

ENTERTAINMENT 

6:00  P.M.  Reception  — Social  Hour  . . . .Patio 

SCIENTIFIC  SESSION 
Friday,  April  12 

9:00  A.M.  Scientific  Session Planet  Room 

Walter  Brazie  Officiating 

1.  Diagnosis  of  Acute  Chest  Pain  — 
Henry  D.  Brainerd,  San  Francisco 
(9:00  - 9:30  A.M.) 

2.  Jaundice  — Philip  Thorek,  Chicago 
(9:30-  10:00  A.M.) 

3.  Recent  Advances  in  Surgery  of  the 
Gastrointestinal  Tract  — Leon 
Goldman,  San  Francisco  (10:00  - 
10:30  A.M.) 

10:30  A.M.  Visit  your  exhibits  — 

refreshment  — coffee  and  coke 

4.  Treatment  of  Mumps  and  Its  Com- 
plieations  in  the  Adult  Male  — 
Albert  G.  Bower,  Pasadena  (10:45 
- 11:15  A.M.) 

5.  Office  Gynecology  — N.  Paul  Is- 
bell, Denver  (11:15  - 11:45  A.M.) 

6.  Early  Clinical  Differentiation  of 
Benign,  Pre-Malignant  and  Malig- 
nant Cutaneous  Neoplasms  — 
Donald  J.  McNairy,  Phoenix  (11:45 
12:05  P.M.) 

12:15  P.M.  Press  conference  — 

all  guest  orators  participating 

Planet  Room 

SPECIALTY  GROUP 
LUNCHEON-MEETINGS 
Friday,  April  12 — 12:30  P.M. 

Arizona  Chapter,  American  College  of  Chest 

Physicians 

Flamingo  Hotel  Restaurant  . .2415  Fourth  Ave. 
Speaker:  Henry  D.  Brainerd,  San  Francisco 
Subject:  The  Diagnosis  and  Treatment  of  the 
Pneumonias 

Arizona  Academy  of  General  Practice 

Stardust  Hotel  Dining  Room 

Arizona  Chapter,  Western  Orthopaedic 

Association 

Loo’s  Restaurant 2100  Fourth  Ave. 

Speaker:  Raymond  R.  Lanier,  Denver 
Subject:  Roentgen  Demonstration  of  Unusual 
Fractures 

Arizona  Chapter,  American  College  of  Surgeons 

Jean’s  Log  Cabin  Steak  House  .2020  Third  Ave. 
Speaker:  Leon  Goldman,  San  Franciseo 
Subject:  Getting  the  Surgeon  Ready  for 
Surgery 

Speaker:  Philip  Thorek,  Chicago 
Subject:  The  Injured  Common  Duct, 
Prevention  and  Correction 
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SCIENTIFIC  SESSION 

2:00  P.M.  Scientific  Session  Planet  Room 

William  B.  Steen Officiating 

Introduction  of  President  of  AMA  by  Jesse  D. 
Hammer,  Delegate 

1.  AMA  and  Its  Stand  on  Accredita- 
tion — Dwight  H.  Murray,  Napa 
(2:00  - 2:30  P.M.) 

2.  Only  an  Appendix  — Philip 
Thorek,  Chicago  (2:30  - 3:00 
P.M.) 

3.  The  Diagnostic  Roentgen  Findings 
in  Study  of  the  Acute  Abdomen 
— Raymond  R.  Lanier,  Denver 
(4:15  - 4:45  P.M.) 

6.  The  Analysis  and  Treatment  of  the 
Common  Foot  Disorders  (4:45  - 
5:15  P.M.) 

5:15  P.M.  Press  conference  — all  guest  orators 
participating  Planet  Room 

ENTERTAINMENT 

6:00  P.M.  Reception  — Social  Hour  . . . .Patio 

7:45  P.M.  President’s  Dinner  Dance 

Planet  Room 

Note:  Through  the  courtesy  and  with  the 
compliments  of  our  own  Arizona  “Drug 
Travelers,”  a corsage  will  be  presented 
to  each  of  our  gracious  ladies  in  at- 
tendance. We  acknowledge  with  grate- 
ful appreciation  this  gesture  of  es- 
teemed friendship. 

Saturday,  April  13 
HOUSE  OF  DELEGATES 

8:00  A.M.  House  of  Delegates  — 

Second  Session Planet  Room 

10:00  A.M.  Visit  your  exhibits  — 

refreshment  — coffee  and  coke 

SCIENTIFIC  SESSION 

10:15  A.M.  Scientific  Session Planet  Room 

Ashton  B.  Taylor Officiating 

Panel  Discussion  on  POST-OPERATIVE 
CARE 

Joseph  H Holmes,  Denver  ....  (Medicine) 
N.  Paul  Isbell,  Denver 

(Obstetrics  & Gynecology) 

Philip  Thorek,  Chicago ( Surgery ) 

12:15  P.M.  Press  conference  — all  guest  orators 
participating Planet  Room 

GOLF  TOURNAMENT 

1:00  P.M.  Annual  Handicap  Golf  Tournament 

(stag) Yuma  Country  Club 

Paul  J.  Slosser,  Chairman 
Robert  A.  Stratton 
G.  Calvin  Williamson 
The  members  of  the  Association 
and  particularly  the  golfers  v/ish 
to  express  grateful  appreciation  and 
thanks  to  all  those  so  generously 
contributing  prizes  for  this  event. 


GUEST  ORATORS 


ALBERT  G.  BOWER 

Clinical  Professor  of  Medicine, 
University  of  Southern  California 
School  of  Medicine 


HENRY  D.  BRAINERD 

Professor  of  Medicine  and  Chairman 
of  the  Department  of  Medicine, 
University  of  California 
School  of  Medicine 
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GUEST  ORATORS 


LEON  GOLDMAN 


Chairman,  Department  of  Surgery, 
University  of  California 
Sehool  of  Medicine 


JOSEPH  H.  HOLMES 


Professor  and  Head  of  Laboratory 
Medicine  and  Clinical  Pathology, 
University  of  Colorado 
School  of  Medicine 


N.  PAUL  ISBELL 

Association  Clinical  Professor  of 
Obstetrics  and  Gynecology, 
University  of  Colorado 
School  of  Medicine 


RAYMOND  R.  LANIER 

Professor  of  Radiology, 
University  of  Colorado 
School  of  Medicine 


DONALD  J.  McNAIRY 

Dermatologist,  Phoenix 


JOSEPH  C.  RISSER 

Associate  Professor  of  Orthopaedics, 
College  of  Medical  Evangelists 
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GUEST  ORATORS 


PHILIP  THOREK 

Assistant  Professor  of  Surgery, 
University  of  Illinois 
College  of  Medicine 


DWIGHT  H.  MURRAY 

President, 

American  Medical  Association  * 


* * 
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ARE  I.  PODOLSKY 

Yuma,  Arizona 
President 

Arizona  Medical  Association,  Inc. 


DEiUVlUNT  W.  MELICK 

Phoenix,  Arizona 
Secretary 

Arizona  Medical  Association,  Inc. 
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1957  ANNUAL  MEETING 

I NTRODUCING  Joseph  C.  Rissec  M.D.,  Pro- 
fessor of  Orthopaedics  at  the  College  of  Medical 
Evangelists  in  Los  Angeles. 

Doctor  Risser  was  born  in  Des  Moines,  Iowa 
and  received  his  doctor  of  medicine  degree  from 
the  University  of  Iowa  School  of  Medicine  in 
1923.  His  internship  was  served  at  the  Latter 
Day  Saints  Hospital,  Salt  Lake  City,  Utah,  and 
he  served  a fellowship  at  the  New  York  Ortho- 
pedic Dispensary  and  Hospital  from  1926  to 
1930.  From  1930  to  1932  Doctor  Risser  served 
as  an  instructor  at  Columbia  University  College 
of  Physicians  and  Surgeons.  He  is  currently 
a staff  member  at  St.  Luke  Hospital,  Pasadena; 
Orthopaedic  Hospital,  Los  Angeles;  Huntington 
Memorial  Hospital,  Pasadena;  and  White  Me- 
morial Hospital,  Los  Angeles.  He  has  written 
numerous  articles  for  publication,  particularly 
on  scoliosis.  He  just  returned  from  South  Ameri- 
ca, where  he  was  invited  to  give  a talk  at  the 
Convention  of  the  Brazillian  College  of  Sur- 
geons on  Scoliosis. 


1957  ANNUAL  MEETING 

I NTRODUCING  Doctor  Dwight  H.  Murray 
of  Napa,  California,  President  of  the  American 
Medical  Association. 

Doctor  Murray  received  his  Doctor  of  Medi- 
cine degree  at  the  Indiana  University  Medical 
School  in  1917  and  did  postgraduate  work  at 
the  University  of  Pennsylvania  and  the  U.  S. 
Naval  Medical  School.  In  1922,  following  his 
discharge  from  the  Navy  where  he  served  five 
years  in  the  Medical  Corps,  he  located  in  Napa 
where  he  has  since  carried  on  as  a general  prac- 
titioner, specializing  in  internal  medicine.  He 
is  chief  of  the  medical  staff  at  Parks  Victory 
Memorial  Hospital  in  Napa. 

He  was  president  of  his  county  medical  as- 
sociation, then  a delegate  to  the  California 
Medical  Association.  He  was  named  Chairman 
of  that  association’s  Committee  on  Public  Policy 
and  Legislation  in  1940.  In  1944  and  1945,  he 
was  a delegate  from  CMA  to  the  American 
Medical  Association  House  of  Delegates.  Soon 
afterward’  his  extensive  knowledge  and  cogent 
abilities  in  the  field  of  politics  as  they  affected 
the  practiee  of  medicine  were  given  broader 
recognition  in  his  election  to  membership  on 
the  AMA  Board  of  Trustees  in  1945.  He  became 


Vice-Chairman  of  the  Board  in  June’  1950  and 
Chairman  in  June,  1951.  He  also  was  Chairman 
of  the  Board’s  Committee  on  Legislation  from 
January,  1950  to  December  1951. 

Doctor  Murray  — “Murph”  to  his  many 
friends  — has  been  aptly  called  “a  most  per- 
suasive listener.”  Slow  and  deliberate  of  speech, 
he  impresses  even  opponents  with  the  calm  of  | 
his  sureness.  Patients  and  neighbors  who  know 
him  in  his  own  community  as  a physician  and 
friend  agree  with  his  own  description  of  him- 
self: “family  style  doctor.” 

The  President,  a farm-born  Hoosier,  was  born 
in  1888.  Married  in  1921  to  Miss  Genevieve 
Collins,  he  is  the  father  of  two  children,  a 
daughter,  and  a son  who  is  at  present  assistant 
resident  on  the  surgical  service  of  the  University 
of  California  Hospital.  He  has  five  grand- 
children. 

The  Arizona  Medical  Association  is  privileged 
indeed  to  anticipate  participation  in  its  66th  An- 
nual Meeting  program  of  so  distinguished  a 
personage  and  is  looking  forward  to  greeting 
Doctor  Murray  and  his  charming  wife. 


1957  ANNUAL  MEETING 

I NTRODUCING  Doctor  Joseph  H.  Holmes, 
Professor  and  Head  of  Laboratory  Medicine 
and  Clinical  Pathology,  University  of  Colorado 
School  of  Medicine. 

Doetor  Holmes  was  born  in  Fremont,  Ohio 
in  1909.  He  received  his  Bachelor  of  Arts  de- 
gree from  Amherst  College,  and  was  granted 
his  doctor  of  medicine  degree  by  Western 
Reserve  University  School  of  Medicine  in  1934. 
He  also  holds  a Doctor  of  Medical  Science 
degree  from  Columbia  University,  which  he 
received  in  1941.  His  internship  was  served  at 
Emory  University  Hospital,  Atlanta,  from  1934 
to  1935.  From  1935  to  1937  he  served  a residency 
in  Medicine  at  University  Hospital’  Baltimore 
under  Doctor  Pincoffs  and  had  a fellowship  at 
Columbia  University  in  Medical  Sciences  from 
1938  to  1939.  He  was  an  instructor  and  sub- 
sequent Assistant  Professor  of  Physiology  from 
1938  to  1947’  with  two  years  out  for  service 
in  the  Army.  In  1947  he  became  associated  with 
the  University  of  Colorado  School  of  Medicine 
as  Associate  Professor  of  Medicine  and  served 
in  that  capacity  until  1951,  when  he  became 
Professor  of  Medicine.  He  has  been  Head  of 
the  Division  of  Laboratory  Medieine  and  Clini- 
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prednisolone  and  hydroxyzine 

provides  the  anti-rheumatic, 
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cal  Pathology  from  1953.  He  was  certified  by 
the  American  Board  of  Internal  Medicine  in  1945 
and  the  American  Board  of  Pathology  in  Clinical 
Pathology  in  1955. 

Doctor  Holmes’  main  research  interests  have 
been  in  the  fields  of  fluid  and  electrolyte  meta- 
bolism and  renal  diseases.  He  is  a member  of 
many  medical  organizations  and  societies. 

31st  ANNUAL  CONGRESS  OF 
ANESTHETISTS 

HE  31st  Annual  Meeting  of  the  International 
Anesthesia  Research  Society  will  be  held  April 
1-4  at  the  Westward  Ho  in  Phoenix.  Among 
local  people  who  will  be  serving  as  Moderators 
or  Discussants  are:  Preston  Brown,  Dan  Cloud, 
Paul  Case,  Allen  Carter  and  Ernie  Watts,  all 
physicians,  and  Ed  (Bud)  Jacobson,  our  legal 
adviser. 

MEETING  — AMERICAN  ACADEMY 
OF  GENERAL  PRACTICE 

INTH  ANNUAL  Scientific  Assembly,  March 
25-28  in  St.  Louis’  Kiel  Auditorium. 

More  than  25  prominent  physician  — authori- 
ties will  appear  on  the  four-day  scienticic  pro- 
gram. In  addition,  the  more  than  5,000  family 
doctors  expected  to  attend  will  have  opportuni- 
ties to  visit  73  scientific  and  260  technical  ex- 
hibits. The  Academy,  founded  in  1947  and  head- 
(juartered  in  Kansas  City,  Mo.,  has  more  than 
21,000  family  doctor  members  and  is  the  nation’s 
second  largest  medical  association. 

The  Assembly  is  a vital  part  of  the  Academy’s 
postgraduate  study  program.  Of  the  more  than 
100  national  medical  groups-  the  Academy  is 
the  only  one  that  requires  continuing  post- 
graduate study  as  a membership  requirement. 
Every  three  years,  each  memlier  must  complete 
150  hours  of  accredited  postgraduate  work. 


MEETING  NOTICE 

9th  ANNUAL  MEETING 
SOUTHWESTERN  SURGICAL  CONGRESS 
APRIL  I5th  to  I7th,  1957 
HOTEL  BROADVIEW,  WICHITA,  KANSAS 


Jet'-Atomic  Flight  Problems  Highlight 
Aero  Medical  Ass'n.  1957  Meeting 

M EDICINE  in  the  jet-atomic  age  of  flight  will 
be  the  central  theme  of  the  28th  annual  meeting 


of  the  Aero  Medical  Association  at  the  Shirley 
Savoy  Hotel  in  Denver,  May  6-8,  1957. 

The  scientific  program  will  include  reports 
on  emergency  escape  from  high  performance 
aircraft,  new  developments  in  airline  passenger 
comfort  and  safety,  and  current  research  in 
manned  space  satellites. 

SECOND  INTER-AMERICAN 
MEDICAL  CONVENTION 

HE  SECOND  Inter-American  Medical  Con- 
vention will  convene  at  the  Hotel  El  Panama, 
Panama  City,  Republic  of  Panama,  April  3,  4 
and  5th,  1957,  under  the  sponsorship  of  the 
Medical  Society  of  Isthmian  Canal  Zone,  a 
chapter  of  the  American  Medical  Association 
since  1908.  Colonel  Charles  O.  Bruce-  MC-  USA, 
Chief  Health  Officer  of  the  Panama  Canal  Com- 
pany and  President  of  the  Medical  Society,  will 
act  as  keynote  speaker  at  the  invocation  cere" 
monies,  which  will  include  addresses  by  the 
President  of  the  Republic  of  Panama  and  by 
the  Covernor  of  the  Panama  Canal  Zone. 

Registration  will  take  place  at  the  Hotel  El 
Panama  at  9:00  A.M.  April  2nd,  the  registration 
fee  being  $5.00.  The  program  will  be  wide  in 
scope,  and  on  the  order  of  a state  medical 
convention  in  the  United  States.  Speakers  will 
be  from  North  and  South  America,  and  all 
papers  will  be  translated  into  both  English  and 
Spanish.  For  further  information  write  to  Dr. 
William  T.  Bailey,  Chairman  of  the  Convention 
Executive  Committee.  Box  O,  Ancon,  C.  Z. 

The  faculty  will  include  Dr.  William  F.  Rien- 
hoff  Jr.,  Dr.  Hawley  H.  Seiler,  Dr.  Chester  W. 
Emmons,  Dr.  Irving  J.  Selikoff,  Dr.  R.  B.  Turn- 
bull,  Colonel  Joseph  R.  Schaeffer,  MC,  USA, 
Colonel  James  E.  Craham-  MC,  USA,  Lieutenant 
Colonel  Robert  Pillsbury,  MC,  USA,  Dr.  Wil- 
liam A.  Sodeman,  Dr.  Carl  Johnson,  Colonel 
Victor  Hirshman,  MC,  USA,  Dr.  Joseph  W. 
Kelso,  Dr.  J.  A.  Del  Regato,  Dr.  Edward  Shan- 
brom-  Dr.  Frank  Stelling,  Dr.  Meredith  F.  Camp- 
bell, and  Dr.  Harold  W.  Brown. 


STANFORD  POSTGRADUATE 
^ CONFERENCE  IN  SURGERY 

Stanford  University  School  of  Medicine 
will  present  a Postgraduate  Conference  in  Sur- 
gery from  March  18  through  March  22,  1957. 
Registration  is  unlimited  and  will  be  open  to 
Doctors  with  an  M.D.  Degree. 
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Dosage:  one  tablet  three  times  a day  beginning  three  to  five  days  before  onset 
of  menstruation.  , — , 
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cember,  there  will  also  be  two  evening  soeial 
gatherings. 

The  British  Colonial  Hotel  has  offered  special 
rates  for  the  participants  of  this  Conference 
and  their  wives:  Modified  American  Plan.  Two 
persons  in  one  room,  $30.00  for  room,  breakfast 
and  dinner’  per  day,  for  two;  One  person  in 
one  room,  $20.00  for  room,  breakfast  and 
dinner,  per  day,  for  one. 

Hotel  reservations  should  be  made  as  early 
as  possible  by  writing  (airmail  ten  cents  jiostage 
from  the  United  States  or  Canada)  DIRECTLY 
to  Mr.  Robert  K.  Holiday,  Reservations  Man- 
ager, British  Colonial  Hotel,  Nassau,  Bahamas, 
and  by  sending  at  the  same  time  the  registra- 
tion fee  of  $75.00. 


Thirtieth  Annual 
SPRING  CONGRESS 

in 

. . Ophthalmology  — Otology  — Rhinology  . . 
. . Laryngoscopy  — Facio-maxillary  Surgery  . . 
. . . . Bronchoscopy  and  Esophagoscopy  . . . . 
Gill  Memorial  Eye,  Ear  and 
Throat  Hospital 
April  1st  to  6th,  1957 
Roanoke,  Virginia 


Patients  with  common  surgical  problems  will 
be  presented.  The  surgical  anatomy  of  the  region 
will  be  demonstrated  while  the  patient  is  taken 
to  surgery.  After  the  anatomical  demonstration 
the  operation  will  be  broadcast  in  black  and 
white  television  to  the  audience.  The  audience 
may  question  the  surgeon  through  the  monitor 
and  director  of  the  course.  Dr.  Roy  B.  Cohn, 
Associate  Professor  of  Surgery. 

Programs  and  further  information  may  be 
obtained  from  the  Office  of  the  Dean,  Stanford 
University  School  of  Medicine,  2398  Sacramento 
Street,  San  Francisco  15,  California. 


BAHAMAS  MEDICAL  CONFERENCE 


T THE  last  monthly  meeting  of  the  Bahamas 
Branch  of  the  British  Medical  Association  in 
Nassau  on  January  3rd,  the  holding  of  another 
Bahamas  Conference  during  the  week  after 
Easter,  April  23rd  to  30th,  1957,  was  approved. 

This  next  Conference  will  be  held  at  the 
British  Colonial  Hotel  and  the  Princess  Margaret 
Hospital  in  Nassau.  On  weekdays,  lectures  will 
be  given  from  9:30  to  10:00  a.m.  and  5:30  to 
7:00  p.m.  There  will  also  be  two  evening  lectures 
and  two  meetings  at  the  hospital.  As  last  De- 
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Problem-eaters,  the  underweight,  and  generally  below- 
par  patients  of  all  ages  respond  to  incremin. 

Incremin  offers  1-Lysine  for  protein  utilization,  and  es- 
sential vitamins  noted  for  outstanding  ability  to  stimulate 
appetite,  overcome  anorexia. 

Specify  incremin  in  either  Drops  (cherry  flavor)  or  \ 
Tablets  (caramel  flavor).  Same  formula.  Tablets,  highly  \ 
palatable,  may  be  orally  dissolved,  chewed,  or  swallowed,  i 
Drops,  dehcious,  may  be  mixed  with  milk,  milk  formula,  I 
or  other  hquid;  offered  in  15  cc.  polyethylene  dropper 
bottle. 

Each  INCREMIN  Tablet 

or  each  cc.  of  incremin  Drops  contains: 

1-Lysine  300  mg.  Pyridoxine  (Be)  5 mg. 

Vitamin  B12  25  mcgm.  (incremin  Drops  contain  1%  al- 

Thiamine  (Bi)  10  mg.  cohol) 

Reg.  U.  S.  Pat.  Off.  1 

Dosage  only  1 incremin  tablet  or  10-20  incremin 
Drops  daily. 
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27th  ANNUAL  CONVENTION 

YUMA,  ARIZONA 

We  are  making  special  plans  for  the  27th 
Annual  Convention  of  the  Woman’s  Auxiliary 
to  the  Arizona  Medical  Association  to  be  held 
in  Yuma  April  10-13,  and  hope  you  are  planning 
to  attend. 

We  shall  be  privileged  to  have  our  National 
President,  Mrs.  Robert  Flanders  of  Manchester, 
New  Hampshire  in  attendance  and  1 hope  you 
will  have  the  pleasure  of  meeting  her  and 
hearing  her  talk  to  the  auxiliary  at  that  time. 

The  following  tentative  program  has  been 
announced  by  Mrs.  John  Stanley  of  Yuma,  Con- 
vention Chairman: 

Wednesday  April  10  10  A.M.  to  4 P.M. 
Registration,  Star  Dust  Lobby. 

10:00  A.M.  — Student  Nurse  Loan  Fund  Com- 
mittee meeting  and  Nominating  Committee 
meeting. 

12:30  P.M.  — Pre’Convention  Hoard  meeting 
and  luncheon. 

3:00  P.M.  — School  of  instruction  for  incoming 
officers. 

Thursday,  April  11  — 9:30  A.M.  — General 
Business  Session  of  Auxiliary,  Flamingo 
Dining  Room. 

12:30  P.  M.  — Luncheon  at  Yuma  Country 
Club,  honoring  Mrs.  Robert  Flanders. 

2:00  P.  M.  — Ladies’  Golf  Tournament. 

Friday,  April  12  — 19:30  A.M.  — All  Western 
Brunch,  Yuma  Country  Club. 

2:00  P.  M.  Ladies’  Golf  Tournament  climaxed 
by  the  dinner  dance  in  the  evening. 

So  bring  your  squaw  dress  and  come  to  Con- 
vention! Yuma  County  Woman’s  Auxiliary  Presi- 
dent, Mrs.  Abe  Podolsky,  and  the  Yuma  County 
members  will  be  hosts  for  the  guests  from  other 
counties. 

As  your  President,  1 cordially  invite  and  urge 
you  to  come  to  the  State  Convention  “On  The 
Border.” 

Mrs.  Oscar  W.  Thoeny,  President 


TODAY'S  HEALTH 

OR  THE  second  time  in  as  many  years. 
Today’s  Health  Magazine  will  go  around  the 
world  on  $40.00.  I feel  that  our  progress  is 
worthy  of  mention. 

In  1954  when  Arizona  was  awarded  first 
prize  in  the  magazine  national  sales  competition, 
it  was  the  dream  of  Mrs.  James  Soderstrom  of 
Whipple  to  spread  good  medical  tidings  as  well 
as  public  relations. 

Through  names  of  missionaries  suggested  by 
county  auxiliaries  and  other  groups,  subscrip- 
tions were  sent  to  far  away  places.  The  response 
was  heart  warming. 

In  1955  the  county  societies  had  the  pleasure 
of  sending  their  own  subscriptions  to  their 
special  friends.  One  of  the  other  states  having 
won  the  prize  had  the  opportunity  to  carry 
out  their  own  plan  to  further  Today’s  Health. 

But  again  in  1956  we  won  first  place  and 
so  will  continue  the  good  work  started  by  Mrs. 
Soderstrom  and  send  our  health  message  to 
distant  lands. 

One  response  closer  to  me  than  perhaps  others 
is  from  the  Leper  Colony  in  the  Philippines. 

My  local  Campfire  group  have  been  sending 
Today’s  Health  to  the  group  of  thirty-six  Camp- 
fire girls  in  the  colony.  From  their  leader  comes 
the  following  letter. 

“In  the  name  of  all  my  Campfire  girls  I thank 
you  for  the  subscriptions  of  the  Today’s  Health 
magazine,  which  gives  many  lessons  pertaining 
to  our  health.  Because  of  this  magazine,  many 
of  my  ignorant  girls  are  becoming  acquainted 
of  themselves,  and  they  learn  much  of  their 
health  habits. 

“I  thank  you  from  the  bottom  of  my  heart 
that  you  remember  us  always.” 

It  is  difficult  for  us  living  so  closely  to  medi- 
cine to  imagine  what  such  a magazine  as 
Today’s  Health  can  and  does  mean  to  people  in 
romote  places. 

But  just  as  interesting  to  me  is  the  response 
of  our  own  people-  who  have  been  contacted 
by  our  county  chairman  and  are  now  taking 
the  Today’s  Health  magazine.  I know  of  no 
one  who  is  not  delighted  and  grateful  to  have 
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authentic  medical  information  in  layman’s 
language.  All  of  this  is  very  gratifying  to  the 
group  working  closely  with  the  magazine. 

May  I mention  here  that  Yuma  County  having 
won  $25.00  as  second  place  in  national  sales 
in  1956,  will  use  the  money  in  some  way  to 
further  the  Today’s  Health  cause. 

As  a suggestion  to  all  of  you  who  may  read 
this,  remember  a subscription  to  Today’s  Health 
is  always  well  received. 

Our  goal  will  be  accomplished  if  our  maga- 
zine contributions  have  spread  a little  under- 
standing, good  will  and  good  health  to  far 
away  places. 

Mrs.  William  A.  Phillips 
Chairman,  Today’s  Health 


TODAY'S  HEALTH 

It  would  seem  that  the  members  of  our 
society  are  just  as  resistant  to  the  magazine 
Today’s  Health  as  they  used  to  be  toward 
Hygeia.  In  that  day  it  was  said  this  opposition 
was  directed  more  against  the  editor,  M.  F.,  than 
any  other  factor,  but  he  is  long  gone,  the  name, 
format  and  contents  have  been  changed,  and 
still  there  is  a profound  lack  of  interest  in  this 
fine  propaganda  medium. 

It  is  agreed  that  we  physicians  have  not  been 
able  to  get  our  message  across  to  the  general 
public  and  their  representatives  in  the  federal 
and  state  legislatures.  Well,  maybe  all  do  not 
agree  with  this  statement,  but  the  results  would 
indicate  that  it  is  99  44/100%  true.  No  longer 
can  our  officers  and  agents  walk  into  a legisla- 
tive committee  and  get  the  laws  and  actions 
that  we  request.  Some  yes,  but  many,  no. 

The  individual  physician  is  still  well  liked 
and  respected  by  his  patients,  but  physicians  as 
a group  are  not  liked  by  the  man  in  the  street, 
the  voter.  This  has  been  confirmed  by  local 
and  national  polls  too  many  times  to  be  denied. 
And  we  are  doing  so  little  about  it. 

There  are  many  reasons  for  this  and  com- 
placency and  lethargy  are  not  the  most  im- 
portant ones.  Time  is  a factor-  and  strange  as 
it  may  seem,  there  is  a lack  of  knowledge  as  to 
the  basic  issues.  Some  physicians  believe  their 
job  is  just  to  practice  medicine  and  take  care 
of  the  sick.  Some  of  these  have  gone  so  far  as  to 
state  that  they  do  not  care  too  much  about  the 
economic  and  political  atmosphere  under  which 

*^Reprinted  by  permission  from  the  Jackson  County,  Missouri, 
Med.  Soc.  Weekly  Bulletin. 


they  have  to  work  as  long  as  they  can  work.  The 
latter  may  have  no  interest  in  any  kind  of 
propaganda  medium,  but  most  of  the  rest  would 
if  they  thought  there  was  something  that  would 
be  effective. 

Why  is  it  that  Today’s  Health  has  never  been 
given  the  consideration  it  deserves  as  this  agent? 
It  is  written  for  the  layman.  It  not  only  explains 
diseases  and  treatment  in  easily  understood 
terms,  but  there  is  always  something  in  every 
issue  about  the  free  and  independent  practice 
of  medicine  and  its  advantages  to  the  general 
public  and  the  health  of  the  nation. 

Some  physicians  have  not  wanted  the  mag- 
azine in  their  reception  rooms  because  some- 
times the  opinions  of  the  author  disagree  with 
his  opinions  and  this  leads  to  some  patient- 
physician  conflicts.  Could  be  this  is  a valid  con- 
sideration. 

But  let’s  think  in  terms  of  general  public 
education.  Where  may  we  do  the  most  good? 
One  thinks  at  once  of  the  youngsters  of  the 
nation,  the  future  voters.  How  many  have  ever 
thought  in  terms  of  our  schools?  Teachers  are 
very  anxious  to  get  the  magazine  because  it  is 
so  valuable  in  teaching  hygiene,  public  health 
and  preventive  medicine. 

It  would  cost  so  little  for  each  physician  to 
buy  one  subscription  for  a school  library,  public, 
parochial,  grade  or  high.  Maybe  two  or  three 
for  the  latter.  If  this  were  done,  we  would  be 
getting  our  official  health  message  across  to 
all  the  kids  who  are  going  to  grow  up  and  have 
their  own  ideas,  concepts  and  prejudices  the 
rest  of  their  lives.  They  are  going  to  hear  lots 
of  adverse  propaganda,  be  exposed  to  lots  of 
reading  matter  that  blasts  us  and  engage  in 
lots  of  talk  about  health  and  doctors. 

If  they  know  the  answers,  they  could  be  a big 
help.  If  they  don’t,  they  are  apt  to  believe  all 
kinds  of  wild  rumors  and  untruths. 

How  about  it?  Why  not  spend  a couple  of 
bucks  to  win  some  future  friends? 

G.  Wilse  Robinson,  Jr. 


CLASSICS  IN  ARTERIAL  HYPERTENSION  by  Arthur  Ruskin, 
M.D.  358  pages.  (1956)  Thomas.  $9.50, 

Searching  through  the  old  and  new  literature 
of  many  eountries,  the  writer  has  translated 
and  arranged  chronologically  the  classical  essays 
on  hypertension,  heretofore  inaccessible.  This 
will  be  an  exciting  addition  to  the  libraries  of 
historians  and  readers. 

Stacey’s  Medical  Books,  San  Francisco 
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children  are  often  this  eager... 

Because  Rubraton  tastes  so  good,  most  children  actually  look  forward  to  taking 
it.  What  better  way  could  there  be  for  providing  these  essential  nutrients? 


Rubraton  is  indicated  for  combatting 
many  common  anemias  and  for  cor- 
recting mild  B complex  deficiency 
states.  It  may  also  prove  useful  for 
promoting  growth  and  stimulating 
appetite  in  poorly  nourished  children. 
(Not  intended  for  treatment  of  perni- 
cious anemia.) 

Dosage:  1 or  2 teaspoonfuls  t.i.d. 
Supply:  Bottles  of  8 ounces  and  1 pint. 


1 teaspoonful  (5  cc.)  supplies: 


Elemental  Iron  38  mg. 

(as  ferric  ammonium  citrate  and  colloidal  iron) 

Vitamin  B,i  activity  concentrate 4 meg. 

Thiamine  mononitrate 1.0  mg. 

Riboflavin  1.0  mg. 

Niacinamide  5 mg. 

Pantothenic  acid  (Panthenol)  1.5  mg. 

Pyridoxine  hydrochloride  0.5  mg. 


Alcohol  content:  12  per  cent 


'rUQRATON*®  is  a SQUIBB  TRADCMARK 


RUBRATON 


SQUIBB  IRON.  B COMPI-CX  AND  B,^  VITAMINS  ET 1. 1 X I R 


Squibb 


Squibb  Quality-the  Priceless  Ingredient 
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who  develop  nasal  congestion 
onafeserpine  therapy 


SANDRILc 

( Reserpme,  Lilly ) ( Pyrrobutamine,  Lilly ) 


About  50  percent  of  all  patients 
experience  this  annoyin^ide-effect. 

‘Sandrir  c 'Pyronil'  relieves  75  percent 
of  those  affected. 

TABLETS  of  0.25  mg.  'Sandril’  plus  7.5  mg.  ‘Pyronil.’ 
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COMBATS  MOST  CLINICALLY  IMPORTANT  PATHOGENS 


Despite  increasing  resistance  of  pathogenic  popu- 
lations, even  to  recently  introduced  antibiotics,^'^ 
CHLOROMYCETIN  (chloramphenicol,  Parke-Davis) 
continues  to  demonstrate  high  antimicrobial  effi- 
cacy.Sensitivity  of  a wide  variety  of  clinically 
important  pathogens  of  gram-negative  and  gram- 
positive types  to  CHLOROMYCETIN, coupled  with 
limited  tendency  for  development  of  bacterial  resist- 
ance in  sensitive  strains, permits  enhanced  clinical 
response,  often  in  patients  in  whom  other  antibiotics 
have  failed. 


CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because 
certain  blood  dyscrasias  have  been  associated  with  its  administra- 
tion, it  should  not  be  used  indiscriminately  or  for  minor  infections. 
Furthermore,  as  with  certain  other  drugs,  adequate  blood  studies 
should  be  made  when  the  patient  requires  prolonged  or  inter- 
mittent therapy. 
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234  NORTH  CENTRAL  AVE.,  PHOENIX,  ARIZONA 
OFFICERS  AND  COUNCIL 

Abe  I.  Podolsky,  M.D President 

1601  Fifth  Avenue,  Yuma,  Arizona 

Carlos  C.  Craig,  M.D President-Elect 

1313  North  Second  Street,  Phoenix,  Arizona 

W.  R.  Manning,  M.D Vice  President 

770  North  Country  Club  Road,  Tucson,  Arizona 

Dermont  W.  Melick,  M.D Secretary 

1005  Professional  Building,  Phoenix,  Arizona 

Clarence  E.  Yount,  Jr.,  M.D Treasurer 

P.  O.  Box  1626,  Prescott,  Arizona 

Lindsay  E.  Beaton,  M.D Speaker  of  the  House 

1650  North  Campbell  Avenue,  Tucson,  Arizona 

Jesse  D.  Hamer,  M.D Delegate  to  AMA 

910  Professional  Building,  Phoenix,  Arizona 

Robert  E.  Hastings,  M.D Alternate  Delegate  to  AMA 

1014  North  Country  Club  Road,  Tucson,  Arizona 

Darwin  W.  Neubauer,  M.D Editor-in-Chief 

720  N.  Country  Club  Rd.,  Tucson,  Arizona 
DISTRICT  COUNCILORS 

Joseph  Bank,  M.D Central  District 

800  North  First  Avenue,  Phoenix,  Arizona 

Frank  W.  Edel,  M.D Central  District 

738  East  McDowell  Road,  Phoenix,  Arizona 

John  A.  Eisenbeiss,  M.D Central  District 

926  E.  McDowell  Rd.,  Phoenix,  Arizona 

Paul  B.  Jarrett,  M.D Central  District 

2021  N.  Central  Ave.,  Phoenix,  Arizona 

Donald  F.  DeMarse,  M.D Northeastern  District 

P.  O.  Box  397,  Holbrook,  Arizona 

Waltei  Brazie,  M.D Northwestern  District 

Masonic  Building,  Kingman,  Arizona 

Frederick  W.  Knight,  M.D Southeastern  District 

618  Central  Avenue,  Safford,  Arizona 

Walter  T.  Hileman,  M.D Southern  District 

23  East  Ochoa  Road,  Tucson,  Arizona 

William  B.  Steen  MD Southern  District 

116  North  Tucson  Boulevard,  Tucson,  Arizona 

James  T.  O’Neil,  M.D Southwestern  District 

113  West  Second  Street,  Casa  Grande,  Arizona 
COUNCILOR  AT  LARGE 

Harry  E.  Thompson,  M.D Past  President 

433  North  Tucson  Boulevard,  Tucson,  Arizona 
STANDING  BOARDS  - 1956-57 
PROFESSIONAL  BOARD:  Ronald  S.  Haines,  M.D.,  Chairman 
(Phoenix);  Edward  H.  Bregman,  M.D.  (Phoenix);  Robert  H. 
Cummings,  M.D.  (Phoenix);  Richard  E.  H.  Duisberg,  M D. 
(Phoeni^f);  Orin  J.  Famess,  M.D.  (Tucson);  Joseph  M.  Kin- 
kade,  M.D.  (Tucson);  Daniel  W.  Kittiedge,  Jr.,  M D.  (Flag- 
staff); Clarence  H.  Kuhlman,  M.D.  (Tucson);  Charles  S. 
Powell,  M.D.  (Yuma);  Norman  A.  Ross,  M.D.  (Phoenix); 
Stuart  Sanger,  M.D.  (Tucson);  Milton  C.  F.  Semoff,  M.D. 
(Tucson);  Lowell  C.  Wormley,  M.D.  (Phoenix). 

PUBLIC  RELATIONS  BOARD:  James  T.  O’Neil,  M.D.,  Chair- 
man (Casa  Grande);  Donald  A.  Poison,  M.D.,  Vice  Chairman 
(Phoenix);  Harry  S.  Beckwith,  M.D.  (Winslow);  Paul  H. 
Case,  M.D.  (Phoenix);  Max  Costin,  M.D.  (Tucson);  Donald 
F.  DeMarse,  M D.  (Holbrook);  Paul  B.  Jarrett,  M.D.  (Phoe- 
nix); Leo  J.  Kent,  M.D.  (Tucson);  Herbert  C.  Kling,  M.D. 
(Yuma). 

STANDING  COMMITTEES  - 1956-57 
GRIEVANCE  COMMITTEE:  Harry  E.  Thompson,  M.D.,  Chair- 
man (Tucson);  Walter  Brazie,  M.D.  (Kingman);  Richard 
E.  H.  Duisberg,  M.D.  (PhoenLx);  Edward  M.  Hayden,  M.D. 
(Tucson);  Royal  W.  Rudolph,  M.D.  (Tucson);  Oscar  W. 
1 ’>r»eny,  M.D.  (Phoenix);  Otto  E.  Utzinger,  M.D.  (Scotts- 
dale). 

HISTO.ii  AND  OBITUARIES  COMMITTEE:  Nelson  G.  Bled- 
s'y\  M.D.  (Tucson);  Howell  S.  Randolph,  M.D.,  Historian 
(Phoenix);  Robert  S.  Flinn,  M.D.  (Phoenix);  D.  W.  Melick, 
'Pho'^'’’  P>'rwin  W.  Neubauer.  M.D.  (Tucson). 
INDUSTRIAL  RELATIONS  COMMITTEE:  Lindsay  E.  Beaton, 
.\1  D , Chairman  (Tucson);  Francis  M.  Findlay,  M.D.  (King- 
man);  Robert  E.  Hastings,  M.D.  (Tucson);  Joseph  Saba, 
M D.  (Bisbee);  Leo  L.  Tuveson,  M.D.  (Phoenix). 
LEGISLATION  COMMITTEE:  J.  D.  Hamer,  M.D.,  Chair- 

m \n  (Phoenix);  Charles  Kalil,  M.D.,  Vice  Chairman  (Phoe- 
nix); Floyd  B.  Bralliar,  M.D.  (Wickenburg);  Nelson  D.  Bray- 
ton,  M.D.  (Miami);  Walter  Brazie,  M.D.  (Kingman);  Ellis  V. 
Browning,  M.D.  (Springerville);  Zeph  B.  Campbell,  M.D. 
(Phoenix);  Owen  L.  Cranmcr,  M.D.  (Cottonwood);  Frank  W. 
Kdel.  M.D  ^Phoenix);  Carl  II.  Cans.  M.D.  (Morenci);  Elmer 

L.  Heap,  M.D.  (Florence);  Stanton  C.  Lovre,  M.D.  (Clifton); 
Charles  H.  Karr,  M.D.  (Safford);  Leo  J.  Kent,  M.D.  (Tucson) 
Millard  Jeffrey,  M.D.  (Phoenix);  Delmar  R.  Mock,  M.D. 
(Patagonia);  Donald  E.  Nelson,  M.D.  (Safford);  William  A. 
Phillips,  XI.D.  (Yuma);  C.  C.  Piepergerdes,  M.D.  (Phoenix); 
\Vall’(e  A.  Reed,  M.D.  (Phoenix);  Leslie  B.  Smith,  M.D. 
(Phoenix);  LaVern  D.  Sprague,  M.D.  (Tucson);  Arthur  C. 
S'-'^venson  M.D  (Phoenixb  C.  R Swnckhamer,  M.D.  (Globe); 
Thomas  C.  Wilmoth,  M.D.  (Phoenix);  Myron  G.  Wright, 

M. D  (Winslow);  Roy  O.  Young,  M.D.  (Flagstaff);  P.  Paul 
Zinn,  M.D.  (Bisbee). 

MEDICAL  DEFENSE  COMMITTEE:  Ernest  A.  Born,  M.D., 
Chairman  (Prescott);  Preston  T.  Brown,  M.D.  (Phoenix); 
Harold  W.  Kohl.  M.D.  (Tuc.son). 

PUBLISHING  COMMITTEE:  Darwin  W.  Neubauer,  M.D.,  Chair- 
man (Tucson);  R.  Lee  Foster,  M.D.  (Phoenix);  Frederick 
W Knight,  M.D.  (Safford);  Donald  E.  Nelson,  M.D.  (Saf- 
ford). 

SCIE  ttvtC  ASSEMBLY  COMMITTEE;  Carlos  C.  Craig,  M.D. 
Chairman  (Phoenix);  Joseph  Bank,  M.D.  (Phoenix);  David 
E.  Engle,  M.D.  (Tucson);  Francis  M.  Findlay,  M D.  (King- 
man);  W.  R.  Manning.  M.D.  (Tucson);  Donald  E.  Nelson, 
M.D.  (Safford);  Claude  H.  Peterson,  M.D.  (Winslow);  E. 
Henry  Running,  M.D.  (Phoenix);  Robert  A.  Stratton,  M.D. 
(Yuma);  Ashton  B.  Taylor,  M.D.  (Phoenix). 


Woman's  Auxiliary 


OFFICERS  TO  THE  AUXILIARY  TO  THE  ARIZONA 
MEDICAL  ASSOCIATION  - 1956-1957 

President Mrs.  Oscar  W.  'Thoeny 

721  Encanto  Dr.,  S.  E.,  Phoenix 

President-Elect Mrs.  Charles  Powell 

698  9th  Avenue,  Yuma 

1st  Vice  President Mrs.  Melvin  W.  Phillips 

829  Flora  Ave.,  Prescott 

2nd  Vice  President Mrs.  Hiram  D.  Cochran 

2716  E.  4th  St.,  Tucson 

Treasurer Mrs.  Ian  M.  Chesser 

2909  E.  Alta  Vista,  Tucson 

Recording  Secretary Mrs.  Claire  W.  Johnson 

305  E.  Tuckey  Lane,  Phoenix 

Corresponding  Secretary  Mrs.  Paul  Jarrett 

501  E.  Pasadena,  Phoenix 

Director  (1  year) Mrs.  Paul  Jarrett 

501  E.  Pasadena,  Phoenix 

Director  (1  year; Mrs.  Roy  Hewitt 

130  Camino  Miramonte,  Tucson 

Director  (2  years) Mrs.  John  S.  Stanley 

201  1st  Avenue,  Yuma 
STATE  COMMITTEE  CHAIRMEN  - 1956-57 

Chaplain  Mrs.  James  Moore 

305  W.  Granada,  Phoenix 

Bulletin  Mrs.  William  R.  Shepard 

Box  1187,  Prescott 

Civil  Defense  Mrs.  Thomas  W.  Woodman 

3203  Country  Club  Manor,  Phoenix 

Finance Mrs.  C.  E.  Henderson 

3125  N.  18th  Ave.,  Phoenix 

Historian  Mrs.  Thomas  H.  Bate 

610  W.  North  View  Ave.,  Phoenix 

Legislation  Mrs.  Paul  Causey 

220  N.  Alvarado  Rd.,  Phoenix 

Today’s  Health Mrs.  William  A.  Phillips 

Yuma 

Nominating  Mrs.  Brick  Storts 

3228  E.  Fifth  St.,  Tucson 

Mental  Health Mrs.  R.  W.  Hussong 

44  E.  Pierson,  PhoenLx 

Nurse  Recruitment  Mrs.  Donald  McLeod 

2801  E.  Kleindale,  Tucson 

Parliamentarian  Mrs.  Roy  Hewitt 

130  Camino  Miramonte,  Tucson 

Publicity  Mrs.  F.  C.  Jordan 

302  W.  Cambridge,  Phoenix 

Public  Relations Mrs.  Robert  H.  Cummings 

5830  E.  Arcadia  Lane,  Phoenix 

Revisions Mrs.  Jesse  Hammer 

1819  N.  11th  Ave..  Phoenix 

Student  Nurse  Loan  Fund  . . Mrs.  Donald  Poison 

1817  Palmcroft  Dr.,  N.W.,  Phoenix 

Medical  Education  Fund  Mrs.  Robert  A.  Stratton 

1928  5th  Ave.,  Yuma 

Newsletter  Mrs.  Robert  B.  Leonard 

3041  N.  Evergreen,  Phoenix 
COUNTY  PRESIDENTS  AND  OFFICERS  1956-57 
COCONINO  COUNTY 

President  Mrs.  Jay  L.  Sitterley 

206  W.  Hunt,  Flagstaff 

Vice  President  Mrs.  Roy  Young 

Flagstaff 

Secretary  Mrs.  Herbert  Fredell 

Flagstaff 

Treasurer  Mrs.  Leo  Schnurr 

Sedona 

GILA  COUNTY 

President  Mrs.  William  E.  Bishop 

60.5  South  Third  Street,  Globe,  Arizona 

Vice  President  Mrs.  Albert  J.  Harris 

38  East  Cedar  Street,  Globe,  Arizona 

Secretary-Treasurer  Mrs.  Robert  U.  Horan 

Box  1296.  Miami.  Arizona 
MARICOPA  COUNTY 

President Mrs.  John  A.  Eisenbeiss 

3121  N.  17th  Avenue,  Phoenix 

President-Elect  Mrs.  L.  A.  Stapley,  Jr. 

1604  W.  Clarendon,  PhoenLx,  Arizona 

1st  Vice  President  Mrs.  Philip  Windrow 

39  W.  Windsor,  Phoenix,  Arizona 

2nd  Vice  President  Mrs.  Shaw  McDaniel 

114  E.  Tuckey  Lane,  Phoenix,  Arizona 

Recording  Se<^retary Mrs.  Chester  Bennett 

30  W.  Ocotillo  Road,  Phoenix,  Arizona 

Corresponding  Secretary Mrs.  Howard  Purcell 

100  E.  Ocotillo  Road,  Phoenix,  Arizona 

Treasurer  Mrs.  L.  L.  Stolfa 

204  E.  Pomona  Road,  Phoenix,  Arizona 
PIMA  COUNTY 

President  Mrs.  Louis  Hirsch 

Route  5,  Box  362,  Tucson 

President-Elect  Mrs.  John  Bennett 

2325  E.  Waverly,  Tucson 

lst*Vice  President  Mrs.  Ina  Chesser 

2909  East  Alta  Vista,  Tucson 

2nd  Vice  President Mrs.  William  Goodin 

4501  E.  San  Carlos  Place,  Tucson 

Recording  Secretary Mrs.  Donald  McLeod 

2801  E.  Kleindale,  Tucson 

Corresponding  Secretary  Mrs.  Arthur  Dudley 

2910  E.  Hardy  Place,  Tucson 

Treasurer  Mrs.  George  Boone 

3762  Calle  DeSoto.  Tucson 
YAVAPAI  COUNTY 

President  Mrs.  Louis  A.  Packard 

342  Park  Avenue,  Prescott 

Vice  President  Mrs.  William  H.  Marlowe 

520  Highland  Ave.,  Prescott 

Treasurer  Mrs.  Joseph  P.  McNally 

208  Grove  Ave.,  Prescott 


Vol  14,  No.  4 


Arizona  Medicink 


7A 


YUMA  COUNTY 

President  Mrs.  A.  I.  Podolsky 

1601  5th  Avenue,  Yuma 

Vice  President  Mrs.  Robert  M.  Matts 

1425  7th  Ave.,  Yuma 

Secretary  Mrs.  William  A.  Phillips 

633  8th  Avenue,  Yuma 

Treasurer  Mrs.  James  Volpe 


1801  6th  Avenue,  Yuma 
SPECIAL  COMMITTEES  - 1956-57 
AIR  POLLUTION  COMMITTEE:  George  G.  McKhann,  M.D., 
Chairman  (Phoenix). 

ARIZONA  AMEF  COMMITTEE:  Harold  W.  Kohl,  M.D.,  Chair- 
man (Tucson);  Hayes  W.  Caldwell,  M.D.  (Phoenix);  Clarence 
H.  Kuhlman,  M.D.  (Tucson);  William  A.  Phillips,  M.D. 
(Yuma);  Kent  H.  Thayer,  M.D.  (Phoenix). 

BENEVOLENT  & LOAN  FUND  COMMITTEE:  Ernest  A.  Bom, 
M.D.  (Prescott);  Preston  T.  Brown,  M.D.  (Phoenix);  Harold 
W.  Kohl,  M.D.  (Tucson);  D.  W.  Melick,  M.D.  (Phoenix); 

C.  E.  Yount,  Jr.,  M.D.  (Prescott). 

BLOOD  BANK  COMMITTEE:  Zeph  B.  Campbell,  M.D.,  Chair- 
man (Phoenix);  Ralph  H.  Fuller,  M.D.  (Tucson);  William 
A.  Phillips,  M.D.  (Yuma). 

BLUE  SHIELD,  JOINT  COMMISSION  ON;  Ernest  A.  Born, 
M.D.  (Prescott);  Hollis  H.  Brainard,  M.D.  (Tucson);  Jack 
E.  Brooks,  M.D.  (Phoenix);  John  L.  Cogland,  M.D.  (Phoenix); 
Howard  D.  Cogswell,  M.D.  (Tucson);  Robert  H.  Cummings, 
M.D.  (Phoenix);  Willard  V.  Ergenbright,  M.D.  (Phoenix); 
V.  Eugene  Frazier,  M.D.  (Mesa);  Elvie  B.  Jolley,  M.D. 
(Bisbee);  Hilary  D.  Ketcherside,  M.D.  (Phoenix);  Leslie 
R.  Kober,  M.D.  (Phoenix);  Harold  W.  Kohl,  M.D.  (Tucson); 
Donald  E.  Nelson,  M.D.  (Salford);  James  M.  Ovens,  M.D. 
(Phoenix);  Wallace  A.  Reed,  M.D.  (Phoenix);  Frank  A. 
Shallenberger,  Jr.,  M.D.  (Tucson);  Hugh  C.  Thompson,  M.D. 
(Tucson);  William  P.  Tucker,  M.I3.  (Florence);  James  Volpe, 
Jr.,  M.D.  (Yuma). 

CENTRAL  OFFICE  ADVISORY  COMMITTEE:  W.  R.  Man- 
ning, M.D.,  Chairman  (Tucson);  Lindsay  E.  Beaton,  M.D. 
(Tucson);  Jesse  D.  Hamer,  M.D.  (Phoenix);  D.  W.  Melick, 
(Phoenix);  C.  E.  Yount,  Jr.,  M.D.  (Prescott). 

CIVIL  DEFENSE  COMMITTEE:  G.  Robert  Barfoot,  M.D. 

(Phoenix);  Ernest  A.  Born,  M.D.  (Prescott);  Ben  P.  Frissell, 
M.D.  (Phoenix);  Robert  M.  Matts,  M.D.  (Yuma);  Donald  E. 
Nelson,  M.D.  (Safford);  Charles  W.  Sechrist,  M.D.  (Flag- 
staff). 

CONSTITUTION  AND  BY-LAWS  COMMITTEE:  W.  R.  Man- 
ning, M.D.,  Chairman  (Tucson);  Paul  B.  Jarrett,  M.D.  (Phoe- 
nix); Leslie  B.  Smith,  M.D.  (Phoenix). 

DOCTOR’S  RETIREMENT  & INVESTMENT  COMMITTEE: 
Oscar  W .Thoeny,  M.D.,  Chairman  (Phoenix);  G.  Robert 
Barfoot,  M.D.  (Phoenix). 

INSURANCE  INVESTIGATING  COMMITTEE:  Jesse  D.  Hamer, 
M.D.,  Chairman  (Phoenix);  W.  R.  Maiming,  M.D.  (Tucson); 

D.  W.  Melick,  M.D.  (Phoenix);  Royal  W.  Rudolph,  M.D. 
(Tucson);  Paul  L.  Singer,  M.D.  (Phoenix);  Kent  H.  Thayer, 
M.D.  (Phoenix);  Oscar  W.  Thoeny,  M.D.  (Phoenix). 

LEGAL  SERVICES  COMMITTEE:  Oscar  W.  Thoeny,  .M.D., 
Chairman  (Phoenix);  Jesse  D.  Hammer,  M.D.  (Phoenix); 
Howard  C.  Lawrence,  M.D.  (Phoenix);  D.  W.  Melick,  M.D. 
(Phoenix);  C.  E.  Yount,  Jr.,  M.D.  (Prescott). 

MEDICOLEGAL  COMMITTEE:  Jesse  D.  Hamer,  M.D.,  Chair- 
man (Phoenix);  Otto  L.  Bendheim,  M.D.  (Phoenix);  Preston 
T.  Brown,  M.D.  (Phoenix);  Joseph  M.  Greer,  M.D.  (Phoenix); 
Robert  E.  Hastings,  M.D.  (Tucson);  W.  R.  Manning,  M.D. 
(Tucson). 

NURSING  SERVICES,  JOINT  COMMITTEE  ON  IMPROVE- 
MENT OF:  Francis  J.  Bean,  M.D.,  Chairman  (Tucson); 
Lucille  M.  Dagres,  M.D.  (Phoenix);  Bertram  L.  Snyder, 
M.D.  (Phoenix). 

OSTEOPATHY  COMMITTEE:  Reed  D.  Shupe,  M.D.,  Chairman 
(Phoenix);  Sebastian  R.  Caniglia,  M.D.  (Phoenix);  David  E. 
Engle,  M.D.  (Tucson);  Jesse  D.  Hamer,  M.D.  (Phoenix). 
PROCUREMENT  & ASSIGNMENT  COMMITTEE:  Joseph  M. 
Greer,  M.D.,  Chairman  (Phoenix);  Arnold  H.  Dysterheft, 
M.D.  (McNary);  Francis  M.  Findlay,  M.D.  (Kingman); 
Hilary  D.  Ketcherside,  M.D.  (Phoenix);  Jesse  B.  Littlefield, 
M.D.  (Tucson);  Robert  M.  Matts,  M.D.  (Yuma);  Joseph  P. 
McNally,  M.D.  (Prescott);  Donald  E.  Nelson,  M.D.  (Safford); 
William  G.  Shultz.  M.D.  (Tucson). 

PROFESSIONAL  LIAISON  COMMITTEE:  William  B.  Steen, 
M.D.,  Chairman  (Tucson);  Angus  J.  DePinto,  M.D.  (Phoe- 
nix); Harold  W.  Kohl,  M.D.  (Tucson). 

SAFETY  COMMITTEE:  MacDonald  Wood,  M.D.,  Chairman 

(Mesa);  Paul  B.  Jarrett,  M.D.  (Phoenix);  Henry  P.  Lim- 
bacher,  M.D.  (Tucsonl. 

SCHOOL  HEALTH,  COORDINATING  COMMITTEE  ON:  Eliza- 
beth H.  Laidlaw,  M.D.,  Chairman  (Tucson);  Trevor  G. 
Browne,  M.D.  (Phoenix);  Marcus  W.  Westervelt,  M.D. 
(Tempe). 

VETERANS  MEDICAL  AFFAIRS  LIASION  COMMITTEE:  Hil- 
ary D.  Ketcherside,  M.D.,  Chairman  (Phoenix);  John  L. 
Cogland,  M.D.  (Phoenix);  John  A.  Eisenbeiss,  M.D.  (Phoe- 
nix); Robert  E.  Hastings,  M.D.  (Tucson);  Walter  T.  Hile- 
man,  M.D.  (Tucson);  Frederick  J.  Lesemann,  M.D.  (Tucson); 
C.  Selby  Mills,  M.D.  (Phoenix);  John  F.  Stanley,  M.D. 
('’uma). 

WOMAN’S  AUXILIARY,  ADVISORY  COMMITTEE  ON  THE: 
Oscar  W.  Thoeny,  M.D.,  Chairman  (Phoenix);  Melvin  W. 
Phillips,  M.D.  (Prescott);  Donald  A.  Poison,  M.D.  (Phoenix); 
Charles  S.  Powell,  M.D.  (Yuma). 


J^zer' 


longest  acting 

motion-sickness 

preventive 


DAY  OR  NIGHT 

TWIN-ENGINE  AIR-AMBULANCE  SERVICE 


Almost  any  point  in  Arizona  is  within  one  hour  of 
Phoenix  by  our  oxygen-equipped  air-ambulance.  Twin  en- 
gine dependability  for  up  to  three  patients  at  your  service 
no  matter  what  the  hour. 

Motor-ambulance  service,  too,  is  always  instantly  available. 

A.  L.  MOORE  & SONS 

MORTUARY 

Alpine  4-41 11  — Adams  St.  at  Fourth  Ave. 
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Conductive  Shoe 
in  dress  style 

Safety  from 
Fire  and 
Explosion^ 


# Insote  extension  and  wedge  at  inner  corner  of 
heel  where  support  is  most  needed. 

* The  patented  arch  support  constru(.tion  is  guaran- 
teed not  to  break  down. 

# Innersoles  guara.iteed  not  to  crack  or  collapse. 

• Foot-so-Port  lasts  designed  and  the  shoe  construc- 
tion engineered  with  orthopedic  advice. 

'At  Conductive  Shoes  for  surgical  and  operating  room 
personnel.  N.B.F.U.  specifications. 

• We  are  also  the  manufacturer  of  the  Gear-Action 
Shoe  designed  by  noted  orthopedic  surgeon. 

O We  make  more  shoes  for  polio,  club  feet  and  dis- 
abled feet  than  any  other  shoe  manufacturer. 

Send  for  free  booklet,  "The  Preservation  of  the  Function  of  the 
Foot  Balancing  and  Synchronizing  the  Shoe  with  the  Foot.** 

Write  for  details  or  contact  your  /ocof  FOOT-SO-PORT 
Shoe  Agency.  Refer  to  your  ,Classi\lied  Directory 

Foot-so-Port  Shoe  Company,  Ocu  inomowoc,  Wis. 

A Division  of  Musebeck  Shoe  Company 
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COGNAC  BRANDY 


84  Proof  I Schieffelin  & Co.,  New  York 


Phone  ALpine  4-4398 

FOOT-so-PORT  SHOE 

25  South  1st  Street 
PHOENIX,  ARIZONA 


“If  You  Care  For  Your  Feet” 
Foot-So-Port  Shoes  Sold  in  Tucson  At 

DEE*S  COMFORT  SHOE  SHOP 

Phone  4-2981 

48  No.  6th  Avenue  — Tucson,  Arizona 


CALIFORNIA  CAREER  OPPORTUNITIES  FOR  PHYSICIANS 
AND  PSYCHIATRISTS.  Employment  available  as  a result  of 
interview  only.  Interviews  at  the  APA  Conference,  May 
13-17  in  Chicago  and  in  such  other  locations  as  New  York, 
Boston,  St.  Louis,  Philadelphia,  and  Minneapolis  during  May 
and  June.  Assignments  in  State  hospitals,  juvenile  and 
adult  correctional  facilities,  or  a veterans  home.  Three 
salary  groups:  $10,860-12,000;  $11,400-12,600;  $12,600- 

13,800.  Citizenship,  possession  of,  or  eligibility  for  Cali- 
fornia license  required.  Write  Medical  Recruitment  Unit, 
Box  A,  State  Personnel  Board,  801  Capitol  Avenue,  Sacra- 
mento 14,  California. 


RADIUM  and  RADIUM  D+E 

(Including  Radium  Applicators) 

FOR  ALL  MEDICAL  PURPOSES 
Est.  1919 

Quincy  X-Ray  and  Radium  Laboratories 
(Owned  and  Directed  by  a Physician-Radiologist) 
Harold  Swanberg,  B.  S.,  M.  D.,  Director 
W.  C.  U.  Bldg.  Quincy,  Illinois 
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I ^^f^ractice  an 

By  Vergil  N.  Slee,  M.D 
Ann  Arbor,  Michigan 


d i^tatistics* 


F OR  YEARS  we  have  all  listened  to  the  statis- 
tical reports  of  hospitals  as  regular  features  of 
the  medical  staff  meetings.  About  six  years  ago, 
I developed  more  than  a casual  interest  in  these 
reports  and  in  general  problems  of  hospital 
statistics. 

When  one  takes  a critical  look  at  the  monthly 
statistical  report  of  a hospital  he  begins  to  ask 
questions  about  the  accuracy  of  the  report,  about 
its  meaning,  and  what  is  more  important,  about 
its  value.  Presumably  the  report  is  issued  for 
the  purpose  of  telling  the  medical  staff  of  the 
hospital  whether  or  not  its  practice  of  medicine 
meets  acceptable  standards.  Traditional  stand- 
ards, such  as  the  4 percent  net  death  rate,  may 
be  found  in  any  of  the  books  on  hospital  ad- 
ministration and  medical  record  keeping. 

The  interesting  thing  about  these  standards 
is  that  one  can  refer  to  earlier  editions  of  the 
various  textbooks  for  twenty  or  thirty  years 
back  and  find  the  same  standards  promulgated 
year  after  year.  This  is  immediately  disturbing, 
since  we  like  to  think  that  we  are  not  practicing 
the  same  type  of  medicine  today  that  we  did 
thirty  years  ago. 

A rather  obvious  solution  to  this  problem  is 
to  compare  the  statistics,  not  with  the  thirty- 
year  old  textbook,  but  with  reports  from  other 
similar  hospitals  for  the  same  periods  in  history, 
when  physicians  were  taking  care  of  patients 

®A  speech  presented  at  the  Washington  University  Medical 
Alumni  Association  Annual  Clinics  Session,  St.  Louis,  Missouri, 
1 June  1956.  Doctor  Slee  is  Director  of  the  Commission  on 
Professional  and  Hospital  Activities,  Inc.,  First  National  Build- 
ing, Ann  Arbor,  Michigan.  The  Commission  is  a non-profit  cor- 
poration sponsored  by  the  American  College  of  Physicians, 
American  College  of  Surgeons,  American  Hospital  Association, 
Southwestern  Michigan  Hospital  Council,  and  partially  supported 

by  a grant  from  the  W.  K.  Kellogg  Foundation. 


with  the  same  armamentaria  and  under  the 
same  influences. 

So  in  1950,  we  began  to  compare  the  regular 
statistical  reports  of  a small  group  of  some  fif- 
teen hospitals  in  Southwestern  Michigan.  To 
do  this  we  adopted  a system  which  had  been 
started  in  Rochester,  New  York,  by  Paul  Lem- 
bcke,  M.D. 

As  soon  as  we  had  the  first  six  months  of 
data  and  comparisons  at  hand  we  knew  that 
we  had  struck  pay  dirt.  One  day  a friend  who 
is  an  undertaker,  and  whose  son  was  going  to 
embalming  school,  said  that  he  had  heard  that 
we  had  some  information  on  a number  of  hos- 
pitals in  our  general  territory  in  Michigan. 
He  wondered  whether  or  not  we  could  help 
him  solve  the  problem  about  the  future  of  his 
son,  the  student  mortician.  The  father  didn’t 
know  whether  he  should  expand  his  own  firm 
to  make  room  for  the  son  in  the  business,  or 
if  it  would  be  wiser  to  set  up  another  firm  in 
one  of  the  neighboring  cities. 

Instead  of  looking  at  the  deaths  in  the  vari- 
ous hospitals,  we  took  a.  look  at  another  routine 
item  from  the  monthly  report,  namely  the  per" 
centage  of  patients  reported  as  recovered.  Al- 
though death  is  not  the  exact  opposite  of  re- 
covery, the  implication  is  rather  strong  that  in 
the  community  where  patients  don’t  recover,  the 
embahner  will  find  a more  fertile  field. 

In  Illustration  1*,  we  see  a gratifying  con- 
firmation of  our  hunch  that  we  could  get  useful 

*^Illustrarioiis  1,  2,  4,  5 and  6 first  appeared  in  the  Annals  of 
Internal  Medicine,  44:1,  January  1956,  page  144,  in  a paper 
by  Eisele,  Slee,  and  Hoffmann,  “Can  the  Practice  of  Internal 
Medicine  be  Evaluated?’* 
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data  from  hospital  statistics.  Obviously  it  would 
be  wiser  to  set  up  shop  where  the  percentage 
of  recovered  patients  is  low,  that  is,  in  the 
neighborhood  of  hospital  No.  14  than  it  would 
be  where  the  percentage  is  as  high  as  it  seems 
to  be  in  hospital  No.  1. 

We  were  not  entirely  satisfied,  however,  since 
the  data  seemed  to  be  a bit  crude.  So  we 
looked  at  the  performance  of  individual  doctors 
from  hospital  No.  13  which  generally  has  a 
pretty  desirable  recovery  rate,  from  the  stand- 
point of  an  undertaker,  that  is,  and  Illustration 
2 was  the  result.  Obviously,  a man  could  make 
a grievous  error  even  if  he  established  the  busi- 
ness in  this  city  and  then  made  the  mistake  of 
becoming  friendly  with  doctors  1 and  2,  when 
he  probably  could  just  as  well  have  joined  a 
different  service  club  and  made  friends  with 
doctors  18  and  19. 

Things  like  this  shook  our  faith  in  customary 
hospital  statistics.  When  we  looked  into  the 
sources  of  such  information,  we  found  that  they 
were  mixtures  of  the  honest  opinions  of  con- 
scientious doctors,  the  off-hand  judgments  of 
physicians  given  at  the  insistence  of  a record 
librarian  who  had  to  have  the  information  to 
complete  a report,  and  finally,  the  decisions 
made  by  the  well-meaning  medical  record  li- 
brarian who  didn’t  want  to  bother  the  doctor. 

Of  course,  this  particular  hospital  statistic 
appears  to  us  to  be  of  no  value,  and  in  our 
work  we  have  thrown  it  out  completely.  But 
we  still  thought  that  the  general  idea  behind 
the  computations  of  various  rates  and  their  com- 
parisons was  sound.  We  didn’t  want  to  be 
guilty  of  throwing  the  baby  out  with  the  bath. 

So  we  proposed  eertain  changes  in  our  ap- 
proach to  this  whole  problem  as  follows: 

1)  We  would  deal  with  information  on  indi- 
vidual patients,  rather  than  on  hospitals. 

2)  We  would  employ  a statistician  to  put 
the  work  on  a professional  basis. 

3)  We  would  set  up  a data  processing  and 
statistical  center  to  serve  the  group  of  hospitals. 

4)  We  would  use  IBM  machines  to  process 
the  data. 

Crude  though  our  early  attempts  had  been, 
they  had  proved  the  impossibility  of  using  hand 
methods  for  eliciting  useful  statistical  informa- 
tion from  clinical  records.  Consequently,  we 
were  able  to  obtain  support  for  the  new  system 


from  the  W.  K.  Kellogg  Foundation  who  had 
helped  us  with  our  original  program.  About 
three  and  a half  years  ago  we  put  the  study  on 
a modern  basis. 

Instead  of  statistical  reports  from  each  of  our 
participating  hospitals,  we  are  furnished  with  a 
brief  abstract  of  each  clinical  record.  These  are 
prepared  by  the  record  librarians.  They  contain, 
as  nearly  as  possible,  only  factual  material,  with 
no  opinions  from  the  record  librarians,  or  any- 
body else  except  the  physicians  taking  care  of 
the  cases.  From  this  abstract,  or  code  sheet,  we 
make  an  IBM  card  which  we  use  to  prepare 
monthly  statistical  reports  for  each  hospital,  to 
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1.  Per  cent  of  patients  reported  as  ‘^recovered,”  by  hospital, 
for  14  general  hospitals,  1953. 
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2.  Per  cent  of  patients  reported  as  “recovered,'’  by  physician, 
for  physicians  of  hospital  13  (Illustration  1). 
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prepare  the  disease,  operation,  physician  and 
surgeon  indexes  for  each  hospital,  and  statistical 
studies  comparing  all  hospitals. 

With  the  new  system  we  found  that  the  dif- 
ferences between  hospitals  and  physicians 
showed  up  even  more  clearly  than  they  had 
before,  and  with  more  meaning,  and  we  found 
that  it  was  valuable  to  have  such  information. 
Following  are  illustrations  of  some  of  the  things 
we  have  turned  up  in  the  last  two  or  three 
years. 

For  example,  we  asked  our  statistical  center 
the  question:  “Are  there  differences  in  the 
rates  of  complications  in  delivery  patients  among 
the  hospitals?”  Illustration  3 presents  the  answer. 
In  hospital  No.  15  nearly  35  percent  of  all  the 
deliveries  were  reported  as  complicated  de" 
liveries  whereas  in  hospital  No.  1 only  1.6  per- 
cent were  so  reported.  We  would  be  very  sur- 
prised if  the  problems  of  bearing  children  were 
this  different  in  these  various  communities.  So 
here,  as  in  many  instances,  the  statistical  com- 
parison furnished  an  answer  of  sorts  which  in- 
trigued us  and  raised  questions  as  to  the  real 
facts. 

Investigation  showed  that  there  were  at  least 
two  factors  involved.  One  was  that  doctors 
varied  in  their  definitions  of  prolonged  labor  so 
that  one  might  say  that  any  labor  which  went 
over  12  hours  was  prolonged  while  another 
would  call  it  prolonged  after  24  hours  had 
elapsed.  This  failure  to  have  an  acceptable  defi- 
nition and  to  use  the  same  terminology  was 
introducing  a bias  into  the  data. 

But  another  interesting  thing  was  also  in- 
volved which  had  to  do  with  the  collection 
of  data.  We  found  that  the  medical  record 
librarians  in  hospitals  14  and  15  had  gotten 
it  into  their  heads  that  the  use  of  low  forceps 
indicated  that  the  labor  was  prolonged  or  that 
there  was  some  disproportion,  and  also  that 
an  episiotomy  was  interpreted  as  a laceration. 
Discussion  among  the  medical  staffs  led  to  some 
better  agreement  on  definitions  and  the  medical 
record  librarians  were  persuaded  to  code  from 
the  diagnoses  as  expressed  by  the  physicians 
rather  than  their  own  interpretations. 

In  another  instance,  we  started  with  the  idea 
that  anyone  with  an  acute  lower  respiratory 
infection  who  was  sick  enough  to  be  hospitalized 
for  treatment  of  that  condition  was  quite  likely 
to  have  a chest  x-ray  in  the  hospital.  We  actually 


found  that  about  76  percent  of  all  such  patients 
did,  but  in  one  hospital  95  percent  of  these 
patients  were  x-rayed  while  in  another  only  45 
percent  were  x-rayed.  Illustration  4 shows  the 
distribution. 

When  we  looked  at  the  performance  of  in- 
dividual physicians,  shown  in  Illustration  5,  we 
found  that  for  several  physicians  all  patients 
were  x-rayed,  while  at  the  other  end  of  the 
scale,  there  was  one  physician  who  x-rayed  only 
one  out  of  every  four  patients  he  treated.  It  was 
suggested  that  the  patients  who  were  not  x-rayed 
might  represent  infants,  or  patients  in  extremis 
who  died  before  they  could  be  x-rayed.  Review 
of  the  cases  did  not  confirm  either  of  these 
suspicions. 


In  one  hospital  with  a rather  low  percentage 
the  staff  felt  that  the  chart  did  not  correctly 
describe  their  performance,  so  they  investigated 
and  found  that  a large  proportion  of  x-ray  re- 
ports were  never  getting  onto  the  clinical  rec- 
ords. When  this  was  corrected  not  only  was 
the  percentage  better,  but  a serious  defect  in 
the  hospital  administration  was  eliminated. 


In  another  hospital  the  report  led  to  a good 
deal  of  discussion  about  when  chest  x-rays  were 


DELIVERIES  IN  15  HOSPITALSi; 
PERCENT  WITH  COMPLICATIONS 


3.  Per  cent  of  delivery  patients  reported  as  having  complicated 
deliveries  by  hospital,  for  15  general  hospitals,  July-December 
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indicated.  Some  of  the  comments  were  that  if 
a man  required  a chest  x-ray  to  diagnose  every 
pneumonia,  he  wasn’t  a very  good  doctor.  Others 
championed  the  idea  that  every  patient  sus- 
pected of  pneumonia  should  have  one  chest 
x-ray,  and  if  the  diagnosis  was  established,  a 
second  x-ray  should  be  taken  later  to  determine 
whether  resolution  had  taken  place  and  to 
be  sure  no  other  disease  was  obscured  by  the 
inflammation.  No  conclusions  were  reached  at 
the  staff  meeting  but  as  you  will  note  from 
Illustration  6,  for  the  next  year,  at  least,  the 
chest  x-ray  percentage  went  up  a little  over 
10  percent.  This  might  mean  that  there  was  a 
tendency  among  the  physicians  to  follow  the 
leader  and  try  to  achieve  a higher  score,  or 
it  might  mean  that  they  were  giving  a little 
more  serious  attention  to  the  care  the  patients 
were  getting. 

In  the  pneumonia  illustration  we  have  shown 
first,  a problem  in  hospital  administration  and 
second,  some  real  differences  in  medical  prac- 
tice, in  contrast  with  the  delivery  illustration 
in  which  we  detected  some  problems  in  medical 
terminology  as  well  as  some  in  record  collecting. 

Illustration  7 presents  the  average  ages  of 
the  women  having  hysterectomies  in  the  various 
hospitals.  The  overall  average  age  was  about 
43  years.  However,  in  one  hospital  the  average 
was  a little  over  50  years  whereas  in  another 
hospital  of  about  the  same  size,  the  average 
age  was  just  over  37  years.  The  latter  hospital 
accounted  for  about  Vs  of  the  hysterectomies 
but  about  only  1/6  of  the  total  discharges.  So 
far  as  we  can  determine,  this  illustrates  a defi- 
nite difference  in  medical  philosophy  as  to 
the  indications  for  hysterectomy. 

Illustration  8 presents  pathologists’  reports  in 
hysterectomies.  In  this  figure  are  shown  some 
1,190  hysterectomies  in  the  period  of  one  year 
for  which  tissue  reports  are  available  from  nine 
pathologists  serving  20  hospitals.  Pathologist 
No.  1 reported  unequivocal  pathological  indi- 
cations for  the  surgery  in  98  percent  of  the 
cases,  while  pathologist  No.  9,  at  the  extreme, 
reported  such  findings  in  only  44  percent  of 
the  cases.  Or,  to  read  the  rest  of  the  graph,  in 
those  cases  served  by  pathologist  No.  1,  indi- 
cations for  surgery  were  purely  clinical  in  only 
about  two  percent  of  the  cases,  while  for  path- 
ologist No.  9,  the  clinician  bore  the  responsibility 
for  over  half  of  the  cases.  Here,  again,  we 


4.  Per  cent  of  patients  with  acute  lower  respiratory  infections 
(“pneumonia’*)  having  chest  x-ray  during  hospitalization,  by 
hosnitah  for  15  general  hospitals,  January  1953  through  June 
1954. 
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5. . Per  cent  of  patients  with  acute  lower  respiratory  infections 
(“pneumonia”)  having  chest  x-ray  during  hospitalization,  by 
physicians,  for  physicians  treating  10  or  more  “pneumonia” 
T nts  in  15  general  hospitals,  January  1953  through  lune 
1954. 
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suspect  that  this  represents  a difference  in 
philosophy,  and  to  some  extent  terminology,  on 
the  part  of  the  pathologist. 

Illustration  9 is  taken  from  acute  appendicitis. 
We  wondered  if  the  pathologists  serving  our 
participating  hospitals  were  reporting  compli- 
cations of  appendicitis  in  roughly  the  same 
proportions  of  cases.  By  “complications”  we 
meant  peritonitis  or  perforation.  We  knew  of 
no  reason  to  suspect  that  there  would  be  large 
differences  in  the  occurrence  of  perforation  or 
peritonitis  among  the  patients  served  by  these 
different  hospitals.  Commonly,  the  surgeon  waits 
for  the  pathology  report  before  writing  the 
final  diagnosis  on  the  clinical  record.  Therefore, 
we  felt  that  the  final  diagnoses  in  these  ap- 
pendectomy cases  would  probably  reflect  the 
pathologist’s  diagnoses,  particularly  with  refer- 
ence to  peritonitis  and,  to  some  extent,  micro- 
scopic perforation.  It  may  be  seen  that  the 
occurrence  of  “complicated”  appendicitis  varied 
from  6 percent  for  one  group  to  33  percent  in 
another  group.  This  we  strongly  suspected  was 
the  result  of  differences  in  terminology  and 
description  on  the  part  of  pathologists. 

This  assumption  would  be  valid,  of  course, 
only  if  the  surgeon  really  is  influenced  by  the 
tissue  report.  One  way  to  measure  this  was 
to  look  up  the  cases  reported  by  the  surgeons 
as  acute  appendicitis  in  which  the  pathologist 
reported  normal  tissue.  The  findings  are  shown 
in  Illustration  10.  This  is  more  striking  than 
the  preceding. 

In  only  three  hospitals  did  the  surgeons  take 
the  pathologists’  diagnosis  of  normal  tissue  as 
final,  and  report  cases  as  acute  appendicitis 
ONLY  when  the  tissue  was  reported  diseased. 
In  contrast,  note  that  in  three  hospitals,  1,  2, 
and  A,  30  pereent  or  more  of  the  appendectomies 
carried  a diagnosis  of  acute  appendicitis  in  the 
face  of  normal  tissue  reported  by  the  path- 
ologist. If  the  surgeon  were  entering  his  final 
diagnosis  on  the  basis  of  the  tissue,  such  cases 
should  carry  a diagnosis  of  some  other  path- 
ological condition,  or  right  lower  quadrant  pain 
of  undetermined  cause.  What  this  chart  then 
shows  us  is  that  the  pathologist  may  not  be  as 
influential  as  we  generally  believe. 

Here  again,  instead  of  answering  questions 
with  any  degree  of  finality,  we  have  opened 
up  several  new  ones  for  investigation,  since 
this  type  of  problem  will  yield  to  a direct 


frontal  attack. 

In  view  of  the  present  sensitivity  about  law- 
suits, workmen’s  compensation  and  insurance, 
one  expects  to  find  every  fracture  and  disloca- 
tion, and  most  sprains  and  concussions  x-rayed 
in  the  case  of  hospitalized  patients. 

As  can  be  seen  from  Illustration  11,  a sur- 
prising 12  percent  of  all  fractures  were  not 
x-rayed;  12.9  percent  of  dislocations,  and  21.1 
percent  of  head  injuries  (of  which  over  one- 
half  were  concussions)  were  not  x-rayed.  We 
believe  this  represents  an  indication  of  medical 
practice  and  cannot  be  explained  on  the  basis 
of  differences  in  patients. 

One  particular  area  of  medical  practice  in 
which  great  differences  in  philosophy  appear 
is  the  use  of  whole  blood  ti-ansfusions.  We  have 
looked  at  this  therapy  in  a number  of  medical 
and  surgical  conditions  for  a number  of  hos- 
pitals. A hospital  which  uses  a lot  of  blood  in 
deliveries  will  also  use  a lot  of  blood  in  medical 
conditions  and  in  various  types  of  surgery.  A 
hospital  which  uses  very  little  blood  in  one 
"PNEUMONIA"  PATIENTS  WITH  CHEST  X-RAY  I 
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6.  Comparison  of  per  cent  of  patients  with  acute  lower  respira- 
tory infections  (“pneumonia’*)  x-rayed  before  data  from  Illustra- 
tions 4 and  5 were  displayed  to  medical  staff  (January  1953 
through  June  1954)  and  after  (July  1954  through  June  1955). 
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will  use  little  blood  in  others. 

The  variation  actually  exhibited  can  be  seen 
in  Illustration  12  concerning  the  use  of  whole 
blood  in  patients  who  had  gall  bladder  surgery. 
You  will  note  that  the  range  is  from  no  patients 
receiving  blood  to  75  percent.  Although  this 
is  a fairly  small  group  of  cases,  I assure  you 
that  the  same  phenomenon  has  been  observed 
in  other  conditions  and  in  much  larger  series. 
The  reason  that  we  show  this  particular  figure 
is  that  these  gall  bladder  cases  were  “audited” 
by  the  medical  staffs  of  the  same  hospitals  in 
which  the  surgery  was  performed.  This  was  a 
portion  of  the  medical  audit  research  program 
in  which  we  are  collaborating  with  the  American 
College  of  Surgeons.  In  only  three  instances  in 
the  233  cases  was  the  use  of  blood  criticized. 
Apparently  each  medical  staff  is  firm  in  its 
beliefs  as  to  when  it  is  appropriate  to  use  blood. 

It  would  seem  that  here  is  an  area  in  which 
investigation  of  the  facts  could  help  establish 
a reasonably  rational  basis  for  the  use  of  blood, 
somewhere  between  the  philosophy  which  holds 
that  a blood  transfusion  is  an  extremely  hazard- 
ous procedure  to  be  used  only  as  a last  resort, 
and  that  which  regards  blood  as  the  modern-day 
successor  to  sulphur  and  molasses. 

In  addition  to  detecting  differences  in  medical 
terminology,  in  record  keeping,  in  hospital  ad- 
ministrative practices,  in  methods  of  collection 
of  data,  and  in  medical  practices  there  are 
other  things  which  can  be  turned  up  by  a 
statistical  approach. 

We  reeently  reviewed  the  treatment  of  young 
children  with  respiratory  infections.  Among 
other  things,  we  had  committees  of  the  medical 
staffs  of  the  participating  hospitals  record  the 
admitting  temperatures  of  the  infants.  There 
were  some  821  patients  involved  and  in  67  in- 
stances no  admitting  temperature  was  recorded 
at  all.  The  7.54  instances  in  which  there  was  a 
temperature  recorded  are  plotted  in  Illustration 
13.  There  are  some  interesting  things  about 
this  chart.  First,  far  more  temperatures  are  re' 
corded  on  full  degrees  than  are  recorded  for 
tenths  of  a degree.  Second,  and  more  interest- 
ing, note  that  there  is  a far  greater  preference 
for  even-numbered  degrees  than  there  is  for 
odd-numbered  degrees.  We  suspect  that  this  is 
evidence  that  nurses  and  nurses’  aides  ean’t  read 
thermometers.  For  the  comment  “who  cares?” 
we  believe  that  the  principle  of  being  faithful 
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8.  Proportion  of  tissue  reports  recording  pathological  versus 
clinical  indications  for  hysterectomy  for  9 pathologists,  July  1954 
through  June  1955  (1190  hysterectomies). 
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9.  Per  cent  of  primary  appendectomy  patients  with  a final  diag- 
nosis of  “complicated”  appendicitis  (witli  peritonitis  or  perforation) 
for  12  pathologists,  July  1954  through  June  1955. 
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in  a few  things  and  also  being  faithful  in  many 
applies.  We  would  like  to  have  our  help  as 
meticulous  in  reading  thermometers  as  in  meas- 
uring doses  of  insulin. 

As  to  the  medical  importance  of  a 2°  vs 
a 3°  fever,  we  agree  that  it  isn’t  very  important, 
once  the  fact  has  been  established  that  a 
temperature  elevation  exists.  The  error  probably 
doesn’t  influence  treatment  much  in  ranges 
above  100°.  But  if  the  question  to  be  determined 
by  taking  the  temperature  is  whether  or  not 
there  is  any  elevation,  so  that  we  are  reading 
in  the  range  of  approximately  98.6°,  a mistake 
of  one  degree  may  influence  our  care  of  the 
patient  considerably. 

For  the  past  two  years  one  of  the  items 
which  the  record  librarian  has  routinely  re- 
ported to  us  on  all  patients  is  the  admitting 
hemoglobin  of  each  patient.  Last  fall  we  tallied 
up  these  admitting  hemoglobins  and  found  that 
the  over-all  hemoglobin  average  for  all  hospitals 
remained  constant  within  0.2  Gm,  from  month 
to  month,  for  a six-month  period.  The  most 
constant  average  maintained  by  any  single  hos- 
pital showed  a 0.3  Gram  range.  At  the  other 
end  of  the  scale  was  a hospital  in  which  the 
range  between  highest  and  lowest  month  was 
1.6  Gram  in  the  six-months’  period.  These  are 
shown  in  Illustration  14. 

There  also  was  an  interesting  difference  in 
the  over-all  six-months’  average  hemoglobin  from 
hospital  to  hospital  as  found  in  Illustration  15. 
As  can  be  seen,  these  differences  are  not  artifacts 
produced  by  small  numbers.  Some  23,000  de- 
terminations went  into  the  total  study. 

In  the  cases  of  hospitals  showing  the  wide 
swings  of  hemoglobin  level  we  looked  a little 
more  closely  at  the  data.  In  hospital  5,  shown 
in  Illustration  16,  we  were  impressed  by  the 
jump  in  hemoglobin  level  which  occurred  in 
November.  When  we  asked  the  pathologist  about 
this  he  stated  that  this  was  the  time  at  which 
they  had  recalibrated  their  colorimeter. 

In  Hospital  16,  also  shown  in  Illustration  16, 
the  trend  was  in  the  other  direction,  a steadily 
decreasing  hemoglobin  level  from  the  initial 
14.2  Grams  down  to  about  12.8.  This  was  quite 
disturbing  to  the  medical  staff  who  had  con- 
siderable faith  in  their  laboratory,  and  so  it 
was  investigated  rather  carefully.  Here  it  was 
found  that  the  record  librarian  had  neglected 
to  supply  to  us  all  the  data  during  the  first 


two  months,  and  in  addition  she  had  through 
some  unknown  process  selected  primarily  pa- 
tients with  high  hemoglobin  levels  to  report 
during  the  same  period. 

In  both  of  these  instances  the  changes  in 
hemoglobin  did  not  represent  changes  in  the 
patient  population  of  the  hospital  or  their 
medical  conditions,  but  rather  problems  in  the 
laboratory  and  in  the  record  room. 

A common  initial  reaction  to  this  sort  of 
data  on  the  part  of  the  clinician  is  to  shrug 
it  off.  He  is  used  to  seeing  fluctuations  of  a 
Gram  or  more  reported  from  day  to  day  on 
individual  patients,  so  when  he  sees  that  an 
average  for  one  hospital  is  2.0  Grams  higher 
than  an  average  for  another  hospital,  he  is  not 
immediately  impressed  with  any  practical  value 
of  the  information.  Such  information,  however, 
is  of  real  importance. 


Robert  G.  Hoffmann,  Ph.D.,  our  statistician, 
while  working  on  his  doetorate  on  control  chart 


10.  Per  cent  of  primary  appendectomy  patients  with  a final 
diagnosis  of  acute  appendicitis  for  whom  a normal  tissue  was 
reported  by  hospital,  for  19  general  hospitals,  July  1954  through 
June  1955. 
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2,799  hospitalized  trauma  patients  in  general  hospitals,  1955. 
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metliods  in  clinical  laboratories,  studied  two  hos- 
pitals literally  across  the  street  from  each  other, 


PERCENT  OF  GALL-BLADDER 
PATIENTS  TRANSFUSED -12  HOSPITALS 
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12.  Per  cent  of  gall  bladder  patients  transfused,  by  hospital, 
for  12  general  hospitals,  1954. 


RESPIRATORY  DISEASES  IN  CHILDREN 
TEMPERATURES  OF  PATIENTS 


13.  Frequency  distribution  of  admitting  temperatures  of  754 
children  hospitalized  with  acute  respiratory  infections  as  reported 
from  11  general  hospitals,  July  through  December  1954. 
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14.  Highest  and  lowest  monthly  averages  of  admission  hemo- 
globins for  2 general  hospitals,  July  through  December  1954. 


taking  care  of  the  same  community’s  patients, 
and  staffed  by  the  same  physicians.  Illustration 
17  presents  the  data  from  these  two  hospitals. 

In  Hospital  A the  initial  hemoglobin  average 
was  11.1  Grams,  whereas,  in  Hospital  B across 
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15.  Six'inonths’  averages  of  admission  hemoglobin  levels  for 
hospitals  showing  highest  and  lowest  overall  averages  for  the 
period  July  through  December  1954. 


AVERAGE  ADMISSION 
HEMOGLOBIN  LEVELS  - 1954 


16.  Monthly  averages  of  admission  hemoglobins  lor  2 general 
hospitals  as  compared  with  monthly  averages  for  all  hospitals, 
July  through  December  1954. 
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the  street,  at  the  same  time  the  average  was 
13.3  Grams.  When  this  fact  came  to  light,  an 
investigation  was  made  and  the  instruments 
were  re-standardized.  In  Hospital  A,  the  post- 
standardization average  was  14.9  Grams,  where- 
as in  Hospital  B,  it  was  12.8  Grams.  After  the 
re-standardization  the  laboratory  may  not  have 
given  absolutely  precise  hemoglobin  reports 
either,  but  the  point  of  presenting  this  data 
is  found  in  the  final  column.  During  the  period 
before  re-standardization  of  the  equipment,  in 
Hospital  A an  average  of  5.2  patients  per  day 
received  blood  transfusions.  After  re-standardi- 
zation an  average  of  2.4  patients  per  day  re- 
ceived blood  transfusions.  Multiplied  out,  this 
means  that  in  the  course  of  a year,  approxi- 
mately 1,000  fewer  patients  received  blood  trans- 
fusions when  the  hemoglobin  determination  had 
been  re-standardized  to  give  every  patient  ap- 
proximately 3.8  Grams  more  of  hemoglobin. 

Here,  as  in  the  illustration  with  the  tempera- 
ture readings,  the  importance  of  the  error  is 
not  felt  in  the  definitely  abnormal  range.  The 
error  is  of  serious  import  when  it  occurs  at 
or  near  the  critical  point  which  the  physician 
has  selected  as  determining  his  course  of  action. 
In  the  temperature  reading,  the  questions  is 
“Has  the  patient  a fever?”  In  the  hemoglobin 
reading,  the  question  may  be  “Does  the  patient 
need  a transfusion?”  Here,  the  error  is  one 
which  automatically  and  secretly  adds  to  or  sub- 
tracts from  the  true  hemoglobin  level  of  every 
patient  an  error  in  the  amount  of  the  deviation 
from  the  standard. 

In  a chemical  titration,  one  or  two  drops 
are  not  very  important  except  at  the  end-point. 

Some  tangible  changes  seem  to  have  occurred 
in  the  three-year  period  the  program  has  been 
under  way.  There  have  been  some  improvements 
in  nomenclature  in  the  participating  hospitals. 
In  most  instances  medical  records  contain  more 
information  than  they  did  three  years  ago. 
Records  are  being  completed  more  rapidly  be- 
cause the  staffs  want  to  get  information  back. 
Some  standardization  of  medical  record  room 
procedures  and  functions  has  resulted.  Hospitals 
have  had  facts  to  use  in  planning  their  facilities. 
A number  of  medical  staffs  have  used  statistical 
studies  incorporating  their  own  data  as  the 
bases  for  medical  staff  discussion.  Finally,  it 
appears  that  there  have  been  some  changes  in 
medical  practice. 


The  fact  that  this  program  is  aimed  at  pro- 
viding help  for  physicians  has  secured  for  it 
the  interest  and  support  of  the  American  Gol- 
lege  of  Physicians,  American  Gollege  of  Sur- 
geons, and  American  Hospital  Association  which 
have  joined  with  the  original  sponsor  of  the 
program,  the  Southwestern  Michigan  Hospital 
Gouncil  in  forming  a non-profit  corporation  of 
national  scope  to  furnish  medical  and  hospital 
statistical  services,  and  also  to  continue  research 
in  methods  and  with  the  data.  The  program 
which  started  in  1953  with  15  hospitals  dis- 
charging 50,000  patients  per  year  now  serves 
32  hospitals  discharging  225,000  patients  per 
year.*  It  should  be  self-supporting  when  it 
grows  to  approximately  four  times  its  present 
volume.  For  interim  support,  a fourth  grant 
has  been  obtained  from  the  W.  K.  Kellogg 
Foundation. 

So  far,  the  work  has  been  at  a rather  ele- 
mentary level,  and  a good  deal  of  attention 
has  naturally  been  devoted  to  procedure  and 
detail.  As  these  hurdles  are  passed  we  expect 
to  increase  the  amount  of  medically  useful  in- 
formation available.  Data  such  as  I have  de- 
scribed today  usually  raise  questions  more  fre- 
quently than  they  furnish  answers,  but  the 
stage  has  been  set  for  further  investigations, 
and  a mechanism  for  facilitating  such  studies 
has  been  set  up  in  the  data  processing  and 
statistical  organization. 

Conclusions: 

1.  Medical  and  hospital  statistics  can  be  use- 
ful. 

2.  A data  processing  and  statistical  center 
serving  a number  of  hospitals  is  practical.  Medi- 
cal record  room  procedures  and  statistical  data 
are  standardized,  permitting  comparisons,  which 
are  in  turn  possible  because  the  data  is  fed  into 
a central  point  where  it  can  be  analyzed. 

3.  In  addition,  there  is  usually  an  actual 
reduction  in  the  cost  of  operating  the  medical 
record  room  of  the  hospital  over  and  above 
the  amount  the  hospital  must  pay  for  the  services. 

4.  Another  avenue  of  research  is  becoming 
more  widely  practicable:  that  of  statistical  anal- 
ysis of  the  wealth  of  clinical  information  in 
hospital  charts.  Facts,  the  laboratory  approach, 
may  further  displace  armchair  sneculation  and 
impressions.  (ED.  NOTE:  SEE  PAGE  205.) 

*As  of  December  1956,  the  Prof^ssinn^il  Activity  Stiidv  serves  50 
hospitals  in  13  states  with  386,000  patients  discharged  per 
year. 
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^^/^Jmnocoirtical  ^ failure  ^ ^ollowingi 
<j(^ong[-  ^<J  erm  *^ieroiJ  lierap^  * 

Joseph  N.  Plumer,  M.D.®®  and  Richard  S.  Armstrong, 
Tucson,  Arizona 


N THE  few  years  that  the  corticosteroids  have 
been  available  to  clinical  medicine,  many  re- 
ports of  the  successes  in  various  diseases  have 
appeared.  However,  reports  of  failures  with 
the  use  of  these  drugs  are  infrequent.  Only 
lately  have  more  voices  been  heard  advising  the 
medical  profession  that  these  medications  are 
not  miracle  drugs,  but  are  to  be  considered  as 
possibly  lethal  drugs  and  certainly  not  in- 
nocuous in  their  side-reactions. (1) 

Following  are  three  cases  which  illustrate  the 
point  that  these  drugs  may  produce  death  be- 
cause of  iatrogenic  adrenocortical  failure. 

CASE  NO.  1 (R29  909):  This  case  was  re- 
ported by  Preuss,  Fraser,  and  Bigford  in  the 
Journal  of  American  Medical  Association  of 
August  23,  1952.(2)  He  was  a 34-year-old  white 
male.  Onset  of  rheumatoid  arthritis  was  in  1943 
with  deformity  of  multiple  joints.  He  was  started 
on  Cortisone  in  November,  1950,  and  maintained 
on  50-mg.  dosage  daily.  The  patient  was  re- 
admitted to  the  hospital  on  June  12,  1951,  for 
cup  arthroplasty  of  the  right  hip.  For  reasons 
not  shown  on  the  chart.  Cortisone  was  dis- 
continued when  patient  was  admitted  to  the 
Surgical  Service.  On  June  14,  1951,  a cup  arthro- 
plasty of  the  right  hip  was  performed  by  the 
Orthopedic  Consultant.  The  surgical  procedure 
itself  was  done  easily;  however,  when  the  second 
transfusion  during  the  operation  was  started, 
the  patient  developed  shaking  chills  and  the 
transfusion  was  stopped.  Blood  pressure  re- 
mained good  and  on  return  to  his  bed  the 
blood  pressure  was  110/70  mms.  of  Hg.  How- 
ever, shortly  thereafter  the  blood  pressure  be- 
gan to  drop.  The  skin  was  dry,  warm,  and  some- 
what cyanotic.  Temperature  rose  to  102°  F. 
a.xillary.  Patient  was  given  Epinephrin,  adrenal 
cortical  extract,  plasma,  and  whole  blood.  Pa- 
tient never  regained  consciousness  and  died  one 
hour  and  twenty  minutes  after  being  returned 
from  the  operating  room. 

^Presented  at  A.C.P.  Arizona  Regional  Meeting,  Febniarv  4, 
1956. 

®®Chief  of  medical  Service,  Veterans  Administration  Hospital, 
Tucson,  Arizona. 

“Chief  of  Laboratory  Service,  Veterans  Administration  Hospital, 
Tucson,  Arizona. 


PERTINENT  AUTOPSY  FINDINGS 

1.  Adrenal  Glands:  (Figure  No.  1 — Gross 
Appearance  4X)  Grossly  cortex  was  less  than 
1 mm.  thick.  Microscopically  there  was  marked 
atrophy  of  all  layers  of  the  cortex  with  markedly 
increased  vacuolation  of  cortical  cells.  (Figure 
No.  2) 

2.  Pituitary  Gland:  Grossly  and  miscroscop- 
ically  unremarkable. 

3.  Hemorrhage  of  recent  origin  grossly  ob- 
served in  lungs,  peripancreatic  tissues,  suben- 
docardium, and  subarachnoid  and  white  matter 
of  brain. 

4.  Vascular  System:  Fibrinoid  necrosis,  small 
arteries  and  arterioles,  seen  microscopically. 

5.  Rheumatoid  disease  with  generalized  ar- 
thritis, mitral  valvulitis 

Gause  of  death  was  felt  by  the  pathologist 
to  be  acute  adrenal  insufficiency.  The  surgeons 
attributed  the  death  clinically  to  fat  embolism. 

GASE  NO.  2 (R  30  242)  was  a 65-year-old 
white  male.  Onset  of  rheumatoid  arthritis  in- 
volving multiple  joints  was  in  September,  1950. 
In  March  and  April,  1951,  patient  had  several 
courses  of  Gortisone  therapy  with  some  relief 
of  symptoms,  but  relapsed  each  time  when 
the  drug  was  stopped.  On  July  20,  1951,  he 
was  again  started  on  Gortisone  in  dosages  vary- 
ing from  37.5  to  75  mg.  daily.  He  was  admitted 
to  our  hospital  on  August  7,  1951,  and  remained 
on  this  therapy.  He  also  received  occasional 
three-day  courses  of  intravenous  Gorticotropin 
(AGTH)  therapy.  The  last  series  of  this  given 
was  from  December  4 to  6,  1952,  inclusive. 
He  also  reeeived  several  blood  transfusions 
and  various  antibiotics  for  an  infection  of  the 
right  shoulder.  Two  weeks  prior  to  his  death 
he  developed  a febrile  episode  which  was  felt 
to  be  due  to  a kidney  infection.  The  response 
to  Penicillin  was  good.  However,  the  day  before 
his  death  the  fever  again  returned,  the  patient 
lapsed  into  coma,  the  fever  rose  to  108°  F.,  and 
death  followed  on  July  4,  1953. 
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PERTINENT  AUTOPSY  FINDINGS 

1.  Adrenal  Glands:  Grossly  these  were  di- 
minished in  size  with  very  thin  pale  cortiees, 
(Figure  No.  3).  Microscopically,  there  were  tu- 
bule formation  and  atrophy  of  cortical  cells.  Fat 
stains  revealed  moderately  good  lipoid  content 
(Figure  No.  4). 

2.  Pituitary  Gland:  No  remarkable  changes. 

3.  Lungs:  Grossly  a hemorrhagic  moist  cut 
service  was  seen.  Microscopically  there  were 
pulmonary  edema  and  intra-alveolar  hemor- 
rhage. 

4.  Heart:  Grossly  there  was  marked  myo- 
cardial hypertrophy  of  left  ventricle  and  micro- 
scopically foci  of  myocardial  scarring  and  coro- 
nary arteriosclerosis. 

5.  Kidneys:  Gross  and  miscroscopic  changes 
of  arterial  and  arteriolonephrosclerosis  were 
present. 

6.  Rheumatoid  disease  with  generalized  ar- 
thritis. 

Pathologically  there  was  insufficient  evidence 
for  a definitive  cause  of  death  or  cause  of  the 
hyperthermia.  Major  pathologic  diagnoses  were 
hypertensive  cardiovascular  disease,  pulmonary 
edema,  and  arterial  and  arteriolonephrosclerosis 
and  partial  atrophy  of  adrenal  glands.  Glinical 
diagnoses  of  lobar  pneumonia,  rheumatoid  ar- 
thritis, arteriosclerotic  cardiovascular-renal  dis" 
ease  were  made. 

GASE  NO.  3 (R  39  561)  was  a 40-year-old 
white  male,  who  was  readmitted  to  our  hospital 
on  October  4,  1955.  Onset  of  rheumatoid  ar- 
thritis of  multiple  joints  was  in  1943.  Ghronic 
pyelonephritis  was  found  in  1953.  He  had  been 
bedridden  since  1948.  Patient  had  been  taking 
Gortisone  since  early  1950,  being  maintained 
on  50  mg.  daily  as  prescribed  by  his  physician. 
He  had  received  Gorticotropin  also  at  intervals, 
but  the  last  few  injections  of  this  during  the 
summer  of  1955  failed  to  give  the  patient  the 
“lift”  he  had  experienced  in  the  past  from  Gorti- 
cotropin. Butazolidin  therapy  also  had  been 
tried.  Patient  developed  an  acute  laryngitis  on 
August  27,  1955,  which  responded  to  Erythro- 
mycin therapy.  On  October  2,  1955,  he  again 
developed  a sore  throat  and  hoarseness,  for 
which  he  received  Erythomycin  therapy.  He  was 


Figure  2 — Case  1 X200. 


Figure  3 — Case  2. 
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admitted  to  the  hospital  on  October  4,  1955,  in 
coma  and  with  a temperature  of  104°  F.  Treat- 
ment with  multiple  antibiotics  and  oxygen  failed, 
and  patient  expired  on  the  morning  of  October 
5,  1955. 

PERTINENT  AUTOPSY  FINDINGS 

General  examination  — “Moon”  facies  and 
peripheral  edema. 

1.  Adrenal  Glands:  Grossly  were  approximate- 
ly 1/5  normal  size  with  a less  than  1 mm.  thick, 
pale  yellow  cortex  (Figure  No.  5).  Microscop- 
ically cortices  showed  marked  atrophy  (Figure 
No.  6).  Fat  stains  showed  moderately  good 
lipoid  content. 

2.  Pituitary  Gland:  Grossly  unremarkable,  but 
microscopically  showed  increased  basophils 
with  reticulization,  degranulization,  and  hyalini- 
zation  alterations  of  these  cells. 

3.  Musculoskeletal:  Osteoporosis  of  all  bones, 
rheumatoid  arthritis,  grossly  and  microscopically. 

4.  Heart:  Grossly  and  miscroscopically, 

changes,  of  slight  myocardial  hypertrophy, 
sclerosis  and  chronic  carditis  of  aortic  and 
mitral  valves,  and  focal  fibrosis  of  myocardium. 

5.  Respiratory  Tract:  Gross  changes  of  hyper- 
emia and  exudation  of  trachea  and  bronchi, 
and  patchy  dry  granular  peribronchial  consoli- 
dations in  the  lungs.  Microscopically,  the 
changes  were  of  acute  catarrhal  inflammation 
in  the  trachea  and  bronchi  and  acute  bron- 
chopneumonia. 

6.  Kidneys:  Grossly  kidneys  were  small  and 
scarred.  Microscopically  there  was  a marked 
chronic  pyelonephritis. 

7.  Vascular:  Microscopically  there  were 

changes  of  arteriosclerosis,  fibrinoid  changes 
with  slight  chronic  inflammatory  infiltrate  in 
wall  and  perivascular  tissues  of  small  arteries 
and  arterioles. 

Major  pathologic  diagnoses  were: 

1.  Rheumatoid  disease  with  severe  general- 
ized arthritis,  aortic  and  mitral  carditis,  and 
myocardial  fibrosis. 

2.  Acute  tracheobronchitis. 

3.  Focal  acute  bronchopneumonia. 

4.  Ghronic  pyelonephritis. 

5.  Adrenal  atrophy. 


Figure  4 — Case  2 X200. 


Figure  5 — Case  3. 


Figure  6 — Case  3 X200. 
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6.  Anatomic  changes  consistent  with  adrenal 
corticoid  therapy. 

The  clinical  diagnosis  of  the  cause  of  death 
was  adrenocortical  failure  due  to  prolonged 
Cortisone  therapy  for  rheumatoid  arthritis.  Con- 
tributory causes  were  acute  tracheobronchitis, 
focal  bronchopneumonia,  chronic  pyelonephritis, 
arteriosclerosis  generalized,  and  arteriolonephro- 
sclerosis. 

DISCUSSION 

The  first  case  shows  that  major  surgery  per- 
formed on  a patient  receiving  Cortisone  cannot 
be  done  safely  without  first  priming  the  patient 
with  Cortisone  lest  irreversible  shock  due  to 
adrenocortical  failure  may  result.  This  point,  we 
believe,  has  been  adequately  pointed  out  since 
the  early  days  of  Cortisone  therapy,  and  sur- 
geons now  take  the  necessary  precautions. 
However,  we  feel  it  is  urgent  to  point  out  that 
low  adrenocortical  function  may  be  present 
many  months  following  cessation  of  corticos- 
teroid therapy.  Patients  giving  a history  of  use 
of  these  drougs  should  have  a Thorn  test 
done  preoperatively  or,  if  in  case  of  emergency 
surgery  where  time  for  the  test  is  lacking,  then 
priming  with  corticosteroid  therapy  should  be 
done. 

The  second  case  presented  the  problem  of 
the  patient  who  had  been  on  lengthly  Cortisone 
therapy  and  developed  an  apparently  mild  in- 
fection. Coma  and  hyperthermia  were  terminal 
events.  The  physician  is  perplexed  at  the  cause 
of  death.  Autopsy  revealed  that  the  adrenal 
cortices  were  atrophied.  This  fact  was  not  ap- 
preciated at  the  time  in  1953. 

The  third  case  is  one  in  which,  because  of 
the  patient’s  reluctance  to  discontinue  Cortisone, 
he  is  allowed  to  remain  on  the  medication.  In 
spite  of  moon-facing,  increasing  osteoporosis. 


and  lack  of  response  to  Corticotropin,  the  Cor- 
tisone was  still  continued.  A relatively  mild  in- 
fection again  produced  the  picture  of  coma, 
hyperthermia,  and  death  in  1955. 

By  reviewing  the  two  latter  cases,  the  similar- 
ity of  type  of  death  was  revealed. 

It  is  felt  that  probably  intravenous  Hydro- 
cortisone therapy  in  similar  cases  in  the  future 
might  be  of  value  in  preventing  the  imminent 
death  from  occurring.  Following  recovery  of  the 
patient,  then  steps  to  stimulate  the  adrenal 
cortex  may  be  tried.  This,  of  course,  precludes 
the  use  of  any  further  Cortisone-type  therapy. 

The  problem  presented  is  more  than  of  aca- 
demic interest  to  us  in  Arizona.  Because  of 
our  climate,  the  patients  who  suffer  from  dis- 
eases for  which  the  corticosteroids  are  used  in 
treatment  are  in  large  numbers  among  our 
permanent  and  tourist  population.  A great  many 
of  them  have  had  or  are  at  present  on  this 
type  of  therapy.  We  believe  the  problem  of 
adrenocortical  failure  is  a more  frequent  one 
than  is  being  reported  or  recognized. 

SUMMABY 

1.  Three  cases  of  adrenocortical  failure  fol- 
lowed prolonged  use  of  steroid  therapy  have 
been  described. 

2.  In  cases  having  had  prolonged  steroid 
therapy  and  developing  hyperthermia,  shock,  and 
coma,  adrenocortical  failure  should  strongly  be 
suspected  and  energetically  treated. 

3.  It  is  felt  that  the  problem  is  a more  pre- 
valent one  than  is  being  recognized. 
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EDITOR'S  NOTE 

(See  Page  201) 

The  facilities  of  the  Commission  on  Professional  and 
Hospital  Activities,  Inc.  may  be  offered  to  additional 
hospitals.  Hospitals  may  enter  this  service,  acquiring  it 
at  any  time.  The  only  requirement  is  that  they  be  listed 
by  the  American  Hospital  Association  and  present  resolu- 
tions from  their  boards  of  trustees  and  medical  staffs 
supporting  participation  in  this  program.  Applications 


should  be  sent  directly  to  Dr.  Vergil  N.  Slee,  Director, 
Commission  on  Professional  and  Hospital  Activities,  Inc., 
First  National  Building,  Ann  Arbor,  Michigan.  A charge 
of  twenty-five  cents  for  each  patient  discharged  is  made 
to  the  participating  hospital.  This  fee  partially  offsets 
the  cost,  the  remainder  being  borne  by  a grant  from  the 
W.  K.  Kellogg  Foundation.  Most  hospitals  find  that  the 
handwork  eliminated  in  the  record  room  in  preparation 
of  monthly  statistical  reports  and  medical  record  room 
indexing  more  than  offsets  the  twenty-five  cent  charge. 
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icine 


By  Harold  D.  Palmer,  M.D. 
Springfield,  Illinois 


HROMATOGRAPHY  is  a name  given  to 
a wide  field  of  procedures  which  have  two 
things  in  common,  namely(l)  inducing  the  mi- 
gration of  substances  in  liquids  under  specified 
conditions  and(2)  rendering  of  the  migration 
visible  by  coloring  or  staining  the  substances 
which  have  migrated.  When  the  migration  oc- 
curs in  an  electric  field  it  is  called  electrophore- 
sis. Other  methods  depend  upon  the  use  of 
two  solvents  or  of  one  solvent  and  one  solid 
without  electricity.  All  of  these  methods  are 
included  under  the  general  name  of  chroma- 
tography. But  the  methods  whi':'h  use  paper 
but  do  not  use  electricity  have  come  to  be 
known  under  the  term  “Paper  chromatography” 
while  “Paper  or  zone  electrophoresis”  is  used 
to  designate  the  chromatographic  method  in 
which  the  migration  of  the  charged  molecules 
takes  place  on  filter  paper  in  an  electric  field. 
Electrophoresis  is  used  largely  for  protein 
analyses,  paper  chromatography  largely  for  non- 
protein constituents. 

Paper  chromatography  is  now  used  in  wide 
areas  of  application.  In  research  it  has  become 
very  useful  and  oft  times  a labor  saving  method. 
With  it,  the  constituents  of  diseased  tissues 
both  in  the  living  individual  and  in  excised 
tissues  can  be  studied  more  or  less  directly.(l) 
And,  the  constituents  of  chemical  mixtures  may 
be  segregated  into  large  classes,  such  as  amino 
acids,  nucleic  acid  derivatives  and  hormones. 
This  is  a tremendous  short-cut  over  older  meth- 
ods. The  method  has  been  extended  to  include 
differentiation  of  metabolic  patterns  in  body 
fluids  and  tissues.  By  using  the  method  in  con- 
junction with  radio-active  tagging  the  metabolic 
point  of  action  of  certain  agents  such  as  some 
of  the  anti-metabolite  drugs  has  been  made 
apparent.  The  globulin  to  which  iodine  be- 
comes bound  and  the  method  of  transport  of 
other  metals  has  been  identified. 


In  the  practical  field,  paper  chromatography 
of  the  non-electrophoresis  type  is  now  used  in 
crime  laboratories  for  the  prompt  and  con- 
clusive identification  of  drugs  and  chemicals, 
— an  example  is  a recent  paper  titled  “De" 
scending  Chromatographic  Behavior  and  Dif- 
ferentiation of  some  Antihistaminics  and  Alka- 
lods.”(2)  These  authors  were  able  to  demon- 
strate that  morphine  and  other  narcotics  as 
well  as  the  antihistaminic  agents  with  which 
they  are  frequently  combined  when  used  by 
addicts  can  be  accurately  and  quickly  identified 
by  a chromatographic  method  which  they  de- 
scribe. Again,  this  method  is  a great  time  and 
labor  saver. 

In  the  clinical  laboratory  the  procedure  has 
been  most  commonly  used  in  the  separation 
and  identification  of  urinary  sugars.  It  is  well 
known  that  there  is  no  chemical  method  which 
separates  certain  sugars  — because  of  inter- 
ferring  substances  in  urine  — with  complete 
assurance  of  definitive  results.  The  chemical 
methods  are  also  cumbersome  and  difficult. 
Paper  chromatography,  on  the  other  hand,  in 
the  words  of  Doctor  Fales,  is  an  “exquisite” 
method  for  identification  of  sugars  and  yields 
“unequovical  results.”(3) 

In  the  clinical  laboratory  paper  or  zone  elec- 
trophoresis has  largely  supplanted  the  use  of 
the  Tiselius  apparatus.  There  are  several  com- 
pelling reasons  for  this  among  which  are  the 
simplicity  of  apparatus  and  the  yield  of  a per- 
manent record  available  for  subsequent  study. 
Starch  and  agar  plates  are  also  used  as  solid 
media  in  electrophoresis  and  these  materials 
have  some  advantages  for  special  procedures, 
but  are  not  clinical  laboratory  methods  of  wide 
application. 

PRACTICAL  USES  OF  PAPER 
ELECTROPHORESIS 


Chromatographic  methods  are  not  new,  in 
fact,  separation  of  toxin  and  antitoxin  was 
carried  out  in  a U-tube  filled  with  agar  gel 
50  years  ago  but  its  use  was  not  revived  or 
developed  until  1949  when  interest  in  this  whole 
group  of  physical-chemical  methods  was  re- 
established. 


Probably  its  most  common  use  is  its  appli- 
cation in  the  partition  of  the  serum  proteins. 
The  separation  of  the  serum  proteins  into  al- 
bumin, alphai,  alpha2,  beta  and  gamma  globu- 
lins is  accomplished  by  the  procedure  and  the 
result  is  a paper  strip  on  which  the  fractions 
are  separated  and  can  be  stained.  The  relative 
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amounts  of  the  various  proteins  can  be  ac- 
curately calculated,  after  staining,  by  the  use 
of  a densitometer  and  integrator  or  by  cutting 
the  strips  into  segments  containing  the  individ- 
ual fractions,  elutriating  the  dye  and  determin- 
ing the  concentration  colorimetrically.  Then, 
after  performing  a total  protein  on  the  serum 
by  the  biuret  method  one  can  calculate  from 
the  results  obtained  from  analysis  of  the  strip 
the  percentage  quantities  of  the  various  frac- 
tions contained  in  the  total.  Electrophoresis  is 
a more  accurate  method  of  quantitation  and 
determination  of  the  A/G  ratio  than  the  usual 
salting  methods  used  in  the  clinical  chemical 
laboratory. 

In  the  partition  of  serum  proteins  paper  elec- 
trophoresis detects  dysproteinemia  (abnormal 
amounts  of  proteins  normally  present)  and 
paraproteinemia  (presence  of  an  abnormal  pro- 
tein). Since  its  use  has  become  more  common, 
cases  of  paraproteinemia  are  being  reported  in 
increasing  numbers. 

The  methods  may  be  helpful  in  demonstrating 
hypogammaglobulinemia,  in  the  study  of  cer- 
tain renal  diseases,  certain  hematologic  dis- 
orders, xanthomatosis  and  in  idiopathic  dys- 
proteinemia. 

Agammaglobulinemia  occurs  in  three  groups 
of  cases. (4)  Group  I is  physiological  hypogam- 
maglobulinemia. It  occurs  at  ages  4 to  12  weeks 
in  all  babies  and  is  based  on  the  fact  that 
gamma  globulin  has  a half  life  of  about  20 
days.  By  age  4 weeks  catabolism  has  carried 
the  concentration  of  gamma  globulin  given  to 
the  baby  by  the  mother  to  a level  below  adult 
normals  before  synthesis  of  gamma  globulin 
by  the  baby  has  caught  up.  At  12  weeks  of 
age,  synthesis  is  usually  in  advance  of  catabolism 
so  that  the  level  of  gamma  globulin  begins 
to  build  up.  Group  II  is  made  up  of  cases  of 
congenital  and  adult  agammaglobulinemia  and 
in  this  group  the  low  level  is  on  the  basis  of 
failure  of  synthesis  of  gamma  globulin  which  in 
turn  is  apparently  on  the  basis  of  absence  of 
the  specific  cellular  elements  responsible  for 
the  synthesis  of  gamma  globulin,  namely  the 
plasma  cells.  The  congenital  form  seems  to  be 
on  a sex  linked  hereditary  basis  — boys  are 
affected.  The  typical  history  begins  at  or  after 
six  months  of  age  with  pyodermia  and  respira- 
tory tract  infections  and  progresses  with  re- 
peated infections  throughout  childhood;  the  of- 


fending organism  is  often  the  pneumococcus. 
One  reported  case  suffered  from  infection 
caused  by  10  different  types  of  pneumococcus 
at  different  times.  0.1  gm.  of  gamma  globulin/kg 
of  body  weight  given  monthly  will  usually 
keep  the  gamma  globulin  above  150  mg.%  and 
prevent  infections.  The  adult  cases  occur  in 
both  males  and  females  and  whether  or  not 
they  are  congenital  or  acquired  is  yet  to  be 
determined.  The  third  group  consists  of  those 
cases  which  develop  hypogammaglobulinemia 
on  the  basis  of  failure  of  synthesis  caused  by 
organic  diseases.  These  usually  do  not  reach  the 
low  levels  of  the  agammaglobulinemia  cases. 

Nephrosis  gives  a very  characteristic  electro- 
phoretic pattern  of  plasma  proteins,  the  alpha 
and  beta  globulins  are  high,  the  albumin  and 
gamma  globulins  low.  The  urine  of  nephrotics 
yields  an  electrophoretic  curve  which  is  almost 
like  that  of  normal  serum.  After  steroid  therapy, 
the  changes  tend  to  reverse.  It  is  interesting  that 
both  nephrotics  and  children  with  agamma- 
globulinemia are  susceptible  to  pneumococcus 
infections  — both  have  low  gamma  globulin. 
Idiopathic  dysproteinemia  has  been  observed 
by  several  workers  in  which  there  is  temporary 
or  transient  hypoproteinemia  without  protein- 
uria.(5)  Electrophresis  shows  decreased  albumin 
and  gamma  globulin  with  some  elevation  of  the 
alpha  globulins.  These  changes  have  spon- 
taneously reverted  to  normal  after  10  to  12 
weeks. 

In  disseminated  lupus  erythematosis  the 
specific  protein  (LE)  has  been  located  in  the 
gamma  globulins.  Electrophoresis  often  yields  a 
high  gamma  globulin  level  in  this  disease  but 
this  is  no  more  than  of  supportive  importance 
in  diagnosis. 

In  the  diagnosis  of  multiple  myeloma  the 
method  has  a definite  place;  in  a high  percent- 
age of  cases  it  yields  a high  peak  which  is 
located  with  the  beta  or  gamma  globulins. 
The  paraproteinemia  of  this  disease  is  often 
first  suggested  in  the  laboratory  by  the  tendency 
of  the  blood  to  form  rouleaux.  Because  of  this 
fact,  it  is  well  to  suspect  that  something  is 
wrong  with  the  plasma  proteins  whenever  the 
rouleaux  phenomenon  is  seen,  and  to  carry  out 
paper  electrophoresis  on  the  serum.  This  pro- 
cedure gives  definitive  results. 

Gases  of  acquired  hemolytic  anemia  often 
give  gamma  globulin  levels  on  the  high  side. 
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This  type  of  change  is  non-specific  and  is  of 
supportive  significance  only. 

In  the  congenital  forms  of  hemolytic  anemia, 
however,  the  method  has  one  of  its  greatest 
areas  of  usefulness.  Here,  hemoglobin,  not  serum 
electrophoresis  is  carried  out.  The  following 
hemoglobins  may  be  identified  and,  in  conjunc- 
tion with  chemical  tests,  the  relative  proportions 
in  any  individual  blood  specimen  determined: 
Adult  (A),  fetal  (F),  C,  D,  E,  and  S.  This  group 
of  anemias,  formerly  thought  of  as  diseases  of 
the  red  corpuscle  stroma,  are  now  known,  as 
a result  of  both  chemical  and  electrophoretic 
methods  of  research,  to  be  due  to  the  presence 
of  one  or  more  of  these  abnormal  hemoglobins 
in  the  red  blood  cell.  The  electrophoretic  method 
has  made  the  detection  of  abnormal  hemoglobins 
relatively  simple. 

The  method,  with  refinement,  may  become 
useful  in  certain  types  of  hemorrhagic  dis- 
orders. The  hemophilic  factor,  PTC,  PTA,  the 
labile  and  stable  factors,  prothrombin  and  fi- 
brinogen are  all  serum  proteins.  The  method, 
now,  is  used  largely  in  the  research  field  so 
far  as  the  hemorrhagie  diseases  are  concerned. 
But,  there  is  at  least  one  hemorrhagie  disorder- 
in  which  the  method  is  currently  helpful.  This 
disease  is  characterized  by  hemorrhagic  dia- 
thesis, increased  capillary  fragility  and  specific 
paraproteinemia  (hypergammaglobulinemia). (6) 
It  shoidd  be  kept  in  mind  when  observing  pa- 
tients with  obscure  vascular  purpuras.  The  pa- 
tients have  a presenting  complaint  of  purpura 
and  electrophoresis  reveals  a hypergamma- 
globulinemia. 

The  lipoproteins  are  contained  largely  in  the 
alpha  and  beta  globulins;  about  75%  of  the 
total  lipid  and  60%  of  the  phospholipid  is 
contained  in  the  beta  fraction.  The  beta  frac- 
tion is  elevated  in  the  nephrotic  syndrome,  idio- 
pathic lipemia,  uncontrolled  diabetes  and  in 
obstructive  jaundice.  The  alpha  globulins  often 
vary  inversely  with  albumin  so  that  in  acute 
febrile  disease,  cirrhosis,  malnutrition  and  the 
nephrotic  syndrome,  while  the  albumin  is  low 
the  alpha  globulins  are  usually  elevated.  A 
technic  employing  paper  electrophoresis  to  give 
an  estimate  of  the  total  and  phospholipid  distri- 
bution has  been  described.  In  addition  to  the 
usual  dyes  for  the  protein  fractions,  sudan  black 
B dye  is  employed  in  this  method  to  stain  the 
lipoproteins. (7) 


Primary  familial  xanthomatosis  has  regularly 
given  a marked  increase  in  the  beta  globulin 
fraction  as  measured  by  paper  electrophoresis. 

Now  something  about  reliability  and  repro- 
ducibility of  results  of  paper  electrophoresis. 
Its  development  and  use  is  moving  so  fast  that 
statements  concerning  its  evaluation  made  in 
1953  and  1954  are  no  longer  valid.  There  is  no 
reason  to  compare  it  with  chemical  fractiona- 
tion. Each  has  its  place.  Chemical  fractionation 
is  complicated  and  difficult  and  can  hardly  be 
expected  to  become  a procedure  of  routine 
availability.  The  term,  chemical  fractionation, 
sounds  like  something  final  and  conclusive,  but 
there  are  shortcomings  even  to  these  methods. 
Doctor  Ben  Fisher(8)  of  the  Department  of 
Hematologic  Research  of  the  Michael  Reese 
Hospital  writes  in  a comprehensive  review  of 
the  subject,  electrophoretic  fractionation  of 
proteins  is  accepted  by  many  as  the  most  exact 
method,  and  each  newly  devised  chemical  frac- 
tionation technic  is  compared  with  the  electro- 
phoretie  value  to  establish  the  accuracy  of  the 
procedure,—.”  Hayles,  Stickler  and  McKenzie(9) 
of  the  Mayo  Clinic  and  Foundation  write:  “The 
authors  use  paper  electrophoresis  to  analyze 
serum  proteins.  This  is  simple  and  requires 
small  amounts  of  blood  and  equipment.  It  will 
demonstrate  small  amounts  of  gamma  globulin 
where  the  Tiselius  method  does  not.”  Doctors 
Walsh,  Humoller  and  Dunn(lO)  of  the  Medical 
Research  Laboratory  and  Radioisotype  unit  of 
the  Veterans  Administration  Hospital  of  Omaha, 
after  a comprehensive  study  in  quantitative 
filter  paper  electrophoresis  write:  “Reproducible 
results  can  be  obtained  by  filter  paper  electro- 
phoresis under  controlled  conditions.” 

Fine  et  al.  from  Paris,  France,  state:  “In 

control  studies,  with  precise  technic  and  ade" 
quate  apparatus,  experimental  error  was  less 
than  physiological  variations.”(ll)  On  the  other 
hand  Gitlin  of  Harvard  University,  who  prefers 
the  use  of  chemical  fractionation  and  immuno- 
chemical methods  states,  that,  in  his  opinion, 
electrophoresis  is  not  a suitable  tool  for  the 
diagnosis  of  hypogannnaglobulinemia.(12) 

As  with  any  new  method,  the  full  uses  and 
limitations  of  paper  electrophoresis  will  ulti- 
mately be  defined  by  analysis  of  accumulated 
experience. 
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Ten  years  ago,  only  one  in  four  cancer  patients  was  being  saved.  Steadily 
since  then,  heart-warming  progress  has  been  made.  Today,  with  450,000 
new  cancer  cases  estimated  for  1957,  you,  their  physician,  can  expect  to 
save  one  in  three  of  these  patients. 

Many  factors  contribute  to  this  success  — your  leadership,  a more  aware 
public,  improved  methods  and  techniques  of  detection,  diagnosis  and  treat- 
ment. There  is  every  reason  to  expect  this  progress  to  continue  to  the  point 
where  half  of  those  stricken  by  cancer  will  be  saved.  As  yet,  science  does 
not  have  the  know-how  to  save  the  other  half. 

That  knowledge  will  be  gained  — and,  indeed,  the  riddle  of  cancer  itself, 
will  one  day  be  solved  in  the  research  laboratories.  To  continue  to  support 
this  vital  work,  as  well  as  to  carry  on  its  dynamic  education  and  service 
programs,  the  American  Cancer  Society  is  seeking  $30,000,000.  We  are 
again  appealing  to  the  public  to  “fight  cancer  with  a checkup  and  a check.” 

The  check  is  insurance  for  tomorrow.  The  insurance  for  today  is  largely 
in  your  hands,  doctor.  Fighting  cancer  with  a checkup  is  our  immediate  hope 
for  saving  lives. 
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eiont^oma 


yf  the  ontaclt 


By  E.  T.  McCartney,  M.C.,  M.B.,  F.B.C.S.  and  I.  Stewart,  M.D. 
From  the  Victoria  Hospital,  Keighley 


T HIS  CASE  is  of  interest  because  of  the 
confusing  symptoms  which  resulted  from  the 
growth  of  two  tumours,  one  a leiomyoma  of  the 
stomach,  the  other  an  adenocarcinoma  of  the 
colon. 

CASE  HISTORY 

A man  of  70  years  was  admitted  to  the 
medical  ward.  He  stated  that  five  years  pre- 
viously he  had  copious  haematemesis  and  was 
in  bed  three  weeks.  Since  that  time  he  fre- 
quently suffered  from  a burning  epigastric  pain 
which  came  on  half  an  hour  after  meals  and 
disappeared  spontaneously,  its  disappearance 
being  hastened  by  eructation.  His  appetite  was 
good. 

Five  days  before  admission  he  had  an  ex- 
cruciating low  back  pain  accompanied  by  faint- 
ness and  weakness.  The  pain  continued  in  a 
mild  form  for  three  days,  then  recurred  with 
sufficient  violence  to  cause  him  to  collapse. 
He  passed  a black  stool  during  this  period. 

Physical  examination  showed  some  distension 
of  the  abdomen  and  enough  muscle  rigidity  to 
prevent  palpation.  The  prostate  was  moderately 
enlarged. 

He  remained  in  hospital  a month,  passed 
several  black  stools  and  complained  on  several 
occasions  of  pain  below  and  to  the  left  of  the 
umbilicus.  After  discharge  he  had  a Barium 
meal.  The  x-ray  showed  a six  hour  residue 
and  distortion  of  the  duodenal  cap.  He  was 
referred  to  one  of  us  (E.T.  McC)  for  further 
investigation.  His  principal  complaints  at  this 
time  were  constipation,  a low  left  abdominal 
pain  and  borborygmi.  A barium  enema  showed 
the  presence  of  obstruction  in  the  descending 
colon. 

At  operation  an  infiltrating  and  firmly  ad- 
herent growth  of  the  descending  colon  was 
found  and  a hemicolectomy  carried  out.  In 
addition  there  was  a globular  tumour  suspended 
from  the  greater  curvature  of  the  stomach  about 
8 cm.  from  the  pylorus.  The  distal  two  thirds 
of  the  stomach  was  removed  and  anastomosis 
of  the  proximal  portion  made  with  the  jejunum. 


He  made  a fitful  recovery  after  this  very 
considerable  procedure,  first  developing  a cough 
with  fever  and  later  a partial  collapse  of  the 
lung.  Three  months  after  discharge  he  was  re- 
admitted with  constipation,  abdominal  pain  and 
vomiting.  An  emergency  operation  showed  that 
a loop  of  small  gut  had  become  involved  with 
the  large  bowel  anastomosis  and  formed  a 
volvulus.  This  was  released  but  he  died  the 
same  evening. 

PATHOLOGY 

The  tumour  of  the  stomach,  roughly  globular 
and  measuring  8 cm.  in  its  largest  diameter  and 
6.5  cm.  in  its  shortest,  was  clothed  internally 
by  intact  mucosa  and  externally  by  intact 
serosa.  The  cut  surface  was  white  and  glistening 
with  the  “watered  silk”  pattern  of  the  common 
uterine  fibroid.  There  were  several  streaky  zones 
of  haemorrhage. 

Histological  sections  showed  the  tumour  to 
consist  of  large  spindle  cells  with  no  features 
to  suggest  malignancy.  There  was  much  oedema 
and  haemorrhage.  Professor  R.  A.  Willis  kindly 
examined  the  sections  and  expressed  the  opinion 
that  the  growth  was  a Leiomyoma. 

Sections  of  the  growth  in  the  colon  showed 
a papillary  adenocarcinoma  with  no  unusual 
features. 

DISCUSSION 

Once  the  presence  of  two  tumours  was 
known  the  clinical  features  could  be  clearly 
separated.  The  leiomyoma  had  almost  certainly 
been  responsible  for  the  post  prandial  pain  and 
the  haematemesis,  the  adenocarcinoma  for  the 
low  backache,  left-sided  abdominal  pain  and 
melena.  It  is  of  course  possible  that  the  leiomy- 
oma contributed  to  the  malena. 

The  size  of  the  leiomyoma  is  unusual.  Golden 
and  Stout  (1941)  analysing  the  records  of  the 
Presbyterian  Hospital,  New  York  found  that  in 
a series  of  5,869  autopsies,  20  of  these  tumours 
(0.34%)  were  discovered.  All  but  three  were  less 
than  1 cm.  in  diameter  and  the  largest  was 
3.25  cm.  in  diameter.  In  the  same  period  of  26 
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years  there  were  seven  incidental  findings  at 
operation  and  of  these  the  largest  was  2 cm. 
in  diameter. 

These  authors  report  three  cases  only  of 
operation  carried  out  for  gastric  leiomyoma. 
These  were  of  equivalent  size  to  the  one  now 
described.  Case  6 was  bilobed,  the  endogastric 
part  being  4.5  x 3.5  x 2.5  cm.,  the  exogastric 
2.8  X 2 X 1.8  cm.  Case  7,  also  bilobed,  had  an 
endogastric  portion  6 cm.  in  diameter  and  an 
exogastric  portion  11.5  x 7 cm.  Case  8 was  an 
endogastric  mass  2.3  x 2 cm.  Willis  (1953) 
encountered  one  weighing  900  grams  and 
Rajasingham  and  Cooray  (1950)  described  one  of 
4080  grams.  Both  these  were  exogastric. 


On  the  left  the  leiomyoma  is  seen  depending  from 
part  of  the  excised  portion  of  the  stomach.  On  the 
right  the  obstructing  adenocarcinoma  of  the  colon. 


The  symptoms  which  result  from  these 
tumours  depend  mainly  on  the  site.  Protrusion 
within  the  stomach  may  lead  to  ulceration  and 
haemorrhage  as  in  Colden  and  Stout’s  cases 
6 and  7.  The  haemorrhage  may  be  rapidly 
fatal  as  in  their  case  8.  Cramp-like  epigastric 
pain  was  noted  in  cases  6 and  8 and  it  will 
be  remembered  that  our  patient  had  a burn- 
ing epigastric  pain  after  meals.  The  larger 
exogastric  tumours,  according  to  Willis,  are 
likely  to  be  symptomless  and  attention  only 
drawn  to  the  condition  by  the  palpable  mass. 
Mechanical  obstruction  has  been  noted  by 
Willenbacher  (1928)  and  a gastroduodenal  in- 
tussesception  was  described  by  Barnett  (1925). 

SUMMARY 

A case  is  described  in  which  a leiomyoma  of 
the  stomach  and  adenocarcinoma  of  the  colon 
were  found  in  the  same  patient  and  gave  rise 
to  a confufsing  symptomatology. 

We  are  indebted  to  Professor  R.  A.  Willis  for 
his  examination  of  the  histological  material. 
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I HIS  IS  my  final  page  as  a message  from  your  president.  Hence,  I shall  indulge  in  the  luxury 
of  some  vindictiveness  in  my  observations  of  present  legislative  and  socio-economic  trends, 
and  in  presumption  of  offering  some  advice. 

When  are  we  going  to  learn  to  say  “no”? 

We  permitted  the  Socialist  planners  to  talk  us  into  partieipating  in  the  “Blue  Skies,”  an  un- 
lamented seheme  of  the  American  Workers’  Health  and  Medical  Association  during  the  de- 
pression years  and  the  great  exodus  from  the  Dust  Bowl.  Were  our  motives  for  receiving  pay- 
ment from  the  government  for  our  services  to  these  unfortunates  based  on  pure  misty-eyed 
idealism  and  humanitarianism?  Or  were  we  impelled  to  submit  because  we  liked  the  welcome 
sight  of  the  Federal  Treasurer’s  eheck  in  our  mail? 

Next,  came  home  town  eare  of  the  veterans.  Again,  stirring  music  was  played  to  arouse 
our  patriotic  emotions  when  we  were  harangued  with  remainders  of  our  duties  to  the  veterans 
and  the  promise  of  reward  in  gold.  We  strained  like  Ulysses  on  hearing  this  song  of  the 
Sirens,  but  we  lacked  the  foresight  of  tying  ourselves  to  a restraining  mast  of  dignity. 

Now,  we  have  Medicare.  Again,  we  have  been  maneuvered  into  retreating  another  step 
before  the  onslaught  of  Socialism.  This  scheme  has  been  cloaked  with  respectability,  because 
our  own  Blue  Shield  has  been  designated  as  the  fiscal  agent:  but  the  money  still  comes  from 
the  taxpayer’s  pocket.  (What’s  wrong  with  me,  — that  I find  taking  taxpayers’  money  so  dis- 
tasteful?) But  I am  reminded  of  Goethe’s  Faust. 

“Cursed  Mammon  be,  when  he  with  treasures 
To  restless  actions  spurs  our  fate.” 

Now,  we  are  faced  with  the  prospeet  of  selling  our  souls,  — again  through  Blue  Shield  and 
Blue  Cross,  — and  again  for  money,  — by  permitting  the  state  and  federal  governments  to 
purchase  insurance  coverage  for  certain  classes  of  recipients  of  public  assistance.  Sure!  I know 
that  these  people  need  and  deserve  good  medical  care.  But  can’t  we  find  a more  dignified  way 
to  provide  it  without  sacrifice  of  sound  economics  of  Blue  Shield  which  might  expose  our 
own  plan  (Blue  Shield)  to  bankruptcy  with  possible  eventual  assumption  of  control  by  the 
federal  government?  We  are  “tut-tutted”  by  all  kinds  of  empty  assurances  that  such  catastro- 
phies  may  not  happen;  but  I can  see  it  only  as  a plot  to  destroy  the  protective  (Blue  Cross) 
Shield,  and  make  our  armor  more  vulnerable  in  our  struggle  against  Socialism. 

What  will  be  next?  The  Siren’s  song  and  promise  of  gold  for  a Medicare  plan  for  postal 
and  other  governmental  employees;  then  possibly  unions  and  farm  groups.  Then,  who  is  left? 
Well,  fellows,  you  might  as  well  be  paid  for  taking  care  of  the  few  tax-paying  suckers  who 
are  left  out!  That’s  what  happens  when  we  disregard  our  principles  of  democracy,  based  upon 
the  concept  of  the  freedom,  dignity  and  personal  responsibility  of  the  individual  citizen. 

I recognize  that  social  changes  are  inevitable.  But,  please,  let  us  exercise  prudent  judg- 
ment, caution  and  dignity  in  our  negotiations.  Ernest  E.  Irons,  M.D.,  in  his  special  article 
on  “Citizenship  — A Physician’s  Obligation”  (JAMA,  July  14,  1951,  Vol.  146,  No.  11)  presented 
in  a scholarly  manner,  a warning  against  too  readily  submitting  to  social  changes,  and 
states,  “—  new  theories  of  procedure  are  suggested,  some  of  which  are  good;  others  are  bad 
because  the  means  employed  for  attempted  correction  may  yield  temporary  benefits,  but  later 
create  new  distress.  Alluring  bait  is  offered  in  large  print;  heavy  penalties  are  concealed  in 
small  type.” 

There  may  be  some  of  you  who  are  saving  “Ah!  Podolsky,  face  reality!  Socialized  medicine 
is  inevitable.  You  may  as  well  learn  to  like  it,  — and  get  paid  for  it!”  But,  I don’t  have 
to  like  it.  I’d  prefer  to  fight  against  it.  And,  besides  — I like  to  squawk  like  hell. 

A.  I.  Podolsky,  M.D. 

President 
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articles  for  publication  in  ARIZONA  MEDICINE.  All  such 
contributions  are  greatly  appreciated.  All  will  be  given  equal 
consideration. 

Certain  general  rules  must  be  followed,  however,  and  the 
Editor  therefore  respectfully  submits  the  following  suggestions 
to  authors  and  contributors: 

1.  Follow  the  general  rules  of  good  English,  especially  with 
regard  to  construction,  diction,  spelling,  and  punctuation. 

2.  Be  guided  by  the  general  rules  of  medical  writing  as 
followed  by  the  JOURNAL  OF  THE  AMERICAN  MEDICAL 
ASSOCIATION. 

3.  Be  brief,  even  while  being  thorough  and  complete.  Avoid 
unnecessary  words.  Try  to  limit  the  article  to  1500  words. 

4.  Read  and  re-read  the  manuscript  several  times  to  cor- 
rect it,  especially  for  spelling  and  punctuation. 

5.  Manuscripts  should  be  typewritten,  double  spaced,  and 
the  original  and  a carbon  copy  submitted. 

6.  Articles  for  publication  should  have  been  read  before 
a controversial  body,  e.g.,  a hospital  staff  meeting,  or  a 
county  medical  society  meeting. 

7.  Exclusive  Publication— Articles  are  accepted  for  publi- 
cation on  condition  that  they  are  contributed  solely  to  this 
Journal.  Ordinarily  contributors  will  be  notifed  within  60 
days  if  a manuscript  is  accepted  for  publication.  Every  effort 
will  be  made  to  return  unused  manuscripts. 

8.  Illustrations  — Ordinarily  publication  of  2 or  3 illustra- 
tions accompanying  an  article  will  be  paid  for  by  Arizona 
Medicine.  Any  number  beyond  this  will  have  to  be  paid  for 
by  the  author. 

9.  Reprints  — Reprints  must  be  paid  for  by  the  author 
at  established  standard  rates. 

The  Editor  is  always  ready,  willing,  and  happy  to  help 
in  any  way  possible. 


THE  NYLON  NIGHTIE 

T 

I HREE  years  ago  in  this  Journal  I wrote  “If 
we  do  not  trouble  ourselves  to  do  these  things, 
we  will  eontinue  to  be  damned.”  “These  things” 
referred  to  our  proper  indoctrination  of  the 
Public  with  the  true  facts  about  the  practice 
of  Medicine,  its  cost,  and  ourselves.  Our  period- 
icals continue  to  publish  articles  which  belittle 
the  Medical  Profession  by  exposing  exceptional 
deficiencies  and  alluding  to  the  “exorbitant 
costs  of  medical  care.”  These  authors  seem  to 
remain  steadfast  in  their  purpose.  I ask  you, 
what  is  their  objective? 

When  these  assaults  first  began  to  appear  it 
was  my  opinion  that  the  author’s  intentions 
were,  at  least  in  part  altruistic,  but  as  time 
has  passed,  and  the  tirades  continue,  I have 
been  forced  to  change  my  opinion.  Because  of 
the  similarity  of  the  pattern  of  their  destructive 
attacks  I am  convinced  that  these  authors  are 
beset  with  intent  to  change  our  social  order. 

One  of  the  most  dastardly  articles  to  appear 
was  that  of  Sidney  Shalett  and  J.  Robert  Moskin, 
in  the  July  1956  issue  of  Woman’s  Home  Com" 
panion,  entitled,  “The  Doctor’s  Dilemma  — 
why  you  can’t  afford  to  be  sick.”  (See  Eebruary 
1956  editorial  — case  of  the  yellow  journalist). 
These  same  authors  in  the  next  issue  of  the 
Woman’s  Home  Companion  gave  birth  to 
another  monstrosity  entitled  “Can  we  have 
Better  Medical  Care?”  Add  to  your  library 
such  articles  as  “The  Doctor’s  Conspiracy  of 
Silence,”  “How  much  Should  Your  Doctor 
Charge?”,  “Are  Your  Doctor  Bills  Padded?”, 
“Patients  for  Sale,”  “Watch  it,  Doc,”  and  “Why 
some  Doctors  Should  be  in  Jail,”  along  with 
others  including  the  Ewing  report  to  President 
Truman.  A critical  study  of  these  will  convince 
you  that  they  have  one  consecrated  purpose, 
namely  to  destroy  the  greatest  system  of  health 
preservation  ever  known. 

All  of  these  articles  dwell  upon  and  empha- 
size such  subjects  as  “higher  costs  of  medical 
care,  fee  splitting  surgeons,  excessive  charges, 
failure  to  provide  equal  care  to  all,  ethical 
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failures,  failure  to  police  our  ov/n  profession, 
failure  to  accept  all  group  medical  care  plans, 
failure  to  accept  Federal  compulsory  health 
insurance,  our  opposition  to  Federal  support 
of  the  schools,  our  failure  to  provide  enough 
Doctors,  our  failure  to  curtail  all  Ghost  surgery, 
and  our  failure  to  accept  inevitable  social 
changes.” 

We  as  Doctors  should  be  proud  that  we  do 
not  readily  accept  the  radical  changes  referred 
to  and  thus  discard  a system  of  Medicine  which 
is  far  superior  to  that  found  in  any  nation 
of  the  world  irrespective  of  their  form  of  Gov- 
ernment. We  realize  that,  although  there  is 
always  room  for  improvement  and  that  Utopia 
may  be  around  the  corner,  we  must  be  cautious 
unless  we  are  guilty  of  omission  of  fostering 
a system  of  medicine  which  has  already  been 
proven  many  times  in  the  past  to  be  a com- 
parative failure  in  its  application. 

Gommunism  proposes,  that  all  are  equal  in 
all  things  and  that  all  share  and  share  alike.  This 
same  theme  is  frequently  proposed  by  the 
authors  of  the  above  mentioned  articles.  If  our 
medical  profession  has  failed  to  readily  yield 
to  such  teachings  then  we  should  be  proud  that 
we  “stubbornly”  but  fortunately  not  “blindly 
resist  changing  concepts  of  medical  care”  as 
Shalett  and  Moskin  have  phrased  it. 

Why  do  these  writers  continue  to  preach  that 
“hostility  of  the  people  toward  the  medical 
profession  continues  to  grow  and  grow?”  Why 
are  we  continually  harassed  by  some  of  the 
press  as  sinners,  money  grabbers,  cold  blooded, 
unsympathetic,  negative  do-nothings,  as  against 
constructive  changes,  as  disliked  rather  than 
loved,  destructive,  rather  than  constructive, 
harsh  rather  than  mild,  that  we  are  criminals, 
stupid,  greedy,  and  that  we  wantonly  ravish 
the  public?  The  answer  to  the  above  questions 
becomes  an  ignominy  when  it  is  known,  that 
repeated  polls  have  shown  that  each  individual’s 
personal  physicians  are  free  of  these  charges 
and  that  they  do  not  believe  that  their  medical 
costs  are  too  high.  In  other  words  the  public 
as  a whole  is  not  dissatisfied  with  their  own 
doctors.  The  polls  show  further  that  they  do 
believe  that  all  doctors,  other  than  their  own, 
are  guilty  as  charged.  The  only  answer  to  this 
paradox  is  that  from  their  own  knowledge  and 
personal  experiences  they  are  satisfied  with 
their  physicians  who  serve  them  and  that  their 


opinions  regarding  other  doctors  is  based  wholly 
upon  what  they  read  in  the  press.  This  paradox 
then  becomes  a spring  board  for  the  reader 
of  these  articles  to  dive  into  the  pools  of 
Doctor-Hate-Fomenting. 

Since  dollars  can  be  mathematically  tabulated, 
and  because  most  everyone  is  dollar  conscious, 
let  us  consider  the  indictments  as  they  are 
related  to  medical  costs.  The  authors  have 
been  eonvincing  in  their  attempt  to  create 
the  illusion,  that  rather  suddenly  we  have 
been  confronted  with  something  new  in  medical 
costs.  They  further  imply  that  medical  costs 
are  out  of  proportion  to  anything  else  and  are 
not  in  keeping  with  the  general  rising  costs 
of  living.  Not  a single  one  of  these  authors  has 
been  honest  in  their  presentations  relative  to 
the  costs  of  medical  care.  This  illusion  is  being 
created  by  the  following  quotations  “disastrous 
surprise  medical  bills—,”  “The  cost  of  medical 
care  has  crept  up  to  such  dizzying  heights  that 
most  Americans  cannot  afford  to  be  sick  under 
the  established  fee-for-service  system  of  paying 
their  doctor  by  the  visit  or  for  work  done.” 
Marion  B.  Folson,  Seeretary  of  Health  Education 
and  Welfare  “—we  must  help  ease  the  mounting 
burden  of  the  costs  of  medical  care.”  “—costs 
of  drugs  . . . nursing  and  hospital  care  have 
risen  astronomically  too,”  “Most  Americans  are 
unhappy  today  about  the  increasingly  difficult 
struggle  to  pay  the  cost  of  good  health,”  “fee- 
for-fee  service  system  is  proving  less  and  less 
adequate  as  medical  practice  becomes  more 
specialized  and  medical  costs  leap  upward.” 

Re-read  these  quotations  and  you  will  be 
cognizant,  if  not  so  already,  of  the  “crept  up” 
“heights,”  “moimting,”  “risen,”  “inereasingiy” 
and  “leap”  — as  if  present  eosts  were  new. 
The  answer  is  that  medical  care  eosts  less  today 
than  it  has  ever  cost  and  this  is  in  spite  of 
an  increase  in  hospital  costs  per  day. 

The  only  fair  “normal”  period  upon  which 
to  base  comparative  eosts  is  that  of  the  1935- 
39  period  as  compiled  by  the  Bureau  of  Labor 
Statistics,  rather  than  the  more  recent  conversion 
to  a period  of  1947-49.  So  let  us  consider  the 
facts  regarding  medical  costs  as  related  to  the 
cost  of  living. 

Since  1935-39  (equals  100)  period,  the  cost 
of  medical  care  has  only  risen  approximately 
180  whereas  the  total  cost  of  living  has  climbed 
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to  192  — thus  medicine  is  about  8 points  less 
than  the  over  all  cost  of  living.  If  1947-49  is 
considered  100  then  medical  costs  have  risen 
more  rapidly  than  the  general  cost  of  living 
during  the  last  10  years,  being  125  to  115 
points.  This  puts  medical  cost  in  an  unfair  posi- 
tion because  during  the  1935-39  to  1947-49 
period  medical  cost  lagged  far  behind  the 
general  increase  in  the  cost  of  living.  Since 
1949  the  over  all  cost  of  medical  care  has  not 
caught  up  with  other  costs.  The  over  all  cost 
of  medical  care,  including  doctors  fees,  dentist 
fees,  prescriptions,  aspirin  and  milk  of  mag- 
nesia, vitamins,  etc.,  are  still  relatively  below 
the  general  cost  of  living  as  determined  by  the 
Bureau  of  Labor  Statistics.  Knowledge  of  facts 
make  detestable  lies  of  the  statements  that  the 
cost  of  medical  care  is  new  or  increasing  out 
of  proportion  to  other  costs. 

The  writers  emphasize  that  it  is  continuously 
more  difficult  for  workers  to  meet  their  medical 
costs.  Is  this  true?  — the  answer  is  NO.  It  now 
only  takes  54%  of  one’s  wages  to  purchase  the 
same  amount  of  medical  care  which  he  could 
purchase  in  1930-39.  On  the  same  basis  the 
worker  only  works  60%  as  much  to  purchase 
the  same  amount  of  all  good  and  services.  Thus 
the  weekly  wage  will  purchase  40%  more  in 
spite  of  the  fall  in  the  purchasing  price  of  the 
dollar.  The  following  is  a quotation  from  a 
Washington  release  of  January  26,  1957,  “A 
total  increase  in  consumer’s  price  during  1956 
was  nearly  3%.  The  average  earnings  of  factory 
workers  set  a new  high  record  in  December, 
so  that  the  buying  power  . . . went  up  despite 
the  price  rise.” 

The  culprits  leave  a lasting  impression  that 
Doctors  are  ones  profiting  by  these  so  called 
increases  in  medical  care  (a  lie)  but  they 
through  ignorance  or  malice  intent  fail  to 
mention  that  the  Doctors’  share  of  the  medical 
cost  dollar  has  dropped  from  33  to  28  cents, 
and  that  their  fees  have  gone  up  less  than 
other  costs.  A chapter  could  be  written  on 
why  hospital  and  drug  costs  have  had  to  in- 
crease, in  order  to  decrease  hospital  stay  from 
three  weeks  to  five  days  and  to  save  more 
lives.  The  National  expenditure  for  medical 
and  hospital  care  has  remained  between  4 and 
5%  of  the  national  income  for  30  years.  Ac- 
tually much  of  the  medical  costs  now  is  due 
to  a large  increase  in  the  birth  rate,  which  as 


Frank  G.  Dickinson  states,  “is  certainly  not  a 
disease.” 

Why  do  they  state  that  people  can  no  longer 
afford  medical  care  when  actually  they  are 
making  more  purchasing  wages  than  ever  be- 
fore? Consider  that  since  1935-39  (average)  to 
1953  the  expenditure  for  tobacco  has  increased 
from  $1,621  millions  to  $5,310  millions  (313 
times),  jewelry  from  $402  to  $1,560  millions  (5 
times),  personal  care  $916  to  $2,641  millions 
(2.7  times)  and  user  operated  transportation 
(cars,  etc.)  $4,808  to  $23,461  (4.8  times),  whereas 
all  medical  costs  have  increased  from  $3,928  to 
$16,194  million  (4  times).  From  these  scattered 
representative  examples  it  is  readily  determined 
that  if  people  cannot  now  afford  medical  care 
that  by  the  same  token  they  also  cannot  afford 
the  other  necessities  of  life.  Have  there  been 
any  proposals  to  assure  all  peoples  equally 
with  the  best  food  and  housing  available?  The 
answer  is  NO,  yet  these  two  items  are  more 
essential  to  good  health  than  is  medical  care. 

If  these  recent  authors  on  medical  problems 
are  as  wrong  in  their  versions  of  malpractice, 
fee  splitting,  ghost  surgery,  medical  ethics,  and 
doctor’s  morals  as  they  are  about  medical  eco- 
nomics, then  it  might  be  said  their  writings 
all  can  be  discarded.  But  such  is  not  true  be- 
cause millions  of  people  have  already  been 
influenced  by  their  repeated  innuendoes. 

Our  present  day  hate  fermenting  apostles  of 
agitation  are  by  their  avoidance  of  the  whole 
truth  using  the  Hitler  form  for  spreading  propa- 
ganda, as  described  by  him  when  he  stated, 
“The  function  of  propaganda  is,  for  example, 
not  to  weigh  and  ponder  the  rights  of  different 
people,  but  exclusively  to  emphasize  the  one 
right  which  it  has  set  out  to  argue  for,  its 
task  is  not  to  make  an  objective  study  of  the 
truth  insofar  as  it  favors  an  enemy.” 

Let  us  remember  that  there  is.  no  person, 
society,  group  or  order  organized  or  not  or- 
ganized that  cannot  be  destroyed  by  the  repeated 
impregnating  of  the  minds  of  the  public  with 
selective,  negative,  exposures.  That  these  au- 
thors under  discussion  are  fostering  a revolu- 
tion is  clear  from  their  statement  “and  even 
more  radical  changes  seem  inevitable.  . . . 
This  drastic  possibility  is  a National  Health  In- 
surance program,  made  compulsory  by  Federal 
law.” 

The  shroud  which  conceals  the  design  of 


KYNEX  is  an  entirely  new,  readily  soluble,  single  sulfonamide  exhibiting  excellent  antibacterial  action  at  radically 
reduced  dosage. 

KYNEX  offers  desirable  clinical  advantages  hitherto  not  obtained  by  any  related  drug— 
low  DOSAGE:  a total  maintenance  dose  of  only  2 tablets  daily. 

HIGH  SOLUBILITY:  prompt  absorption,  adequate  diffusion  into  body  fluid  and  tissue. 

PROLONGED  ACTION:  therapeutic  blood  levels  within  the  hour,  blood  concentration  peaks  within  2 hours— 5-10  mg. 
per  cent  blood  levels  persist  24  hours  after  single  oral  dose  of  1 Gm. 


BROAD-RANGE  EFFECTIVENESS:  KYNEX  is  particularly  efficient  in  urinary  tract  infections  due  to  sulfonamide-sensitive 
organisms,  including  E.  coli,  Aerobacter  aerogenes,  paracolon  bacilli,  streptococci,  staphylococci,  Gram-negative  rods, 
diphtheroids  and  Gram-positive  cocci. 


SAFETY;  KYNEX  offers  a margin  of  clinical  safety  based  on  low  required  dosage,  solubility,  slow  excretion  rate. 
Although  KYNEX  Sulfamethoxypyridazine  is  a sulfonamide  derivative  and  the  usual  precautions  regarding  such  drugs 
should  be  observed,  the  low  daily  dose  of  1.0  Gm.  is  all  that  is  required  for  the  therapeutic  blood  levels.  No  increase  in 
dosage  is  recommended. 


CONVENIENCE:  The  low  dose  of  1 Gm.  (2  tablets)  per  day  offers  optimal  convenience  and  acceptance  to  patients. 
EACH  TABLET  CONTAINS:  sulfamethoxypyridazine.  . 0.5  Gm.  (71/2  grains).  AVAILABLE:  Bottles  of  24  and  100  Tablets. 


LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER.  NEW  YORK 
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such  writers  as  Shalett  and  Moskin,  by  analysis 
becomes  as  transparent  as  a Bride’s  Nylon 
Nightie  and  through  it  one  sees  not  the  chaste 
Venus  depicted  by  them,  but  her  sanguineous 
torso  carnaged  by  the  duplicity  of  beguiling 
social  molesters  — State  Medicine. 


COMPLAINTS  TO  THE  EDITOR 

P ERIODICALLY  verbal  complaints  are  regis- 
tered with  the  Editor  as  to  the  opinions  ex- 
pressed in  this  Journal,  either  as  to  editorial 
comment  or  frequently  as  to  the  articles  pub- 
lished. The  prime  criticism  registered  is  not 
that  the  articles  or  comments  should  not  be 
published  but  rather  that  the  opinion  expressed 
by  the  writer  is  vigorously  denied  by  the  com- 
plainant. This  is  thoroughly  understandable  al- 
though at  times  the  Editor  does  not  appreciate 
the  incensed  tones  being  direeted  at  him.  As  in 
the  past,  I would  like  to  encourage  those  who 
differ  with  the  opinions  published  in  this  Journal 
to  write  Letters  to  the  Editor  denouncing  or 
denying  the  material  as  published.  It  obviously 
will  obtain  a much  larger  audience,  will  do 
much  more  to  present  the  other  side  of  the 
argument  than  directing  the  comments  solely 
at  the  Editor.  The  policy  to  present  all  sides 
of  a debatable  issue,  if  presented  to  the  Editor, 
has  been  stated  and  letters  will  be  published 
if  submitted. 

ARIZONA  MEDICAL  JOURNAL 
WINS  AWARD 

T 

I HE  JUDGES  Committee,  eomposed  of  mem- 
bers and  officers  of  the  Western  Society  of 
Business  Publications,  Los  Angeles,  gave  the 
seeond  place  award  for  general  exeellenee  to 
the  ARIZONA  MEDICAL  JOURNAL.  This 
elass  included  eleven  publications  in  the  19.56 
Contest  sponsored  by  the  Arizona  Newspaper 
Association. 

LETTERS  TO  THE  EDITOR 

Eebruary  12,  1957 

Dear  Editor  — 

0 NE  WONDERS  about  the  tranquilizing  drugs, 
of  course,  and  the  nnusual  whole-hearted  ac- 
eeptance  of  them  for  widespread  use. 

Are  they  to  be  like  tobacco? 

Equanimity  itself  is  very  questionably  war- 


ranted or  desirable  in  human  circumstances. 
One  who  finds  it  by  artifical  means,  whatever 
their  pharmacologic  innocuousness,  predictably 
loses  tolerance  for  tension  and  neglects  to  some 
extent  his  own  resources  for  solving  or  releasing 
tension. 

The  philosopher  does  not  want  docility  or 
resignation  or  escape  in  man,  nor  dulling  of 
man’s  spirit. 

Secondly,  the  possible  side-effects  of  any  new 
drug  are  studied  carefully.  But,  in  the  case  of 
the  tranquilizing  agents,  I doubt  that  the  neurol- 
ogic complications  (clinical  and  sub-clinical 
Parkinsonism)  are  really  side-effects;  rather,  they 
may  prove  to  be  direct  effects  of  the  drugs, 
present  to  some  extent  in  every  individual  who 
takes  them.  Is  there  any  more  relentlessly  tragie 
condition  than  Parkinsonism?  It  disturbs  the 
neuropsychiatrist  to  notice  a relatively  infre' 
quent  blinking  in  referred  patients  who  have 
been  taking  these  drugs. 

Next  comes  the  slight  monotonizing  of  the 
voice;  then  the  little  diminution  of  associated 
movements. 

The  eatholicon  or  panacea  perhaps  had  better 
be  sought  in  religion  and  in  philosophy  and 
the  social  sciences  than  in  the  test  tubes  of 
our  commercial  alchemists. 

Very  truly  yours, 

William  B.  McGrath,  M.D. 


Editor,  Arizona  Medicine: 

T HE  UNDERSIGNED,  who  are  the  members 
of  the  Industrial  Relations  Committee  of  the 
Arizona  Medical  Association,  Inc.,  wish  to  pro- 
test the  editorial,  entitled  “An  Internist  Looks 
At  The  State  Industrial  Commission”  and  signed 
by  E.E.Y.,  whieh  appeared  in  the  January,  1957 
number  of  Arizona  Medicine.  We  trust  that  the 
journal  will  assign  this  point  by  point  reply  a 
position  of  equal  prominence. 

The  article  in  question  contains  serious  mis- 
conceptions that  should  be  publicly  corrected. 
Eirst  of  all,  the  aceeptance  of  eertain  medical 
condition  as  Industrial  Commission  liabilities 
is  not  a judgment  made  by  personnel  of  the 
Industrial  Commission.  Rather  sueh  determina- 
tions are  arrived  at  through  opinions  of  the 
Courts  in  disputed  eases,  often  issuing  from 
the  Arizona  Supreme  Court.  Plainly,  neither 
the  Industrial  Commission  nor  the  physicians 
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of  the  State  can  challenge  these  legal  decisions. 

It  is  recognized  that  fees  for  the  care  of 
Industrial  Commission  clients  often  do  not  ap- 
proach those  charged  for  similar  services  ren- 
dered private  patients.  However,  the  Fee  Sched- 
ule was  established  by  the  panel  of  a previous 
Industrial  Relations  Committee,  after  thorough 
consultation  with  physicians  throughout  the 
State.  The  fees  presently  paid,  therefore,  were 
set  by  physicians  and  were  not  dictated  by  the 
Industrial  Commission.  Furthermore,  the  In- 
dustrial Relations  Committee,  since  September 
of  1956,  under  directive  of  the  Council  of  the 
Arizona  Medical  Association,  Inc.,  has  been 
negotiating  with  the  Commissioners  for  a new 
Fee  Schedule  and  more  realistic  charges  for 
procedures  and  services  in  all  the  specialties, 
including  internal  medicine.  In  attempting  to 
arrive  at  fair  figures,  the  Industrial  Relations 
Committee  has  communicated  with  all  the 
specialty  societies  in  the  State  and  the  Arizona 
Academy  of  General  Practice  to  request  specific 
recommendations.  It  is  hoped  that  we  will  be 
able  to  adopt  the  Relative  Value  Schedule  of 
the  California  Medical  Association  to  our  uses 
and  apply  such  conversion  factors  as  are  agreed 
upon  by  the  various  specialties.  In  this  way 
fees  in  the  future  could  easily  be  again  liberal- 
ized, when  warranted,  by  a simple  revision  of 
the  conversion  factor.  We  have  already  had 
replies  from  a majority  of  the  specialty  groups, 
including  the  Arizona  Society  of  Internists,  ap- 
proving this  plan  and  advising  us  of  acceptable 
conversion  percentages,  most  of  them  identical. 

The  statement  that  the  “very  low  fee  rate” 
cannot  be  justified  because  the  Industrial  Com- 
mission is  an  insurance  carrier  and  can  therefore 
at  will  adjust  its  Fee  Schedule  is  an  obvious 
oversimplification.  The  Commissioners  of  the 
Industrial  Commission  of  Arizona  have  a duty 
not  only  to  the  physicians  of  the  State  but  also 
to  the  clients  for  whose  care  they  are  financially 
responsible  and  to  the  business  concerns  whose 
employes  by  law  fall  under  the  procedural  juris- 
diction of  the  Industrial  Commission  of  Arizona 
for  medical  management.  Clearly,  the  Commis- 
sioners cannot  raise  the  medical  charges  without 
careful  calculation  lest  the  change  entail  an 
increase  in  the  premium  level.  Against  such  an 
increase  the  insured  companies  would  have 
legal  and  legislative  recourse  that  could  delay 
advancement  of  fees  for  years. 


We  are  struck  most  of  all  by  the  simple  fact 
that  the  entire  editorial  was  unnecessary.  The 
questions  raised  by  the  writer  could  have  been 
answered  quickly  if  he  had  taken  the  trouble 
to  contact  any  member  of  the  Industiral  Re- 
lations Committee.  One  wonders  if  perhaps  he 
does  not  know  that  the  State  Association  has 
since  the  adoption  of  its  Constitution  provided 
a standing  committee  for  the  discussion  and 
adjudication  of  complaints  about  all  aspects  of 
indudstrial  practice.  Other  physicians  in  the 
State  are  aware  of  the  existence  of  the  Industrial 
Relations  Committee  and  seek  its  good  offices 
often.  The  Industrial  Relations  Committee  also 
is  surprised  that  this  editorial  appeared  without 
comment  from  the  Editor-in-Chief.  As  a member 
of  the  Council  of  the  Arizona  Medical  Associa- 
tion, Inc.,  the  Editor-in-Chief  presumably  has 
known  of  the  study  being  made  by  the  In- 
dustrial Relations  Committee  on  a new  Fee 
Schedule  since  the  formal  motion  of  Council 
to  that  effect  at  its  September,  1956  meeting. 
It  would  seem  that  at  least  a footnote  to  the 
article  of  E.E.Y.  might  have  transmitted  this 
information  to  its  readers. 

The  undersigned  believe  strongly  that  the 
editorial  pages  of  Arizona  Medicine  should  not 
be  a source  of  inflammatory  and  easily  cor- 
rectable misinformation  but  rather  a source  of 
authoritative  opinion  for  the  members  of  our 
Association.  Legitimate  controversy  is  one  thing; 
indignant  polemic  untempered  by  elementary 
knowledge  of  the  subject  is  quite  another.  We 
hope  that  setting  the  record  straight  in  this 
fashion  will  serve  to  give  a more  accurate  pic- 
ture of  the  current  status  of  the  Industrial  Com- 
mission Medical  Fee  Schedule. 

The  Industrial  Relations  Committee 
Arizona  Medical  Association,  Inc. 
Lindsay  E.  Beaton,  M.D.,  Chairman 
Erancis  M.  Eindlay,  M.D. 

Robert  E.  Hastings,  M.D. 

Joseph  Saba,  M.D. 

Leo  L.  Tuveson,  M.D. 

E.  E.  Y.  was  well  aware  of  the  existence  of 
the  Industrial  Relations  Committee.  The  Editor- 
in-Chief  also  knew  of  the  study  being  carried 
out  at  Council  direction  over  the  voiced  ob- 
jections of  the  Chairman  of  the  Industrial  Re- 
lations Committee.  The  complaint  of  the  G.  P. 
and  Internist  seemed  justified. 

Editor 
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COL.  JOSEPH  B.  GIRARD 


The  Arizona  Daily  Star,  Wednesday  Morning, 
September  4,  1918,  page  2 

COL.  JOSEPH  B.  GIRARD, 

U.S.A.,  RETIRED,  DIES 
at  SAN  ANTONIO,  TEXAS 

Was  Son-in-law  of  Late  Col.  Wm.  Onry 
of  Tncsoii;  Once  at  Eort  Lowell. 

Mrs.  B.  Cronley,  of  1016  South  Sixth  avenue, 
has  received  news  of  the  death,  August  25, 
at  his  home  in  San  Antonio,  Texas,  of  Col. 
Joseph  B.  Girard,  U.S.A.,  retired.  Col.  Girard, 
who  is  well  remembered  among  the  old  resi- 
dents of  the  city,  was  a pioneer  Tucsonan, 
having  been  stationed  at  Eort  Lowell,  as  post 
surgeon  in  the  early  seventies.  He  married  a 
daughter  of  Col.  William  Onry,  renowned  In- 
dian fighter  and  early-day  capitalist. 

Col.  Girard,  who  was  a man  of  great  scientific 
attainments,  has  a long  and  distinguished  career 
in  the  army,  being  retired  a few  years  since, 
for  age.  During  his  aetive  service  he  was 
stationed  at  most  of  the  large  posts  in  this 
country  as  well  as  in  Cuba,  Hawaii  and  the 
Philippines.  He  was  for  many  years  a partner 
of  the  late  Andrew  Cronley  in  cattle  and  ranches 
on  the  San  Pedro  river,  and,  at  the  time  of 
his  death,  a large  property  owner  in  Tucson, 
several  blocks  of  valuable  real  estate  in  the 
south  end  of  the  city  standing  in  his  name. 

Three  daughters  survive  Col.  Girard:  Mrs. 
F.  Klamp,  of  Los  Angeles;  Mrs.  John  E.  Hemp- 
hill, wife  of  Major  Hemphill,  U.  S.  Cavalry,  who 
is  now  serving  in  Franee;  and  Miss  Laura 
Girard,  of  San  Antonio. 

Interment  will  take  place  in  the  post  ceme- 
tery at  Jefferson  Barracks,  St.  Louis,  where  Mrs. 
Girard,  who  died  several  years  ago,  is  buried. 


NOTE  - CORRECTION  FEBRUARY  IS- 
SUE. THE  HISTORICAL  ARTICLE  WRIT- 
TEN BY.  DR.  HOWELL  RANDOLPH  WAS 
INCORRECTLY  ATTRIBUTED  TO  DR.  N.  R 
BLEDSOE.  APOLOGIES  ARE  OFFERED  BY 
THE  EDITOR. 


Dr.  Joseph  B.  Girard  (Col.  in  U.S.A.) 


NEWS  ITEM 

A new  medical  film  — “The  Metabolic  In- 
sufficiency Syndrome:  Diagnosis  and  Treatment” 
— is  now  available  from  the  Medieal  Film 
Center  of  Smith,  Kline  & French  Laboratories. 
Particularly  oriented  towards  the  physician  in 
general  practice,  it  also  is  suitable  for  medical 
teaching. 

A 16  mm.  sound  motion  picture  in  full  eolor, 
the  25-minute  film  reviews  the  proeesses  of 
metabolism  and  describes  the  etiology  and  diag- 
nosis of  hypometabolism,  whether  due  to  sub- 
normal activity  of  the  thyroid  gland  itself  (hypo- 
thyroidism) or  faulty  cellular  utilization  of  the 
thyroid  hormone  (metabolic  insufficiency). 

Prints  of  this  film,  as  well  as  other  medical 
motion  pictures,  are  available  on  free  loan  to 
physicians  and  medical  groups  through  SKF 
professional  Service  Representatives,  or  by  writ- 
ing; Medical  Film  Center,  Smith,  Kline  & 
French  Laboratories,  Philadelphia  1,  Pa.  Four 
weeks’  notice  and  an  alternate  showing  date 
should  be  given  whenever  possible. 
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COMPREHENSIVE  VAGINITIS  REGIMEN 


Powder  Insufflation  Tablet  Insertion 

Floraquin  Rebuilds  the  Defense 
Mechanism  in  Vaginitis 

Combined  office  and  home  treatment  with  Floraquin 
provides  a comprehensive  regimen  which  encourages  restoration 
of  the  normal  “acid  barrier”  to  pathogenic  infection. 


Vaginal  secretions  normally  show  a high 
degree  of  protective  acidity  (pH  3.8  to  4.4). 
When  this  “acid  barrier”  is  disturbed,  growth 
of  benign  Doderlein  bacilli  is  inhibited  and 
that  of  pathogens  encouraged.  Floraquin  not 
only  provides  an  effective  protozoacide  and 
fungicide  (Diodoquin®)  destructive  to  path- 
ogenic trichomonads  and  yeast,  but  also 
furnishes  sugar  and  boric  acid  for  reestab- 
lishment of  the  normal  vaginal  acidity  and 
regrowth  of  the  normal  protective  flora. 
Suggested  Office  Floraquin  Insuffiation 

“. . . the  vagina  is  treated  daily  by  swab- 
bing with  green  soap  and  water,  drying  and 
insufflation  of  Floraquin  powder.”* 


Suggested  Home  Floraquin  Treatment 

“The  patient  is  also  issued  a prescription 
for  Floraquin  vaginal  suppositories  which 
she  is  instructed  to  insert  high  into  the  vagina 
each  evening.  On  the  morning  following  each 
application  of  these  suppositories,  the  patient 
should  take  a vinegar  water  douche.  . . .”* 

A Floraquin  applicator  is  supplied  with 
each  box  of  50  Floraquin  tablets.  G.D.Searle 
& Co.,  Chicago  80,  Illinois,  Research  in  the 
Service  of  Medicine. 


*Williamson,  P.:  Trichomonad  Infestation,  M.  Times  84:929 
(Sept.)  1956. 
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RX.,  DX.,  AND  DRS. 

By  Guillermo  Osier.  M.D. 


^ the  brand  new  medical  journal,  has  just 
been  sent  out  gratis  to  150,000  M.D.’s.  We  men- 
tioned the  mag.  last  year  when  it  was  in  mock-up 
form,  and  then  had  to  pretend  we  hadn’t  said  any- 
thing about  it  because  the  M.D.  Company  in- 
sisted on  its  semi-secret  status.  . . . ‘M.D.’  is  the 
journal  which  walks  like  TIME  Magazine.  It  is 
a good  job,  and  will  be  sensational,  tho  it  could 
be  better.  In  this  case,  ‘the  shorter  the  better’. 
There  just  isn’t  enough  medical  news  to  fill  such 
a journal  to  full  size,  and  padding  it  too  much 
with  medical  history  makes  for  slow  reading.  . . . 
We  suspect  that  people  who  are  smart  enough 
to  put  out  Number  I,  Volume  I will  be  smart 
enough  to  revise  it.  . . . The  advertising  is  lush 
and  top  notch.  The  illustrations  are  O.K.  The 
editorial  board  contains  quite  a few  familiar 
names,  and  the  chief  (F.  MARTI-IBANEZ,  M.D.) 
and  his  assistant  (MICHAEL  FRY,  D.Sc.)  will 
probably  become  better  known  as  the  journal 
flourishes.  The  method  of  subscription  hasn’t  been 
announced. 


Sometime  between  the  day  this  is  written  and 
the  day  it  is  published  (2  months)  chest  surgeon 
Dr.  John  Steele  will  give  a brief  report  and^analy- 
sis  in  St.  Louis  of  current  trends  in  the  SURGERY 
OF  TUBERCULOSIS.  Dr.  Steele,  formerly  of 
Milwaukee  and  now  of  San  Fernando  V.  A.  Hos- 
pital near  Los  Angeles,  has  obtained  data  from 
the  thoracic  surgeons  of  41  V.A.  hospitals.  It 
makes  up-to-date  reading,  and  quite  exciting  if 
you  like  that  sort  of  thing.  . . . About  half  of 
the  hospitals  use  thoracoplasty  fairly  often  prior 
to  resection.  About  70%  use  thoracoplasty  when 
needed  concommitant  with  resection.  Twenty- 
seven  hospitals  use  thoracoplasty  after  resection, 
but  half  of  them  only  for  complications.  Six  of 
them  make  routine  collapses  after  pneumonec- 
tomy. Only  15  hospitals  use  other  space-filling 
procedures  (plombage.  phrenic  crush,  pneumoperi- 
toneum, etc.)  before,  during  or  after  resection,  with 
a few  hospitals  favoring  the  various  methods  at 
various  times.  . . . Most  hospitals  add  extra  drugs 
to  'cover'  surgery  in  'resistant'  cases,  but  there  is 
a tendency  to  use  new  drugs  for  other  reasons 
(cavity,  positive  sputum,  etc.)  . . . Most  hospitals 
have  no  prejudice  against  segmental  or  smaller 
resections,  but  a goodly  number  prefer  lobectomy 
in  'resistant'  cases.  . . . There  are  quite  a few  rea- 
sons given  for  resecting  'closed'  lesions,  including 
youth,  'filled'  cavities,  and  size  of  lesion.  . . . 
Almost  as  many  places  do  extraperiosteal  plomb- 
age as  do  thoracoplasty  when  resection  is  not 
feasible. 


The  phthisiotherapists  in  Denver  have  several 
red-hot  and  RADICAL  ATTITUDES  about 
TREATMENT  OF  TB.  They  believe,  for  instance, 
that  most  patients  should  be  up  and  around,  and 
even  ‘about’,  while  receiving  chemotherapy.  (We 
have  felt  for  4 years  that  being  out  of  bed  and 
slightly  ambulatory  is  both  safe  and  helpful,  but 
we  think  that  going  much  farther,  with  a poten- 
tially infectious  patient,  is  dangerous  to  the  pa- 
tient and  contacts).  . . . Their  most  radical  idea 
is  that  THE  DOSE  OF  INH  (Isoniazid)  should  be 
20  mg.  per  kilogram  per  day.  This  pushes  the  dose 
of  the  drug  to  1,600  mg.  for  a person  weighing 
175  pounds,  quite  a lot  higher  than  the  current 
300  mg.  level.  The  Denver  guys  (Mitchell,  Filley, 
Middlebrook,  Dresser,  et  al.)  say  that  the  high 
intake  keeps  the  blood  level  high,  keeps  the  effec- 
tive non-acetylated  level  high,  and  works  better 
with  PAS  when  high.  The  elevated  intake  also 
causes  an  increased  tendency  to  neuritis  (10  to  30 
per  cent?),  but  it  can  be  completely  prevented  by 
100  mg.  per  day  of  pyridoxine  (Vit.  B6,  now  avail- 
able wholesale  at  1.8  cents  per  25  mg.  tablet).  It 
can  NOT  be  easily  treated,  however,  once  it  has 
occurred,  so  beware,  beware. 


Here's  A PEPTIC  ULCER  TREATMENT  which 
has  almost  everything,  — it  is  of  foreign  (glam- 
orous) origin,  it  requires  a prescription,  it  allows 
patients  to  eat  what  they  want,  and  its  advertising 
is  loaded  with  double-talk.  . . . The  trade-name  is 
'ExuT,  and  it  contains  a substance  called  'Nupra'! 


We  do  not  usually  see  the  ‘SECRETARY’S 
LETTER’  from  the  A.M.A.  It  is  written  by  George 
Lull,  M.D.,  Secretary-General  Manager.  ...  It  is 
a newsy  publication  of  a few  pages.  ‘Letter  No. 
386’  contained  a story  of  the  tribulations  of  a 
Hungarian  doctor’s  family;  the  change  in  an 
A.M.A.  award;  the  election  of  a negro  M.D.  to 
presidency  of  a Tennessee  county  medical  society; 
and  news  items  from  Chicago  and  the  A.M.A., 
including  a note  that  the  Council  on  Pharmacy 
and  Chemistry  has  now  simply  become  the  ‘Coun- 
cil on  Drugs’. 


TUCSON  HOSPITAL  NEWS  is  dynamic  and 
promising.  A Joinl  Hospital  Drive  for  funds  is 
scheduled  to  begin,  and  to  continue  for  three 
years.  They  hope  to  raise  $1.5  million  which  will 
be  matched  by  Hill-Burton  funds.  . . . Half  of 
this  money  will  go  to  the  Tucson  Medical  Center 
for  100  beds,  to  be  added  to  the  222  current  ca- 
pacity. There  is  a critical  need  for  beds,  with  a 
five-fold  increase  in  admissions  in  10  years  and 
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HOSPITAL  BENEFIT  ASSURANCE 

HOME  OFFICE:  FIRST  STREET  AT  WILLETTA  • PHOENIX,  ARIZONA  • ALpine  8-4888 

BRANCH  OFFICE-.  507  VALLEY  NATIONAL  BUILDING  TUCSON,  ARIZONA  • 3-9421 


MEDICAL  DIHECTOIl 
DUICE  R. GASKINS, M,D. 


Dear  Doctor: 


I am  looking  forward  to  the  State  Medical  Convention 
to  be  held  at  the  Stardust  Hotel  in  Yuma,  April  10-13. 

To  be  on  hand  for  the  meetings,  I have  taken  a room  at 
the  Stardust  Hotel.  . If  you  have  an  opportunity,  drop 
by  for  a chat. 

If  you  have  any  suggestions  or  questions  about  HBA 
and  their  services,  I will  be  very  pleased  to  talk 
with  you  at  that  time. 

Very  truly  yours, 

HOSPITAL  BENEFIT  ASSURANCE 

/f, 

Duke  R.  Gaskins,  M.D. 
Medical  Director 

DRG : sk 


224 


Arizona  Medicine 


April,  1957 


a census  of  94%  in  recenl  months.  . . . The  other 
half  of  the  funds  will  go  to  St.  Mary's  Hospital 
which  will  build  a branch  hospital  of  150  beds 
on  the  east  side  of  the  city.  (TMC  is  on  the  east 
side,  and  St.  Mary's  is  now  on  the  west). 


It  is  now  time  for  everyone  to  take  whacks  at 
those  ‘harmless’  TRANQUILIZERS.  Many  doctors 
believe  that  people  take  too  many  without  medi- 
cal control;  many  psychiatrists  believe  that  calm- 
ing some  neurotic  people  may  have  unfortunate 
end-results;  and  now  a California  pharmacist  lets 
fly.  . . . Dr.  J.  F.  Bestor  of  U.S.C.,  speaking  to 
the  American  College  of  Pharmacists,  warns 
against  the  possible  evils  of  combining  the  ‘calma- 
tives’ with  other  CNS  depressant  drugs,  either 
by  intent  or  accident.  Chlorpromazine  plus  mor- 
phine, chlorpromazine  plus  meperidine,  reserpine 
plus  general  anaesthetics,  any  tranquilizer  plus 
barbiturates  or  with  alcohol,  may  all  produce 
excessive  or  side  effects.  It  is  believed  that  chlor- 
promazine causes  constriction  of  the  sphincter  of 
Oddi,  but  the  jaundice  and  possible  liver  damage 
are  eliminated  by  discontinuing  the  drug.  Reser- 
pine may  cause  bleeding  of  peptic  ulcers,  loss  of 
libido,  and  even  suicidal  tendencies.  Meprobro- 
mate  may  cause  “allergic-type  reactions”,  but  its 
chief  hazard  is  habituation,  so  continuous  therapy 
is  discouraged. 


Dr.  Bernard  Halpern  of  Paris,  one  of  Ihe  dis- 
coverers of  the  anlihisiamines.  has  recently  spoken 
in  Los  Angeles  before  the  American  Academy  of 
Allergy.  His  most  notable  item  of  news  was  called 
by  the  daily  papers  "A  System  To  Make  People 
ALLERGY-PROOF."  He  has  been  working  with 
a preliminary  drug  called  '1935L'.  which  acts  as 
a HISTAMINE-LIBERATOR,  and  it  has  caused  a 
great  improvement  in  clinical  allergy.  . . . Dr. 
Halpern  is  working  toward  an  improved  drug 
of  that  sort  and  hopes  to  find  one  which  will 
completely  clear  the  tissues  of  histamine. 


Another  piece  of  news  from  Arizona  hospitals 
is  the  election  of  A NEW  PRESIDENT.  Guy  M. 
Hammer,  administrator  of  the  Good  Samaritan 
Hospital  in  Phoenix  is  the  new  ‘boss’  (which  is 
an  easier  name  than  ‘administrator’  or  ‘superin- 
tendent’) of  the  Arizona  Hospital  Association.  . . . 
The  other  officers  were  spread  around  the  state, 
with  James  Cline  of  Globe  and  Florence  Ladner 
of  Casa  Grande  on  the  slate. 


Upjohn's  weekly  'Scope',  a newsy  publication, 
had  a picture  of  fifteen  contenders  for  the  NA- 
TIONAL JUNIOR  AND  BOYS'  TENNIS  CHAM- 
PIONSHIP. all  of  them  SONS  OF  PHYSICIANS. 
. . . The  Arizona  angle  is  the  fact  that  two  of  the 
boys  were  SONS  OF  PHOENIX  M.D.'s.  — Paul, 
son  of  Dr.  P.  V.  Palmer,  and  Rusty,  son  of  Dr. 
K.  C.  Baker.  . . . This  is  a fairly  high  percentage 
of  doctor's  sons,  and  of  contenders. 


Proof  that  sweating,  and  ODOROUS  SWEAT, 
can  be  managed  is  now  available.  Odor  is  not  an 
intrinsic  property  of  apocrine  sweat,  but  is  due  to 
the  action  of  surface  bacteria.  It  has  been  shown 
that  an  antibiotic  ointment  (Abbott’s  Bacitracin- 
Neomycin)  will  suppress  the  wicked  germs  all  by 
itself.  . . . The  routine  of  getting  rid  of  axillary 
hair,  washing  the  area  daily,  and  keeping  the 
clothes  clean  is  probably  a good  idea,  but  it  is  good 
to  know  of  the  ointment  as  a clincher.  No  excuse 
now  unless  the  sense  of  smell  is  gone. 
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MALPRACTICE  SUITS 
The  Physicians  Liability  For 
Negligence  of  Third  Persons: 

By  Jesse  D.  Hamer,  M.D. 
Medico-Legal  Committee 
Phoenix,  Arizona 

N A NEIGHBORING  state  last  year,  three 
malpractice  awards  in  three  instances  totalled 
$600,000,  with  dozens  of  smaller  awards  amount- 
ing to  a much  larger  figure,  were  adjudicated 
against  physicians.  One  of  these,  amounting  to 
$250,000,  was  awarded  against  a surgeon,  who 
had  delegated  a technical  procedure  to  a senior 
resident  in  a hospital^  and  the  claim  was  pre- 
dicated upon  permanent  paralysis  following 
translumbar  aortography  with  sodium  urikon. 
It  was  alleged  by  the  plaintiffs  attorney  that 
the  surgeon  had  wrongfully  delegated  the  pro- 
cedure to  a senior  resident,  and  that  more  than 
the  recommended  amount  of  urikon  had  been 
used. 

Action  to  recover  damages  for  malpractice 
is  grounded  in  negligence.  The  law  does  not 
presuppose  that  for  every  injury  there  must 
be  a recovery.  Negligence  arises  only  from  a 
breach  of  physician’s  legal  duty,  which  is  to 
exercise  ordinary  skill  and  care  and  his  best 
judgment.  What  are  his  responsibilities  then 
when  he  delegates  certain  technical  procedures, 
or  treatments  to  a third  person;  his  office  nurse, 
or  intern  or  resident  staff  of  a hospital,  or  to 
members  of  an  operating  crew  during  surgical 
procedures? 

Let  us  examine  in  brief  the  physician’s  liabil- 
ity for  negligence  of  third  persons.  It  can  be 
said  that  well  defined  rules  have  been  handed 
down  by  the  Gourts  in  past  instances,  and 
these  do  impose  liability  upon  a physician  for 
injuries  sustained  by  his  patient  by  reason  of 
negligence  of  third  parties. 

First,  there  is  the  doctrine  of  respondeat 
superior,  which  is  applicable  only  when  the 
relation  of  employer  and  employe  exists.  This 
type  of  relationship  is  established,  when  it  is 
shown  that  the  physician  has  the  power  to 
select,  discharge,  direct  or  control  his  As- 
sistants. Then  if  an  employe  causes  injury  to 
a patient  while  carrying  out  the  physician’s 
directions,  the  physician  will  be  liable  for  in- 
jury sustained  by  a patient  if  the  employe 
acted  negligently.  That  rule  can  be  applicable 
to  an  office  nurse,  or  to  a sponge  counting 


nurse  hired  by  him  in  an  operating  room,  should 
she  count  the  number  of  sponges  erroneously, 
and  one  be  left  inside  the  abdomen. 

Negligence  of  nurses  or  other  employes 
of  a hospital  is  not  imputable  to  a physician, 
unless  it  is  established  either  that  the  physician 
controlled  the  hospital,  or  that  a hospital  nurse 
was  incompetent  and  that  the  physician  knew 
or  should  have  known  of  such  incompetency. 
In  most  instances,  a physician  is  not  responsible 
for  mistakes  or  negligence  of  persons  hired  by 
a hospital.  However,  proof  that  a sponge  was 
left  in  the  abdomen  places  upon  the  surgeon 
the  duty  of  proving  the  methods  used  to  keep 
track  of  the  sponges  used  in  the  operation, 
and  that  he  acted  in  accordance  with  accepted 
surgical  practice.  The  duty  placed  upon  the 
surgeon  of  producing  such  evidence  is  fre- 
quently referred  to  as  the  duty  of  "going  for- 
ward’ with  proof  to  overcome  the  presumption 
of  negligence.  The  duty  of  "going  forward’  is 
not  to  be  confused  with  the  burden  of  proof 
which  is  on  the  patient.  The  duty  of  "going 
forward’  may  shift,  but  the  burden  of  proof 
never  shifts;  it  is  on  the  patient  in  the  beginning 
and  remains  there  to  the  end. 

Quite  generally,  we  physicians  have  believed 
that  the  rule  says  that  we  may  be  liable  for  the 
malpractice  of  a partner,  or  liable  for  injury 
thru  the  negligence  of  our  assistants,  agents 
or  servants  employed,  but  that  we  are  not 
legally  liable  for  the  nurses  or  internes  or 
employes  of  a hospital,  unless  the  hospital  is 
owned  or  controlled  by  a physician  or  physicians. 

In  the  last  twenty  years,  malpractice  suits, 
over  the  country  generally,  have  been  rather 
numerous.  There  appears  to  be  some  departures 
from  some  of  the  previously  established  prin- 
ciples, in  more  recent  years.  Whether  such  de- 
partures are  justified  can  well  constitute  a matter 
of  difference  of  opinion.  Nevertheless,  as  cited 
previously,  a surgeon  was  handed  a quarter 
of  a million  in  damages  because  of  the  alleged 
negligence  of  a hospital  resident.  In  another 
case  in  Pennsylvania,  a verdict  was  reversed 
upon  a doctor,  upon  appeal,  because  a child 
sustained  damage  to  the  eyes,  after  a caesarean 
operation,  when  its  eyes  were  cared  for  by  an 
intern.  The  doctor  directed  that  a certain  in- 
tern should  be  his  assistant  and  take  care  of 
the  baby  after  delivery.  It  was  contended  that 
the  baby’s  eyes  were  not  irrigated  properly 
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after  instillation  of  silver  nitrate,  as  required. 
In  this  case,  plaintiffs  did  not  claim  that  the 
doctor  was  personally  guilty  of  negligence.  The 
question  was  whether  the  doctor  could  be  held, 
under  the  doctrine  of  respondeat  superior,  for 
the  negligence  of  the  intern;  or  in  other  words, 
whether  the  intern  was  the  agent  or  servant 
of  the  doctor.  The  next  question  in  the  case 
was  whether  the  intern,  an  employe  of  the 
hospital,  could  be  the  agent  or  servant  of  the 
doctor.  It  was  up  the  jury  to  decide,  after 
the  doctor  had  admitted,  under  cross-examina- 
tion, that  all  of  the  persons  in  the  operating 
room  were  subject  to  his  control  or  right  of 
control  with  regard  to  the  manner  in  which 
they  performed  their  duties.  This  is  always  an 
important  test  in  determining  whether  a person 
is  an  agent  or  servant.  The  Pennsylvania  Court 
said: 

“If  then  it  be  true  that  defendant  has  super- 
visory control  and  the  right  to  give  orders  to 
the  intern  in  regard  to  the  very  act  in  the 
performance  of  which  the  latter  was  negligent, 
it  would  follow,  according  to  the  classical  test 
of  agency,  that  a jury  would  be  justified  in 
concluding  that  the  temporary  relationship  be- 
tween defendant  -and  the  intern  was  that  of 
master  and  servant,  and  that  consequently  de- 
fendant was  legally  liable  for  the  harm  caused 
by  an  negligence  on  the  part  of  the  intern.” 
The  Court  held  further:  “In  determining  whether 
the  intern  was  defendant’s  servant  at  that  time, 
the  mere  fact  that  he  was  then  in  the  general 
employ  of  the  hospital  would  not  prevent  the 
jury  from  finding  that  he  was  also  at  that  same 
time  the  servant  of  the  defendant,  if  he  was 
then  subject  to  his  orders  in  respect  to  the 
treatment  of  the  child’s  eyes  with  the  silver 
nitrate  solution.” 

Some  subsequent  cases  in  the  same  state 
have  only  somewhat  limited  the  effect  of  the 
rule  laid  down  in  the  above  case.  The  inherent 
danger  of  this  kind  of  a situation  remains  ap- 
parent, however. 

In  1914,  Judge  Taft  in  Ewing  v.  Cood,  estab- 
lished the  general  rule  that  the  doctrine  of 
Res  Ipsa  Loquitur  is  not  applicable  in  mal- 
practice cases,  but  since  that  time,  particularly 
in  more  recent  years,  many  cases  have  been 
decided  against  doctors  which  are  exceptions 
to  that  rule.  Res  ipsa  loquitur  is  merely  a 
short  way  of  saying  that  the  jury  may  be 


warranted  in  believing  that  an  accident  of  a 
particular  kind  commonly  does  not  happen  ex- 
cept in  consequence  of  negligence;  and,  hence, 
there  is  a presumption  of  fact  from  which  a 
jury  may  find  that  it  happened  in  consequence 
of  negligence,  unless  the  defendant  produces  evi- 
dence of  the  actual  cause  of  the  injury.  The 
principle  upon  which  the  rule  rests  and  the 
circumstances  under  which  it  should  be  applied 
are  these:  It  is  not  the  injury,  but  the  manner 
and  circumstances  in  which  the  injury  was 
sustained  that  justify  the  application  of  the  rule 
and  the  inference  of  negligence. 

Generally,  this  rule  is  not  applied  to  the 
ordinary  malpractice  case,  the  reason  for  not 
applying  it  being  that  a physician  or  surgeon 
does  not  undertake  to  insure  a good  result 
and  the  result  of  medical  treatment  or  surgery 
is  not  so  certain  that  an  inference  of  negligence 
attends  a failure  to  effect  a cure.  However, 
when  the  rule  of  res  ipsa  loquitur  is  allowable 
in  a case,  it  raises  a rebuttable  presumption 
that  the  physician  was  negligent,  thus  entitling 
the  patient  to  have  his  case  decided  by  a jury 
unless  the  circumstances  surrounding  the  in" 
jury  are  satisfactorily  explained  by  the  physician 
to  the  satisfaction  of  the  Court. 

The  highest  tribunals  of  some  states  have 
held  that  an  explanation,  not  improbable  in 
itself,  uncontradicted  either  by  the  results  of 
cross-examination,  or  by  direct  evidence  con- 
trary to  the  explanation,  entitles  the  defendant 
physician  to  a dismissal  of  the  complaint  or 
the  direction  of  the  verdict.  Courts  of  other 
states  have  held,  however,  that  the  explanatory 
evidence  is  almost  always  to  be  submitted  to 
the  jury.  In  such  states,  a surgeon  cannot  re- 
lieve himself  from  liability  for  injury  to  a 
patient  in  leaving  a sponge  in  the  wound  by 
any  custom  or  rule  requiring  the  nurse  to  count 
the  sponges  used  and  removed,  and  his  reliance 
on  such  statements,  even  though  such  testimony 
is  uncontradicated. 

What  does  the  effect  of  departures  from  the 
rule  that  the  doctrine  of  res  ipsa  loquitur  does 
not  apply,  in  a malpractice  case?  Its  effect  is 
to  permit  a bad  result  or  an  unusual  happening 
to  require  the  physician  or  surgeon  to  explain, 
and  to,  perhaps,  establish  a prima  facie  case  for 
the  claimant.  In  other  words,  the  burden  of 
proof  may  be  shifted  from  the  claimant  to  the 
physician  or  surgeon. 
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more  than  hope . . . 

When  the  contents  of  Pandora’s  Box  were  released, 
Hope  alone  remained.  To  the  allergic  patient, 

faced  with  a veritable  Pandora’s  Box  of  discomforts, 
‘Perazir  offers  far  more  than  hope.  It  gives 
ability  to  withstand  allergens,  without  reactions. 
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SCORED  (uncoated)  TABLETS  OF  50  mg. 
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CIVICS 

A.  Ross,  M.D. 


MBy  Norman 
ENTAL  HEALTH  IN  ARIZONA,  a report 
of  a survey  conducted  by  the  Governor’s  Ari- 
zona Mental  Health  Research  Committee,  is 
available  to  members  of  this  association  on 
request.  Address:  (MH)  University  of  Arizona 
Press,  University  of  Arizona,  Tucson,  Arizona. 

HIGHLIGHTS  OE  RECOMMENDATIONS 

The  recommendations  that  follow  are  based 
on  the  replies  of  1064  representative  Arizonans 
to  the  questionnaires  which  constitute  the  basis 
of  the  report.  Special  attention  should  be  given 
to  the  fact  that  while  some  problems  are 
accepted  in  Arizona  as  within  the  province  of 
the  State  or  of  state  controlled  agencies,  others 
are  usually  considered  to  be  the  responsibility 
of  the  local  communities. 

STATE  LEVEL 

1.  A central  board  should  be  established  to 
conduct  a more  searching  investigation  of  the 
mental  health  needs  of  the  State  and  to  co- 
ordinate state  mental  health  agencies.  The 
eventual  goal  should  be  a combining  of  the 
functions  of  this  central  board  and  the  advisory 
and  coordination  activities  of  the  State  Division 
of  Mental  Health. 

2.  Training  facilities  of  the  State  should  be 
expanded  to  include  programs  in  clinical 
psychology,  social  work,  psychiatric  social  work, 
psychiatric  nursing.  This  expansion  can  be  ac- 
complished both  through  development  of  the 
services  of  the  Western  Interstate  Gommission 
for  Higher  Education  (WIGHE)  in  mental  health 
areas  and  development  of  additional  training 
facilities  at  the  Uni^rsity  and  the  State  Gol- 
leges. 

3.  New  institutional  facilities  for  juvenile  de- 
liiKiuents  with  serious  mental  conditions  should 
be  established  in  the  State,  and  mental  health 
functions  of  our  present  institutions  should  be 
extended. 

4.  Provision  should  be  made  to  increase  the 
staff  of  the  Arizona  State  Hospital  with  the 
view  to  hastening  recovery  of  patients  and  their 
return  to  society.  Increases  in  the  hospital  staff 


should  be  made  selectively,  with  the  object  of 
approaching  more  closely  the  standards  of  the 
American  Psychiatric  Association. 

A neurological  institute  in  conjunction  with 
the  State  Hospital  with  outpatient  clinics  in 
both  Phoenix  and  Tucson  should  decelerate  the 
expected  increase  in  mental  problems  and 
should  save  long  periods  of  hospitalization  for 
many  individuals  with  acute  mental  problems. 
The  establishment  of  such  an  institute  merits 
serious  consideration,  especially  in  view  of  the 
near  certainty  that  the  proportion  of  aged  per- 
sons in  Arizona  will  before  many  years  match 
that  of  the  nation,  thus  bringing  about  an  in- 
crease in  neurological  problems. 

5.  Funds  should  be  provided  for  support  of 
mental  health  research  in  the  institutions  of 
higher  learning  and  in  other  appropriate  state 
agencies. 

6.  Arizona  should  cooperate  with  WIGHE  in 
setting  up  a research  information  center  to  re- 
port research  proposed,  in  progress,  and  com- 
plete. Such  an  agency  should  publicize  the 
availability  of  funds  for  research  in  mental 
health. 

7.  Traveling  clinics  should  be  established  by 
the  State  Division  of  Mental  Health  to  serve 
the  small  towns  and  rural  areas  of  the  State. 
It  would  be  desirable  to  have  two  such  clinic 
teams  each  consisting  of  a psychiatrist,  a psycho- 
logist, and  at  least  one  psychiatric  social  worker. 
Aid  for  the  support  of  such  traveling  clinics 
would  be  available  through  the  National  In- 
stitute of  N4ental  Health. 

8.  The  services  such  as  those  provided  by 
the  Arizona  Ghildren’s  Golony  will  have  to  be 
expanded  to  meet  the  growing  needs  of  the 
state. 

9.  Penal  and  correctional  institutions  of  the 
State  should  be  proxided  with  the  services  of 
a psychiatrist,  a psychologist,  and  one  or  more 
social  workers. 

LOGAL  LEVEL 

1.  Aid  should  be  given  in  local  areas  to 
increase  the  psychiatric  services  available  in 
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private  hospitals.  Saint  Mary’s  Hospital  in  Tuc- 
son and  Saint  Joseph’s  Hospital  in  Phoenix 
are  both  seeking  financial  support  for  the  estab- 
lishment of  neuropsychiatric  ;wings.  Residents  of 
Arizona  should  aid  these  and  other  hospitals 
in  attaining  such  goals. 

2.  Psychiatric  facilities  and  services  of  the 
county  hospitals  should  be  improved. 

3.  Adult  psychiatric  clinics  are  needed  in  the 
more  populated  centers  of  the  State.  Minimal 
professional  staffs  for  these  clinics  should  con- 
sist of  a full  time  psychiatrist,  a psychologist,  and 
at  least  one  psychiatric  social  worker.  Although 
the  initiative  for  these  clinics  must  be  taken 
locally  and  a part  of  the  money  needed  must 
be  raised  locally,  some  aid  for  such  clinics  is 
obtainable  from  the  National  Institute  of  Mental 
Health  through  the  State  Division  of  Mental 
Health. 

4.  The  child  guidance  clinics  in  the  Tucson 
and  Phoenix  areas  should  be  enlarged  in  order 
to  shorten  the  waiting  period  for  service  from 
these  agencies.  Minimal  staffs  for  these  clinics 
should  include  one  full  time  psychiatrist,  one 
or  two  psychologists,  and  two  psychiatric  social 
workers.  Other  communities  should  be  en- 
couraged to  establish  child  guidance  clinics 
when  feasible. 

5.  The  social  service  agencies  throughout  the 
communities  of  the  State  need  more  professional 
workers.  In  many  there  are  vacancies.  These 
can  probably  be  filled  only  by  increasing  the 
attractiveness  of  employment.  Salaries  must  be 
increased  and  working  conditions  improved. 
(Note:  Social  service  agencies  should  be  under- 
stood to  include  all  public  and  private  agencies 
engaged  in  mental  health  activities.) 

6.  The  mental  health  facilities  of  the  public 
schools  should  be  continued  and  strengthened. 

THE  PROBLEM  OF  THE  AGED 

In  Arizona  responsibility  for  aged  persons  who 
require  care  and  who  cannot  be  taken  care  of 
in  their  homes  is  recognized  only  in  a very 
limited  degree  by  the  State  government,  as,  for 
example,  the  Pioneer’s  Home.  Care  of  the  aged 
by  the  county  varies  markedly  from  county 
to  county.  This  report  shows  that  the  aged 
constitute  a major  percentage  of  inmates  of 
state  mental  hospitals,  where  the  aged  are 
usually  classed  as  mentally  ill  although  many 
of  them  need  only  domicilary  care.  Additional 


provision  should  be  made  for  these  citizens 
and  without  the  “stigma”  of  mental  illness. 
Dorniciliary  care  for  the  aged  will  allow  for 
major  economics  in  our  State  plan  because  such 
homes  for  the  aged  are  far  less  expensive  than 
are  mental  hospitals. 

The  problem  of  the  aged  is  one  that  will 
increase  with  increasing  population  and  with 
stabilization  of  the  population. 
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REPORTING  PERSONAL  INJURIES* 

By  John  J.  Barton 

Attorney  John  J.  Barton,  Los  Angeles,  pre- 
sents an  attorney’s  viewpoint  of  the  medical 
report  prepared  in  connection  with  automo- 
bile accidents.  The  author  is  a member  of 
the  California  and  Nebraska  Bar  Associations 
and  prior  to  entering  private  practice,  repre- 
sented automobile  insurance  companies  as 
both  attorney  and  claims  adjuster.  — Editor 

Without  the  advent  of  automobile  liability 
and  medical  pay  insurance,  medical  reports 
would  not  have  assumed  the  importance  they 
have  today.  Because  of  insurance,  the  demands 
of  the  parties  who  are  to  be  affected  by  the 
benefits  weigh  heavily  on  doctors.  I often 
wonder  if  the  medical  profession  realizes  the 
importance  of  reports  and  how  they  affect  the 
outcome  of  negotiation  between  the  injured 
party  and  the  insurance  company  — and  sub- 
sequent law  suits. 

Does  the  medical  profession  realize,  for  ex- 
ample, the  weight  their  reports  are  given  by 
the  insurance  claims  department  when  a bodily 
injury  claim  is  presented?  I am  sure  that  if 
such  were  the  full  realization,  meager  and  in- 
complete reports  would  never  be  submitted. 
Yet  this  is  not  the  case.  Either  from  lack  of 
time  or  interest,  the  medical  profession  often 
refuses  to  render  the  report  a patient  is  en- 
titled to. 

As  most  doctors  know,  an  injury  sustained 
by  a patient  because  of  the  negligence  of 
another  is  compensable  to  the  injured  party. 
In  most  cases,  the  negligent  driver  has  liability 
insurance  and  a claim  will  be  directed  to  the 
insurance  company.  Once  a claim  is  presented, 
the  insurance  company  will  be  represented 
by  experts  in  their  respective  fields.  This  is 
only  natural  since  paying  or  resisting  claims 
is  their  business,  and  in  order  to  compete,  these 
companies  must  have  men  thoroughly  experi- 
enced in  their  fields.  The  claimsman  is  usually 
well  versed  in  medical  matters  as  well  as 
the  legal  aspects  of  a claim.  Yet  if  his  train- 
ing or  experience  is  deficient  in  the  medical 
aspects  of  the  claim,  he  has  merely  to  call  in  a 
trained  insurance  doctor  who  will  give  a 
thorough  medical  examination  and  submit  a 
comprehensive  report. 

SHOULD  REFLECT  ENTIRE  PERSON 
The  claim  can  be  presented  either  by  a pa- 
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tient  acting  as  his  own  negotiator  or  represented 
by  counsel  who  negotiates  for  him.  In  the 
latter  event,  the  status  of  negotiation  becomes 
more  balanced  since,  against  the  array  of  ex- 
perts for  the  company,  the  patient’s  attorney 
should  be  able  to  negotiate  successfully.  In 
either  situation,  the  medical  report  of  the  doctor 
and  how  it  is  written,  will  play  a predominant 
role  in  the  negotiation  of  the  claim. 

Other  things  being  equal,  a well-reported 
injury  will  be  worth  considerably  more  than 
an  injury  of  the  same  type  poorly  reported. 
This  is  so  because  the  claimsman  of  the  in- 
surance company  relies  so  heavily  on  what  the 
medical  report  shows.  He  may  never  see  the 
patient  and  in  most  cases,  the  person  in  charge, 
the  claims  manager,  who  finally  decides  the 
value  of  a case,  never  sees  the  injured  party. 
His  only  evidence  of  the  nature  of  the  injury 
is  the  medical  report.  This  to  him  is  the  person. 
Because  this  is  so,  the  medical  report  should 
reflect  the  entire  person  as  much  as  possible. 
It  should  be  a “word-picture”  of  the  injured 
party. 

Other  than  oral  reports  of  an  injury,  which 
are  not  practical,  there  are  only  two  methods 
of  submitting  written  reports.  These  are  the 
“form  report”  and  the  “narrative  report.”  Let 
us  examine  the  merits  of  each  separately. 

THE  ‘FORM’  REPORT 

A form  report  is  usually  a one-page  affair 
on  which  a doctor  is  asked  to  record  all  he 
has  observed  concerning  his  patient.  In  effect, 
it  is  expected  that  the  doctor  can  give  a true 
“word'picture”  of  his  patient  by  this  means. 
The  shortcomings  of  this  method  are  all  too 
obvious.  The  only  benefit  this  writer  can  see  in 
the  use  of  this  method  is  that  it  saves  time 
for  the  doctor  and  the  insurance  company.  The 
doctor  has  a greater  duty  to  the  patient  than 
he  does  to  himself.  The  doctor  should  always 
keep  in  mind  that  this  form  was  prepared  by 
the  insurance  company  and  not  by  his  patient. 

How  many  doctors  can  rightfully  report  the 
x-ray  findings  within  a space  1 inch  wide  and 
6”  long  as  provided  by  the  form  report?  If 
they  could,  the  roentgenologist  would  be  remiss 
in  his  report  to  the  attending  physician.  Such, 
however,  is  not  the  case.  The  roentgenologists’ 
reports  this  writer  has  seen  are  the  most 
thorough  of  medical  reports.  Their  reports  of 
x-rays  taken,  whether  there  be  injury  or  not. 
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will  invariably  constitute  a full  page.  The  entire 
report  of  the  roentgenologist  should  be  incor- 
porated in  the  attending  physician’s  report,  since 
it  constitutes  a major  portion  of  the  “word- 
picture”  of  the  patient.  To  give  the  conclusions 
only,  is  to  fail  the  patient  in  presenting  this 
complete  “word-picture.”  How  incomplete  the 
form  report  is  can  nowhere  be  better  illustrated 
than  in  reporting  the  x-ray  findings. 

All  doctors  realize  that  when  a patient  comes 
to  them  with  a history  of  an  injury,  the  doctor 
owes  the  patient  a thorough  examination.  How 
can  an  examination  be  thorough  if  the  doctor 
uses  the  form  supplied  by  the  insurance  com- 
panies as  a guide?  Even  though  the  doctor  may 
not  use  the  form  as  a guide  in  examination 
and  treatment,  yet  he  does  so  when  writing 
the  report  on  the  form. 

I believe  that  the  doctor  usually  conducts 
a very  thorough  examination  but  that  when 
he  tries  to  record  what  he  has  observed  onto 
the  form,  finding  it  inadequate,  he  neverthe- 
less proceeds  to  answer  the  questions  as  con- 
tained in  the  form. 

NEED  COMPLETE  REPORT 

What  of  the  patient’s  history  of  the  accident? 
Has  there  been  an  examination  of  his  head 
even  though  no  complaint  of  head  injury  has 
been  made?  The  doctor  owes  his  patient  this 
examination,  yet  the  form  makes  no  provision 
for  it.  Undoubtedly,  the  doctor  makes  this  ex- 
amination as  a matter  of  good  practice,  but  in 
using  the  form  he  fails  to  make  it  known,  unless 
he  does  find  an  injury.  Reference  should  be 
made  that  the  head  was  examined,  even  though 
no  injury  was  located.  This  information  is  a 
vital  part  of  the  “word-picture”  of  the  patient. 

The  same  can  be  said  of  the  skin,  eyes, 
teeth,  tonsils,  throat,  thyroid,  heart,  blood  pres- 
sure, lungs,  abdomen,  genitourinary,  extremities, 
neurology  and  spine.  Without  some  discussion 
of  these,  how  can  a doctor  expect  a claimsman 
to  get  a full  “word-picture”  of  the  patient?  In 
fact,  how  can  the  doctor  expect  anyone  to 
believe  that  a thorough  examination  has  been 
given  if  the  same  is  not  reported?  The  form 
is  inadequate  to  meet  these  demands  of  good 
medical  practice. 

How  many  doctors  can  diagnose  a personal 
injury  without  knowing  something  about  the 
facts  of  the  accident?  It  is  not  intended  that 
the  doctor  know  the  technical  facts,  but  he 


should  learn,  in  order  to  facilitate  his  diagnosis, 
the  nature  of  the  impact,  i.e.,  was  the  patient 
seated  behind  the  wheel,  or  where  was  he 
seated?  This  is  important,  as  it  may  indicate 
the  area  and  extent  of  the  injury. 

Also,  the  doctor  must  ascertain  how  the  pa- 
tient was  thrown  about.  It  is  readily  recognized, 
for  example,  that  the  patient’s  injuries  and  sub- 
jective complaints  will  usually  be  different  if 
he  is  thrown  to  the  pavement  than  if  he  were 
thrown  onto  a lawn.  If  he  were  not  thrown 
from  the  car,  then  it  is  important  to  know 
what  part  of  his  body  came  into  contact  with 
what  part  of  the  car.  The  form  is  inadequate 
to  cover  this  important  aspect  of  the  case. 

WORD-PICTURE  IMPORTANT 

Nor  does  the  form  provide  any  space  to 
describe  the  type  or  locale  of  pain.  The  type 
and  nature  of  treatments  are  also  important 
because  they  bear  directly  on  the  important 
subject  of  pain  and  suffering. 

At  this  point,  the  doctor  may  question  the 
importance  of  pain  and  suffering.  The  injured 
party  is  entitled  to  compensation  for  pain  and 
suffering  as  a part  of  the  total  settlement.  Al- 
though the  doctor  cannot  accurately  know  the 
degree  of  pain  and  suffering,  yet  from  his  train- 
ing and  experience  he  knows  the  comparative 
aspects  involved.  He  knows  that  certain  in- 
juries are  more  painful  than  others.  He  should 
record  this  observation,  together  with  the  sub- 
jective complaints  of  the  patient.  Only  by  doing 
this  does  the  doctor  help  report  the  true  value 
of  his  patient’s  case.  The  form  makes  no  pro- 
vision for  this  important  aspect  of  the  total 
“word-picture.” 

Where  there  is  injury  of  a permanent  nature, 
the  medical  form  becomes  glaringly  inadequate. 
Any  doctor  who  has  completed  forms  for  the 
industrial  accident  commission  knows  that  a 
statement  by  the  attending  physician  as  to 
permanent  disability  must  be  backed  by  re- 
ported facts.  So  in  auto  accidents,  the  reporting 
physician  must  be  thorough  in  order  that  the 
client  may  obtain  just  compensation. 

The  medical  form  cotains  space  for  prognosis. 
To  this  writer  a prognosis  is  merely  a calculated 
guess.  In  very  few  types  of  injuries,  a prognosis 
can  be  given  with  some  degree  of  accuracy. 
Rut  this  is  more  the  exception,  in  personal  injury 
cases,  than  the  rule.  Recause  the  guess  of  the 
attending  physician  could  be  detrimental  to  the 
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patient’s  subsequent  negotiations,  it  is  submitted 
that  the  doctor  use  this  mode  of  approach 
sparingly.  A flat  assertion  as  to  an  early  prog- 
nosis can  prove  very  embarrassing  to  the  doctor 
and  costly  to  the  client  should  the  injury  prove 
of  greater  duration  than  was  expected. 
RESERVES  GAUGED  RY  REPORTS 

The  medical  report  forms  are  submitted  by 
the  insurance  companies  for  a number  of  rea- 
sons. The  forms  are  sent  out  in  the  hope  of 
getting  the  earliest  possible  report  so  that  the 
company  can  post  a reserve.  This  is  a figure 
within  which  the  company  hopes  to  settle  the 
case.  If  the  medical  report  is  poorly  written, 
the  reserve  may  well  reflect  this  by  being  lower 
than  the  case  value  really  is.  However,  if  the 
report  is  thorough  and  accurate,  the  reserve 
will  better  reflect  the  true  value  of  the  case. 

Insurance  companies  will  seldom  settle  a case 
above  the  reserve  posted.  It  is  true  that  some 
companies  will  adjust  their  reserves,  but  this 
is  done  only  because  the  first  reserve  posted 
was  estimated  without  the  medical  report.  Not 
only  is  this  form  used  as  a means  to  gauge 
the  potential  exposure  of  the  insurance  company, 
but  it  will  divulge  much  information  that  may 
not  be  to  the  client’s  best  interest  to  reveal  at 
that  time.  Of  course,  the  insurance  company 
has  the  medical  man  on  the  spot  with  an  early 
report,  and  if  his  later  report  does  not  reflect 
consistency  with  the  first  report,  this  factor 
will  be  used  as  an  arguing  point  in  the  negotia- 
tion of  the  claim.  In  fact,  it  may  be  used  in 
cross-examining  the  doctor  should  the  matter 
be  tried. 

Many  doctors  are  in  some  sort  of  hurry  to 
get  a medical  report  form  in  to  the  company 
when  there  is  medical  pay  coverage  involved. 
They  know  that  their  medical  bill  will  be  paid 
promptly.  Yet  do  they  know  that  this  same 
medical  report  may  well  find  its  way  into  the 
hands  of  the  insurance  company  representing 
the  third  party?  Because  this  medical  informa- 
tion is  confidential  communication,  I seldom 
permit  an  examining  physician  to  send  a medical 
report  to  the  medical  pay  company  until  I have 
settled  the  bodily  injury  with  the  company  rep- 
resenting the  negligent  driver. 

Nearly  all  attorneys  will  protect  the  doctors 
on  their  bills,  so  why  rush  to  divulge  this  in- 
formation? Nor  will  the  patient’s  rights  be 
jeopardized  under  the  medical  pay  provisions 
of  the  policy. 


SHOULD  HEAR  NEGOTIATIONS 

I am  sure  it  would  be  quite  an  experience  if 
a doctor  could  sit  in  and  listen  to  the  negotia- 
tions conducted  between  an  attorney  and  a 
claims  adjuster.  I am  confident  the  doctor  would 
soon  learn  the  importance  his  report  plays  in 
the  discussion.  In  fact,  because  the  report  does 
play  such  a vital  role  in  negotiations,  the  better 
personal  injury  attorneys  rarely  permit  the 
claims  adjuster  to  read  the  report.  In  fact,  they 
read  the  report  to  the  adjuster  and  never  re- 
linquished a copy  until  the  case  is  settled.  This 
prevents  the  adjuster  from  picking  the  report 
apart  and  arguing  about  the  most  unequivocal 
parts.  The  doctor  should  keep  in  mind  that 
negotiations  of  a personal  injury  case  are  a 
dress  rehearsal  of  the  actual  trial  of  the  case, 
but  with  no  holds  barred  except  good  deport- 
ment and  proprietorship  of  language. 

As  an  example  of  the  misuse  of  prognosis,  the 
ordinary  neck  injury  arising  out  of  the  so-called 
whiplash  effect,  lends  itself  readily  to  discus- 
sion. In  many  of  these  cases,  there  may  be  some 
latent  injury,  yet  the  doctor  may  believe  these 
are  only  subjective  complaints  and  therefore 
give  a very  optimistic  prognosis  that  the  patient 
should  recover  at  a very  early  date.  It  becomes 
very  difficult  for  the  patient  or  his  attorney  to 
convince  the  insurance  company,  should  his 
pain  continue  beyond  the  prognosis  submitted 
by  his  attending  physician.  In  fact,  it  becomes 
almost  impossible  once  the  patient  has  been 
examined  by  the  insurance  company  doctor. 

BE  WARY  OF  PROGNOSIS 

It  is  better  policy  from  the  patient’s  standpoint 
to  forego  any  statement  about  prognosis  and 
use  this  only  when  treatments  to  the  patient 
are  nearing  an  end.  Of  course,  if  the  patient 
is  fully  recovered,  the  doctor  must  so  state.  Yet 
many  examining  physicians  rightfully  hedge, 
even  at  this  late  stage,  so  that  they  will  not 
be  caught  short  should  the  patient  have  a re- 
lapse. Many  of  the  experienced  doctors,  that 
is,  those  who  write  reports  for  plaintiff’s  at- 
torneys, skip  this  heading  entirely  and  close 
their  reports  under  any  one  of  a number  of 
headings  such  as  “Gomments,”  “Gonclusions”  or 
“Analysis.” 

Another  reason  that  the  insurance  companies 
seek  these  reports  at  an  early  date  is  that 
they  want  to  learn  whether  the  persons  in- 
volved should  be  examined  by  the  insurance 
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company  doctor.  I am  not  saying  that  the  in- 
surance company  is  not  entitled  to  an  examina- 
tion. The  question  of  when  a client  should  be 
permitted  to  be  examined  by  the  insurance 
company  doctor  is  one  on  which  many  personal 
injury  attorneys  are  in  disagreement.  I think 
it  depends  upon  the  nature  of  the  injury,  the 
experience  had  with  that  particular  company  in 
past  claims  negotiations  and  the  stage  of  the 
treatments. 

Where  the  form  must  be  used,  however,  and 
this  will  usually  happen  where  the  patient  is 
not  represented  by  counsel,  the  doctor  should 
not  go  out  on  a limb  in  completing  the  form. 
He  has  a right,  and  in  fact  a duty,  to  reserve 
judgment.  I believe  that  even  where  the  patient 
is  not  represented  the  doctor  owes  him  the 
duty  of  submitting  a final  report  in  narrative 
form.  Because  of  this,  the  doctor  should  be  ex- 
tremely conservative  when  completing  the  pre- 
liminary form  report,  if  he  desires  to  submit 
such  a report. 

COMPENSATION  IN  ORDER 

One  of  the  commonest  complaints  of  doctors 
concerning  the  narrative  report  is  that  it  is  time 
consuming.  What  the  doctor  really  means  is 
that  it  is  effort  exerted  without  compensation. 
But  need  this  be  the  case?  Most  plaintiff  at- 
torneys will  gladly  pay  a nominal  fee  for  such 
a report.  This  is  in  addition  to  the  regular  charge 
for  the  treatments.  A good  narrative  report  may 
take  as  much  as  one  hour  of  the  doctor’s  time. 
His  time  and  knowledge  expended  in  completing 
this  report  is  readily  worth  the  charge.  The  in- 
jured patient’s  attending  physician  is  rightfully 
entitled  to  a charge  for^a  thorough  narrative  re- 
port. 

Where  the  patient  does  not  have  an  attorney, 
the  doctor  cannot  expect  the  patient  to  react 
favorably  to  such  a charge,  since  he  seldom 
realizes  the  service  that  would  be  rendered  him 
in  submission  of  such  a report.  Where  an  at- 
torney asks  for  a report,  the  doctor  should  first 
reach  an  understanding  with  the  attorney  as  to 
the  charge.  The  charge,  of  course,  will  depend 
upon  the  time  spent,  which  is  usually  related  to 
the  seriousness  of  the  injury. 

A narrative  report  should  be  broken  down 
into  subheadings.  I have  seen  them  run  three 
or  four  pages  without  subheadings.  This  proves 
both  burdensome  and  difficult  for  the  attorney 
and  the  insurance  company  when  they  attempt 
to  reach  some  decision  as  to  the  value  of  the 


case.  A report  with  subheadings  also  gives  the 
attending  physician  a guide  when  dictating  his 
report  so  that  he  will  cover  all  phases  of  his 
examination  and  treatment. 

SUGGESTED  SUBHEADS 

There  is  no  set  pattern  for  subheadings.  How- 
ever, they  should  be  used  to  bring  out  a true 
“word-picture”  of  the  patient,  his  injuries,  pain 
and  suffering,  treatment  and  permanent  disabil- 
ity, if  any,  and  possible  time  off  to  recuperate. 
The  topical  outline  should  be  flexible  enough 
to  cover  any  type  of  injury.  If  it  is  not,  the 
doctor  should  be  ready  to  vary  the  outline  to 
meet  the  specific  needs.  As  a suggestion  only, 
the  outline  might  contain  these  headings. 

1.  Statement  of  the  injury,  covering  briefly 
the  facts  of  the  accident. 

2.  Past  history  of  injury  and  sickness. 

3.  Visual  characteristics  of  patient’s  over-all 
characteristics: 

a)  height;  b)  sex;  d)  age;  e)  general  physical 
appearance;  f)  general  mental  response. 

4.  Head.  5.  Skin. 

6.  Eyes.  7.  Teeth. 

8.  Tonsils.  9.  Throat. 

10.  Thyroid.  H-  Heart. 

12.  Blood  Pressure  and  Blood  Gount. 

13.  Lungs.  14.  Abdomen. 

15.  Genitourinary.  16.  Extremities. 

17.  Neurology.  18.  Spine. 

19.  x-ray. 

a)  verbatim  transcript  of  the  report  submitted 
by  the  roentgenologist;  b)  Roentgenologist  s con- 
clusions; c)  Attending  physician’s  explanation 
of  these  comments  and  any  further  comments 
of  his  own. 

20.  Diagnosis  (Break  down  into  component 
parts  and  show  how  each  relate  to  the  other.) 

21.  Analysis,  Gomment  or  General  Gonclu- 
sions.  (This  heading  in  lieu  of  prognosis.)  It 
should  include  any  time  off  from  work. 

Most  of  these  subheadings  are  self-explana- 
tory. Most  doctors  will  readily  understand  the 
reasons  for  examination  of  the  particular  parts 
and  their  relative  importance.  All  doctors  will 
readily  understand  why  a blood  count  should 
be  taken.  As  they  know,  a change  in  the  blood 
count  of  an  injured  victim  can  tell  much  about 
his  condition.  So  too,  might  the  other  tests  rec- 
ommended. These  tests  and  examinations  are 
not  time  consuming  and  by  performing  them 
the  doctor  is  only  rendering  the  type  of  service 
to  which  his  patient  is  entitled.  If  the  respective 
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parts  examined  are  normal  or  if  any  of  the 
tests  are  neutral,  the  doetor  should  so  state 
under  the  appropriate  heading.  This  is  an 
indication  that  the  examination  was  conducted 
and  should  satisfy  all  concerned. 

DISABILITY  IMPORTANT 

Among  other  matters,  the  doctor  should  dis- 
cuss, under  the  “Conclusion”  heading,  the 
amount  of  time  the  patient  will  be  disabled  and 
unable  to  work.  If  there  will  be  any  temporary 
disability,  the  total  time  should  be  recorded. 
This  aspect  of  the  report  is  very  important,  for 
should  the  patient  be  unable  to  continue  em- 
ployment, without  the  doctor’s  confirmation, 
most  insurance  companies  will  rightfully  make 
no  allowance  for  the  medically  unverified  loss 
of  earnings.  Also,  in  this  same  section,  the 
doctor  should  make  some  estimate  of  the  future 
medical  bill,  together  with  a statement  of  the 
bill  to  date. 

Nearly  all  attorneys  will  agree  to  protect  the 
doctor  on  his  bill  from  the  final  settlement. 
Where,  however,  there  is  no  attorney  on  the 
case,  the  doctor  should  have  the  patient  sign 
a lien  form  and  this  should  be  sent  to  the 
insurance  company  by  registered  mail.  Where 
the  patient  will  not,  or  through  an  oversight 
has  not  signed,  the  doctor  should  still  put  the 
insurance  company  on  notice  that  the  medical 
bill  is  outstanding.  Although  insurance  com- 
panies need  not  honor  this  request,  many  of 
them  do  as  a matter  of  courtesy. 

Many  doctors  will  send  the  medical  bill  to 
the  insurance  company  without  the  patient’s  or 
attorney’s  consent.  This  bill  is  just  as  much  a 
part  of  the  confidential  communication  between 
patient  and  doctor  as  the  report.  The  doctor 
should  direct  the  insurance  company  to  the 
patient’s  attorney,  in  the  absence  of  written 
authorization  to  divulge  this  information.  Too 
often  the  doctor  discusses  matters  in  the  bill 
other  than  the  cost  of  treatments.  Even  if  this 
is  not  the  case,  the  bill  should  remain  a nart 
of  the  confidential  report. 

Where  there  is  an  attorney  in  the  picture, 
the  doctor  should  feel  free  to  consult  with  him 
concerning  the  form  of  the  medical  report. 
Often  he  can  offer  many  good  suggestions.  This 
is  both  proper  and  ethical,  since  the  way  the 
report  is  written  may  very  well  determine  the 
outcome  of  the  claim.  Report  writing  should  be 
elevated  to  a position  of  prime  importance. 


EVERY  WOMAN 
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"PREMARIN" 
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How  much  more  humane  is  today’s 
pediatric  surreal  approach  from  the 
days  when  the  child,  filled  with  panic, 
was  wheeled  into  the  operating  rooim 
Pentothal  Sodium,  administered 
rectally,  lets  the  child  drop  off  into 
a dreamless  sleep  in  his  own  room, 
awaken  there  afterward  with  no 
memory  of  the  events  between. 
Used  as  a basal  anesthetic  or  as  the  sole 
agent  in  selected  minor  procedures, 
Pentothal  Sodium  by  rectum  is  easy 
to  prepare  and  can  be  used  safely  for  a 
wide  range  of  patients.  ^ nn  ^ 
Literature  on  request.  IXtHTOaT 
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FEDERAL  AID  TO  EDUCATION 

By  L.  D.  Sprague,  M.D. 

I N AN  address  before  the  House  of  Delegates  at  the  Clinical  meeting  of  the  AMA  in  Seattle, 
Washington,  Dwight  H.  Murray,  president  of  the  American  Medical  Association,  spotlights  a 
concept  we  have  long  held  personally.  Dr.  Murray  stated,  “Physicians  can  no  longer  afford  to 
remain  aloof  to  problems  on  the  international,  national  and  local  level  — as  doctors  we  can- 
not get  away  from  them  by  claiming  that  our  only  interest  is  in  the  sick,  and  that  we  cannot 
be  bothered  by  political,  social  and  economic  problems.”  The  theme  of  this  address  is  so  funda- 
mentally sound  that  we  urge  you  to  review  it  in  Arizona  Medicine,  Vol.  14,  No.  2,  page  90. 

In  view  of  Dr.  Murray’s  plea  for  a “united,  forceful  and  informed  iDrofession”  we  shall  pre- 
sent in  the  coming  months  topics  of  interest  to  Arizona  physicians  concerning  international, 
national  and  local  problems.  It  is  somewhat  d.fficult  to  be  tndy  informed  in  this  day  of  high 
pressure  salesmanship  (more  aptly  termed  brainwashing).  Much  propaganda  designed  to  further 
the  interest  of  the  propagandist  rather  than  that  of  the  public  is  fed  through  the  press  and 
other  media  of  communication  with  wild  abandon  and  with  little  attention  to  actual  fact. 
The  public  therefore  tends  to  read  or  hear  one  viewpoint,  that  designed  to  swing  public 
opinion  to  sympathy  with  and  support  for  that  which  the  propaganda  machine  wishes.  We 
shall  try  and  present  factual  information  from  documented  sources,  it  may  not  at  times  agree 
with  that  found  elsewhere,  it  will,  we  feel,  present  food  for  thought,  and  a more  informed 
profession.  ' 


E ALL  have  an  inescapable  responsibility 
to  fact  facts  as  they  are,  not  as  we  wish  them 
to  be.  We  occupy  positions  of  leadership  and 
influenee  in  our  communities,  some  official  and 
some  unofficial.  As  such,  we  are  exerting  an 
influence  either  for  or  against  the  order  of 
things  now  existing.”  These  are  the  words  of 
Mr.  W.  C.  Mullendore,  President  of  the  Cali- 
fornia State  Chamber  of  Commerce  in  an  ad- 
dress before  the  Thirtieth  Annual  Sacramento 
Host  Breakfast,  Sept.  1,  1956.  Certainly  as  doc- 
tors and  citizens  of  our  state  and  great  country 
we  are  exerting  an  influence  either  for  or  against 
the  order  of  things  now  existing.  Unless  we  are 
alert  and  informed,  by  our  apathy  and  indiffer- 
ence we  give  credence  and  approval  to  that 
which  we  could  otherwise  discredit  and  disap- 
prove. The  present  controversy  over  Federal  Aid 
to  Education  is  but  one  subject  about  which 
doctors  should  be  informed.  Federal  Aid  to 
Education  is  likely  to  become  law  in  the  85th 
Congress  unless  enlightened  citizens  vociferously 
oppose  it.  The  professional  educationists  headed 
by  the  National  Education  Association  have 
built  an  enormously  effective  propoganda  and 
lobbying  machine.  Aluch  of  the  propaganda  is 
fictional,  nevertheless  they  have  used  it  so 


effectively  and  cleverly  a majority  of  Americans 
gullibly  have  accepted  as  fact  these  excuses 
for  federal  aid  — “A  national  edueational  crisis  — 
a dire  emergency  — classroom  shortages  — 
persecuted  and  underpaid  teachers  — disgrace- 
ful shortage  of  teachers.”  These  are  some  of 
the  attention  getting  slogans  which  have  been 
scattered  far  and  wide  for  public  consumption. 
Ironically  the  Parent  Teachers  Association,  at 
least  their  national  and  most  of  their  state  lead- 
ers, favor  federal  aid.  In  our  own  state  legislature 
in  recent  weeks  one  Republiean  representative 
joined  with  two  Democrats  in  the  House  in 
introducing  a memorial  to  Congress  for  federal 
aid  to  education.  The  memorial  attempted  to 
soften  the  threat  to  states’  rights  by  .stating  that 
“any  funds  granted  should  continue  to  permit 
the  states  to  formulate  policies  and  procedures 
since  it  is  agreed  that  administration  at  the 
local  level  provides  maximum  of  efficiency  and 
educational  adxantages  to  the  school  children 
of  our  nation.”  The  National  Education  Associa- 
tion attempts  to  convey  this  same  impression 
that  federal  aid  can  be  had  without  federal 
control. 

The  erroneous  concept  of  “federal  aid  without 
federal  control”  must  be  debunked!  A 1942  de- 
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cision  of  the  Supreme  Court  reads  as  follows: 
“It  is  hardly  lack  of  due  process  for  the  gov- 
ernment to  regulate  that  which  it  subsidizes.” 
In  1916  Congress  passed  the  Smith-Hughes  act 
providing  for  federal  aid  to  vocational  educa- 
tional programs.  Its  proponents  shouted  from 
the  housetops  that  its  passage  would  not  bring 
about  federal  controls,  but  exactly  the  reverse 
has  happened.  Regulations  have  been  expanded 
by  the  federal  government  over  the  years  to 
the  point  that  it  now  requires  some  108  pages 
of  print  devoted  to  administration  of  vocational 
education.  The  late  Representative  Lesinski  of 
Michigan  who  in  1950  was  Chairman  of  the 
House  Education  and  Labor  Committee  which 
devoted  a great  amount  of  time  to  the  study 
of  federal  aid  to  education  stated  after  his  com- 
mittee had  killed  the  bill,  “It  is  impossible  to 
draft  a general  federal  aid  to  education  bill 
which  will  not  contain  a great  degree  of  federal 
control  over  local  school  systems  — I am  con- 
vinced that  the  hard  study  we  have  put  to  the 
question  that  no  acceptable  bill  preventing  fed- 
eral domination  of  local  schools  can  be  drawn 
— I reluctantly  come  to  that  conclusion,  but 
I had  to  face  the  facts.”  (Chairman  Lesinski 
prior  to  the  committee’s  study  was  a student 
of  and  an  ardent  advocate  for  federal  aid  to 
education.)  There  are  many  sound,  logical  and 
moral  reasons  against  federal  aid  to  education 
to  counteract  the  nebulous  arguments  advanced 
for  it  by  its  proponents.  One  of  the  most  con- 
vincing is  the  report  of  the  Education  Committee 
of  the  President’s  OWN  Commission  on  Inter- 
governmental Regulations  which  stated:  “We 
have  not  been  able  to  find  a state  which  cannot 
afford  to  make  more  money  available  to  its 
schools  or  which  is  economically  unable  to 
support  an  adequate  school  system  — federal 
aid  is  not  necessary  either  for  capital  expendi- 
ture for  new  school  buildings  or  for  current 
expenses  for  public  schools!” 

The  widespread  fallacy  that  in  federal  aid 
someone  else  pays  the  bill  must  also  be  de- 
nounced. It’s  as  simple  as  this,  the  federal  gov- 
ernment has  nothing  to  give  except  that  which 
it  first  must  take  from  you  in  the  form  of  taxes. 
In  the  process  of  giving  it  is  also  very  wasteful 
of  your  money.  Dr.  Charles  W.  Pavey  aptly 
describes  this  as  “federal  aid  is  like  taking  a 
quart  of  a patient’s  blood,  giving  him  back  a 
pint,  and  telling  him  he  ought  to  feel  better 


now  that  he  has  had  a transfusion!”  An  article, 
“The  Riggest  Con  Game  in  Politics”  by  Alfred 
E.  Driscoll,  former  Governor  of  New  Jersey, 
December  issue  of  Readers  Digest,  is  a revealing 
lesson  on  how  federal  grants-in-aid  are  this  fiscal 
year  adding  five  BILLION  dollars  to  your  fed- 
eral tax  bill.  Waste  and  extravagance  are  almost 
built  into  government  spending.  There  is  also 
a well  founded  theory  that  big  government 
spending  reaps  a harvest  of  votes  and  it  has 
become  a habit  with  some  of  our  representatives 
to  vote  for  something  in  the  interest  of  political 
expediency  rather  than  what  is  best  for  the  best 
interest  of  his  constituents.  Voters  should  wake 
up  to  the  fact  that  they  are  putting  in  more 
time  working  for  taxes  than  for  food  and  other 
items  of  necessity!  We  might  appropriately  ask 
how  happy  are  you  with  your  own  federal 
income  tax  bill  this  year?  If  a private  trustee 
were  as  wasteful  of  the  funds  of  his  beneficiaries 
as  is  the  federal  government  of  the  taxpayers’ 
money  that  trustee  would  be  restrained  and  re- 
moved by  any  honest  court  in  the  country.  Un- 
fortunately the  government  can  only  be  re- 
strained by  the  outraged  clamor  of  the  Ameri- 
can people,  amplified  by  the  resolutions  of  their 
state  legislatures.  Senator  Byrd,  Chairman  of 
the  Senate  Finance  Committee,  recently  stated: 
“Why  may  I ask,  for  example,  should  the  Federal 
Government  embark  upon  a $2  billion  local 
school  construction  program  and  the  health  in- 
surance program  proposed  in  the  budget  pend- 
ing? This  will  open  up  a Pandora’s  box  of 
federal  spending.  These  two  alone  will  cost  bil- 
lions. They  start  as  a mouse  and  quickly  grow 
into  the  size  of  an  elephant.  It  is  time  for 
the  American  people  to  realize  that  while  we 
have  great  potentialities  of  wealth,  there  is  a 
limit  beyond  which  we  cannot  go.  We  must 
realize  that  creeping  paternalism  of  the  federal 
government  is  just  as  bad  as  creeping  socialism. 
The  end  result  is  the  same  — the  destruction  of 
the  principles  of  our  free  government.”  Some 
way,  some  how,  informed  patriotic  citizens  must 
bring  enlightenment  to  parents  and  teachers 
that  federal  aid  is  not  “something  for  nothing.” 

The  American  people  are  not  doing  too  poorly 
by  their  schools.  The  United  States  has  the 
highest  per  capita  expenditure  for  education 
and  spends  a larger  share  of  its  national  income 
on  education  than  any  other  nation.  During 
the  past  five  years  1950  to  1955  state  and  local 


238 


Arizona  Medicine 


April,  1957 


expenditures  for  public  schools  increased  by 
73%.  The  shortage  of  teachers  in  classrooms  is 
somewhat  of  a myth  and  local  and  state  com- 
munities are  keeping  ahead  of  their  educational 
problems  WITHOUT  federal  aid.  The  figures 
on  public  school  enrollment  and  school  con- 
struction compiled  by  the  U.  S.  Office  of  Educa- 
tion are  informative  in  this  regard.  The  net 
result  shows  that  in  the  last  ten  years  class- 
rooms provided  in  communities  and  school  dis- 
tricts all  over  the  nation  were  in  EXCESS  of 
the  increased  enrollment.  Strangely  enough  you 
never  hear  these  official  government  agency 
figures  quoted  by  those  in  Washington,  column- 
ists or  school  lobbyists  who  continue  to  speak 
of  federal  aid  to  school  construction  only  with 
supercharged  adjectives  like  “pressing,”  “critical” 
and  “imperative.”  The  number  of  teachers  in 
the  public  schools  increased  69,000  from  the 
fall  of  1954  to  the  fall  of  1955.  It  would  appear 
that  there  are  many  flaws  and  weaknesses  in 
the  argument  that  there  is  a need  for  federal 
subsidization  of  the  schools  and  that  federal 
aid  will  solve  so-called  educational  problems. 

Perhaps  nowhere  has  the  case  against  federal 
aid  to  education  been  put  better  than  by  the 
Public  Expenditure  Council  of  the  State  of 
Connecticut:  “It  is  infinitely  more  important 
that  we  settle  down  to  sound  thinking  on  the 
values  of  local  participation  and  local  citizen 
control  of  our  schools,  and  finance  them  with 
the  resources  within  our  states,  than  to  chase 
our  own  tax  dollars  through  the  depreciating 
process  of  federal  bureaucracy  and  have  them 
come  back  to  us  worth  much  less  and  ac- 
companied by  dictates  on  how  we  shall  use 
them.” 

It  is  imperative  that  your  elected  representa- 
tives be  informed  concerning  your  stand  on 
important  issues  of  the  day.  Otherwise  they 
may  vote  for  what  they  feel  is  “political  ex- 
]Dediency”  prompted  by  the  flood  of  the  propo- 
gandists’  psychopolitical  pressure.  A true  grass 
roots  approach  can  cure  many  of  the  ills  of 
our  Constitutional  Republic  long  suffering  under 
the  load  of  federal  bureaucracy.  Do  your  part 
now,  it’s  later  than  you  think.  The  depression 
“that  will  curl  your  hair,”  assuming  that  the 
Federal  Government  has  left  you  anything  to 
curl,  can  be  avoided  only  by  reducing  needless 
government  expenditures  of  the  taxpayers’ 
money. 


THE  MONTH  IN  WASHINGTON 

With  congress  now  well  along  in  its  ses- 
sion, the  list  of  health  and  medical  bills  totals 
several  hundred.  Some  are  minor  — and  few 
persons  will  be  affected  regardless  what  hap- 
pens. Others  just  don’t  make  much  sense  — 
and  the  committees,  regardless  of  politics,  can 
be  trusted  to  let  these  measures  die  a peaceful 
death. 

Rut  there  are  scores  of  others  — all  im- 
portant bills  — that  have  some  chance  of 
passage,  their  prospects  ranging  from  an  out- 
side possibility  to  a strong  probability.  At  this 
stage  they  can  be  regarded  as  the  raw  material 
out  of  which  will  come  the  studies,  the  debates 
and  the  arguments  in  the  months  ahead. 

One  of  the  major  health-medical  issues  is 
federal  aid  to  medical,  dental  and  osteopathy 
schools.  On  this  the  administration  wants  grants 
for  construction  and  equipment  only;  some  of 
the  Democrats  want  to  include  money  for  oper- 
ating expenses  as  well. 

In  number  of  bills  introduced,  the  general 
subject  of  problems  of  the  aging  probably  tops 
the  list.  And  that  is  no  surprise.  For  several 
years  welfare  workers,  housing  experts  and 
recreational  leaders,  as  well  as  physicians,  have 
been  looking  for  ways  to  help  the  retirement 
age  population.  Recently  a special  center  was 
set  up  within  the  Institute  of  Health  to  devote 
its  time  exclusively  to  the  aged.  Outside  gov- 
ernment, voluntary  groups  have  also  been  at 
work  on  the  same  subject. 

Now  the  ideas  developed  by  the  years  of 
discussion  are  coming  to  the  surface  in  the 
form  of  legislation.  Several  of  the  bills  would 
set  up  commissions,  appointed  either  by  the 
President  or  Congress.  Another  recommends 
that  an  existing  House  Committee  make  a study 
of  the  aging,  similar  to  that  suggested  for  the 
various  commissions. 

The  commissions  and  committees  would  have 
one  thing  in  common:  They  would  further  study 
and  investigate  in  a field  that  many  persons 
believe  already  has  been  plowed  and  replowed 
by  investigators. 

Several  lawmakers  want  to  get  going  right 
away.  They  would  set  up  within  the.  Depart- 
ment of  Health,  Education,  and  Welfare  a new 
Bureau  of  Older  Persons,  which  immediately 
would  start  out  to  solve  some  of  the  problems 
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through  grants,  demonstrations  and  more  re- 
search. 

Most  controversial  of  the  “help  the  aged”  bills 
is  one  originally  proposed  by  the  then  Social 
Security  Administrator,  Oscar  Ewing,  in  1951. 
It  would  allow  60  days  a year  of  government- 
paid  hospitalization  every  year  for  persons 
covered  by  OASI  after  they  reach  age  65.  They 
could  have  this  free  service  whether  or  not 
they  were  on  retirement. 

As  in  most  Congresses,  those  who  want  to 
get  the  veterans  more  benefits  and  those  who 
think  they  are  getting  too  much  already  are 
coming  to  grips  over  new  bills.  Important  in 
this  group  is  a measure  proposed  by  Chairman 
Teague  (D.,  Texas)  of  the  House  Veteran’s  Af- 
fairs Committee  that  would  tighten  up  pro- 
cedures under  which  veterans  with  non-service- 
connected  conditions  receive  hospitalization.  But 
at  the  same  time  there  is  pressure  from  other 
quarters  for  a lengthening  of  the  “presumptive 
periods”  for  various  diseases.  Where  the  law 
now  states  that  a certain  disease  or  condition 
will  be  considered  service-connected  if  diag- 
nosed within  one  year  after  the  veteran’s  dis- 
charge, these  bills  would  make  the  period  two 
or  three  years. 

Many  other  bills  aimed  at  liberalizing  vet- 
erans’ benefits  in  various  ways  also  are  awaiting 
committee  action. 

Social  security  and  taxes  are  other  popular 
fields  for  the  legislators.  As  expected,  several 
bills  call  for  lowering  the  age  at  which  a dis- 
abled person  can  start  receiving  his  social 
security  pension,  now  set  at  50.  Many  measure- 
ures  would  change  the  income  tax  laws  to 
allow  more  credit  for  medical  expenses,  and  one 
proposes  allowing  the  taxpayer  to  deduct 
premiums  for  health  insurance  from  his  income 
tax  itself. 

Of  major  interest  to  physicians  and  most 
self-employed  is  the  Jenkins-Keogh  legislation, 
which  would  allow  deferment  of  taxes  on  a 
portion  of  income  put  into  retirement  plans. 

Again,  a number  of  lawmakers  want  the  fed- 
eral government  to  take  a more  active  part  in 
control  of  narcotics,  barbiturates  and  ampheta- 
mines and  treatment  of  addicts.  One  suggestion 
is  to  consider  any  shipment  of  barbiturates  or 
amphetamines  as  part  of  intrastate  commerce, 
on  the  theory  that  intrastate  control  is  essen- 
tial to  interstate  control.  This  and  other  bills 


also  call  for  strict  record-keeping  and  registra- 
tion (physicians  excepted  from  these  provisions). 

A plan  introduced  in  the  last  session  and 
offered  again  would  give  the  President  the 
right  to  assume  control  over  the  production, 
distribution  and  use  of  any  drugs  or  biologicals 
“for  use  in  the  prevention  and  treatment  of 
disease.” 

Other  medical  bills  will  of  course  be  intro- 
duced as  the  session  moves  on;  those  discussed 
here  already  are  assured  of  considerable  atten- 
tion. 


ARIZONA  MEDICAL  ASSOCIATION 
COMMITTEE  ACTION 

By  Donald  N.  McLeod,  M.D. 

1.  Legislation  Committee. 

On  JANUARY  31,  1957  a special  meeting  of 
the  local  membership  of  the  legislation  com- 
mittee of  the  Arizona  Medical  Association  In- 
corporated was  held  and  several  problems  were 
discussed. 

Following  a request  of  the  registered  nursing 
profession  seeking  exemption  of  liability  from 
the  practice  of  medicine  and  the  carrying  out 
of  their  services  with  special  reference  to  ad- 
ministration of  medicine  and  intravenous  in- 
jections, it  was  suggested  that  the  Medical  Prac- 
tice Act  be  amended  to  provide;  a.  that  this 
does  not  apply  to  any  resident,  intern,  extern, 
technician,  or  nurse  acting  under  the  supervision 
or  direction  of  a Physician  and  Surgeon  duly 
licensed  in  this  Association,  so  long  as  such 
resident,  intern,  extern,  technician,  or  nurse 
does  not  hold  himself  out  to  the  public  gen- 
erally as  being  authorized  to  engage  in  the 
practice  of  medicine;  or  b.  that  this  does  not 
apply  to  any  resident,  intern,  or  extern  while 
serving  in  such  capacity  -in  an  accredited  hospital 
approved  for  the  training  of  such  resident,  in- 
tern, or  extern,  nor  shall  it  apply  to  technicians 
or  nurses  acting  under  the  supervision  or  the 
direction  of  the  Physician  and  Surgeon  duly 
licensed  in  this  Association  so  long  as  such 
resident,  intern,  extern,  technician,  or  nurse  does 
not  hold  himself  out  to  the  public  generally  as 
being  authorized  to  engage  in  the  practice  of 
medicine;  and  c.  this  does  not  apply  to  Phy- 
sicians and  Surgeons  living  in  other  states  who 
are  duly  qualified  to  practice  medicine  therein 
who  shall  be  called  in  consultation  in  this 
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state  by  a Physician  and  Surgeon  here  legally 
entitled  to  practice  medicine  and  surgery.  Con- 
siderable discussion  followed  and  it  was  de- 
cided that  there  is  no  need  for  providing  further 
special  exemption  for  those  doctors  called  in 
consultation  in  this  state  by  a Physician  and 
Surgeon  here  legally  entitled  to  practice  medi- 
cine and  surgery. 

The  Board  of  Medical  Examiners  of  the  State 
of  Arizona  have  asked  to  be  relieved  of  such 
duty  and  responsibility  in  the  matter  of  patient 
sterilization  procedures  of  the  Arizona  State 
Hospital.  The  Board  believes  that  any  board  or 
committee  sitting  and  making  such  determina- 
tions should  have,  within  its  membership  a 
number  of  Psychiatrists.  The  Board  is  also  con- 
cerned as  regards  to  the  cost  of  conducting 
necessary  hearings  and  the  time  consumed  in 
the  carrying  out  of  this  function,  particularly 
should  there  be  any  appeal  from  its  decisions. 
It  was  recommended  that  the  Board  consider  the 
matter  of  cost  in  the  conduct  of  these  hearings 
and  if  it  is  determined  that  the  Board  will 
not  be  in  a financial  position  to  carry  on  this 
service,  the  Board  of  Control  of  the  Arizona 
State  Hospital  should  include  an  appropriation 
therefor  in  its  budget  for  the  Legislature  or 
the  Legislature  should  be  approached  to  provide 
a special  appropriation  for  the  function  to  fully 
cover  expenses  incurred. 

Several  bills  were  reviewed  which  were 
introduced  in  the  23rd  Legislature,  State  of 
Arizona.  The  committee  approved  HB-15,  an 
act  relating  to  the  prevention  of  hazardous  dust 
and  gas  conditions  and  also  approved  HB-16, 
an  act  relating  to  occupational  diseases  and 
disability.  No  action  was  taken  on  HB-17,  an 
act  relating  to  public  health  and  safety  describ- 
ing the  method  of  reporting  a contagious  dis- 
ease. HB-30,  an  act  relating  to  agriculture  and 
dairying  permitting  the  retail  sale  of  raw  milk 
was  disapproved. 

The  Arizona  State  Department  of  Health  sub- 
mitted for  review  rough  drafts  of  bills  proposed 
to  be  submitted  to  the  present  Legislature.  As 
no  opportunity  as  yet  to  review  these  bills  by 
the  committee  was  had,  no  action  was  taken. 

In  accordance  with  the  recommendation  of 
the  Legislation  Committee  the  matter  of  review 
and  evaluation  of  the  establishment  of  a State 
Medical  Examiner  system  for  Arizona  versus 
modification  and  improvement  of  the  existing 


State  Coroner  system  was  referred  to  Arizona 
Society  of  Pathologists  for  study  and  recom- 
mendation. 

2.  Osteopathic  Liason  Committee. 

The  meeting  of  the  above  committee  was 
held  on  January  31,  1957  in  order  to  discuss 
a proposed  bill  which  the  Arizona  Society  of 
Osteopathic  Physicians  and  Surgeons  have  in- 
dicated they  wish  to  submit  to  the  23rd  Legis- 
lature of  the  State  of  Arizona.  This  bill  pro- 
poses to  1.  eliminate  the  lay  members  in  the 
composite  of  membership  of  its  Osteopathic 
Board,  realizing  a board  comprised  of  Osteo- 
paths only;  2.  Increase  the  compensation  for 
its  board  members  and  secretary;  3.  Provide  that 
any  unexpended,  and  unencumbered  balance  of 
its  funds  remaining  at  the  end  of  the  year  shall 
not  revert  to  the  general  fund,  but  be  retained 
for  future  use  by  the  board;  4.  Increased  power 
of  the  board  in  matters  dealing  with  license 
application,  suspensions,  and  revocations;  5. 
Eliminate  the  two  years  post  graduate  work 
requirement,  providing  instead  a year  internship 
prior  to  licensing. 

Mr.  Jacobson,  counsel  for  the  Arizona  Medical 
Society  has  advised  Mr.  Divelbiss,  counsel  for 
the  Osteopathic  Society  that,  in  the  past,  in 
matters  such  as  this  the  attitude  of  the  As- 
sociation is  as  follows:  where  the  public  is 
not  concerned  and  where  it  is  a matter  only 
of  internal  management  the  Medical  Associa- 
tion usually  takes  no  stand,  believing  this  to 
be  none  of  its  concern;  but  where  the  public 
is  concerned  and  where  the  public  health  might 
be  affected  (such  as  reducing  the  amount  of 
training  before  an  Osteopath  be  allowed  to 
practice  major  surgery)  the  Medical  Association 
frequently  considers  and  usually  does  take  a 
stand. 

The  main  bone  of  contention  of  this  bill  is, 
of  course,  the  cutting  down  of  the  amount  of 
post  graduate  training  that  an  Osteopath  re- 
cpiires  before  he  does  surgery.  The  Committee 
in  Medicine  does  not  propose  to  stand  idle 
and  let  a man  come  out  of  only  an  internship 
in  a hospital  accredited  by  the  American  Osteo- 
pathic Association,  or  its  equivalent  and  do 
major  surgery. 

Another  amendment  in  the  proposed  bill  is 
that  the  Osteopath  may  designate  himself  and 
sign  his  name  in  any  capacity,  such  as  Osteo- 
pathic Physician  and  Surgeon,  Osteopathic  Phy- 
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sician,  Doctor  of  Osteopathy,  or  he  may  use  the 
designation  of  Physician  and/ or  Surgeon  as 
long  as  the  initials  D.O.  follow  his  name  without 
being  required  to  prefix  the  words  Physician 
and/or  Surgeon  with  the  word  Osteopathic. 
The  Committee  in  Medicine  sees  no  reason 
to  remove  the  designated  Osteopathic  title  as 
this  may  only  create  confusion  in  the  minds 
of  the  public  as  to  the  differentiation  between 
an  Osteopathic  Physician  and  Surgeon  and  a 
Doctor  of  Medicine. 

As  to  the  use  of  any  advertising  statement 
of  the  character  tending  to  mislead  the  public 
the  Medical  Committee  advises  that  advertis- 
ing of  any  sort  should  be  prohibited  in  line 
with  the  ethics  of  medicine. 

3.  The  Glendale  Community  Hospital. 

It  has  been  proposed  to  build  a community 
hospital  in  Glendale  and  efforts  have  been  made 
to  realize  the  facility  open  to  both  Doctors 
of  Medicine  and  Doctors  of  Osteopathy  serving 
on  a dual  staff.  Certain  statements  have  been 
made  for  and  against  dual  staff  privileges  and 
the  local  Doctors  of  Medicine  have  indicated 
their  inability  to  so  participate.  A request  was 
made  by  representatives  of  both  healing  arts  to 
meet  with  the  Board  to  discuss  the  problem. 


GOOD  SAMARITAN  HOSPITAL 
RECOVERY  ROOM 
A Progress  Note 

By  Wallace  A.  Reed,  M.D. 

The  remark  E sometimes  heard  today  that 
“recovery  rooms  are  a thing  of  the  past.”  Evi- 
dence to  the  contrary  is  provided  by  the  ex- 
perience of  Good  Samaritan  Hospital  in  Phoe- 
nix. 

The  Recovery  Room,  also  known  as  the 
“Post-Anesthesia  Room,”  was  opened  November 
8,  1954.  Three  single  rooms  near  the  surgical 
suite  were  sacrificed  to  provide  the  needed 
space.  The  cost  was  considerable:  $11,000  for 
remodeling,  $5,000  for  10  Hausted  stretchers, 
and  $4,000  for  other  equipment.  Loss  of  revenue 
during  the  period  of  construction  was  not  in- 
cluded as  a part  of  the  cost. 

During  the  first  two  months,  637  patients 
were  admitted.  This  number  is  slightly  less  than 
50%  of  the  1296  patients  receiving  surgery  dur- 
ing this  period.  In  1955,  6003  or  74%  of  the 
8139  patients  undergoing  surgery  passed  through 


the  reeovery  room.  In  1956,  6149  or  approxi- 
mately 73%  out  of  8497  patients  spent  their 
first  post-operative  hours  in  the  recovery  room. 
The  summary  of  a “typical  week”  is  shown 
in  Table  I.  These  results  were  obtained  with 
a recovery  room  open  from  7:30  A.M.  to  4:30 
P.M.  Recently  an  evening  shift  has  been  added, 
so  the  percentage  of  those  passing  through  the 
recovery  room  in  1957  will  undoubtedly  in- 
crease. 

Early  opposition  on  the  part  of  some  of  the 
physicians  has  been  replaced  in  most  cases  by 
favorable  enthusiasm.  This  is  borne  out  by  the 
above  statistics  and  by  the  fact  that  many 
patients  who  have  received  only  regional  or 
local  anesthesia  are  ordered  to  the  recovery 
room  by  their  physicians  for  a further  period 
of  trained,  uninterrupted  observation.  Here  is 
another  indication  of  the  favorable  reception 
the  recovery  room  has  enjoyed:  In  1955,  62 
patients  from  departments  other  than  surgery 
were  sent  to  the  recovery  room.  These  included 
patients  from  the  outpatient  department  and 
some  from  x-ray  who  had  been  anesthesized. 
In  1956,  this  number  increased  to  97. 

This  10-unit  department  is  now  open  from 
7:30  A.M.  to  11:00  P.M.  Monday  through  Fri- 
day, and  from  7:30  A.M.  to  4:30  P.M.  on  Satur- 
day. It  is  administered  by  a charge  nurse  and 
an  assistant,  both  of  whom  are  graduates.  Re- 
eently  a third  graduate  was  added  to  take 
care  of  the  P.M.  shift.  As  helpers  they  have 
two  Senior  students,  three  Junior  students,  and 
one  Aide.  They  record  each  patient’s  condition 
on  a pink  sheet  which  becomes  a part  of  the 
patient’s  chart.  At  their  disposal  they  have 
excellent  equipment:  Hausted  stretchers 

equipped  with  conductive  rubber  casters,  con- 
ductive mattresses,  side  rails,  restraint  straps, 
a portable  intravenous  .standard,  and  means  of 
placing  the  patient  in  Trendelenburg’s  posi- 
tion; individual  oxygen  and  suction  units  lo- 
cated in  recesses  in  the  wall;  endotracheal  tubes, 
laryngoscopes,  a Kreiselmann  resuscitator; 
emergency  drugs  and  syringes;  a tracheotomy 
tray;  miscellaneous  articles  such  as  Levine  tubes 
and  urethral  catheters.  They  can  avail  them- 
selves of  a physician  from  the  surgical  suite 
within  seconds. 

There  is  no  doubt  but  that  several  lives 
have  been  saved  because  of  the  recovery  room. 
Also,  many  cases  of  potential  shock  are  de- 
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tected  and  corrected  by  relatively  simple  means 
in  incipient  stages.  This  means  a saving  to 
the  patient  in  terms  of  conservation  of  his 
strength  as  well  as  the  avoidance  of  added 
financial  expense  which  often  goes  with  treat- 
ment of  more  advanced  stages  of  shock.  With 
dependable  personnel  in  the  recovery  room, 
its  presence  helps  to  conserve  the  energies  of 
anesthesiologists  and  surgeons.  For  they  need 
no  longer  worry  whether  their  semi-conscious 
patients  are  being  attended.  They  know  they 
will  be  notified  upon  the  slightest  indication 
of  impending  trouble.  In  the  occasional  case 
when  one  of  the  patient’s  physicians  cannot 
be  reached,  some  other  M.D.  is  consulted  re- 
garding any  necessary  emergency  treatment. 
The  recovery  room  likewise  saves  floor  nurses 
much  physical  and  emotional  wear  and  tear. 
For  most  patients  are  well  out  of  danger  by 
the  time  they  return  to  their  rooms.  Thus  the 
recovery  room  has  proved  beneficial  not  only 
to  the  patients,  but  also  to  floor  nurses  and 
attending  physicians. 

Many  patients  are  relieved  to  know  they  will 
not  be  seen  by  relatives  during  their  emergence 
period.  To  cite  an  example:  Wives  whose  hus- 
bands have  never  seen  them  without  their 
dentures  are  glad  to  know  that  they  may  have 
their  teeth  again  by  the  time  they  return  to 
their  room.  Most  relatives  for  their  part,  are 
relieved  to  know  they  won’t  be  responsible 
for  watching  over  a loved  one  during  their 
recovery  period.  It  is,  of  course,  quite  important 
to  notify  both  patient  and  relatives  that  the 
patient  will  spend  some  time  in  the  recovery 
room  before  returning  to  his  own  hospital  bed. 
At  Good  Samaritan  Hospital,  after  a patient  has 
been  received  from  surgery,  the  recovery  room 
supervisor  informs  the  floor  nurse.  The  floor 
nurse  in  turn  passes  the  information  on  to  the 
patient’s  relatives.  It  is  significant  that  most 
patients  express  the  opinion  they  are  favorably 
impressed  by  the  added  services  afforded  by 
the  recovery  room. 

The  objective  of  establishing  the  recovery 
room  was  to  provide  additional  safety  and 
service  to  patients;  consequently,  the  charge 
has  been  kept  minimal.  The  average  charge  is 
$5.00,  and  at  this  price  the  expense  of  operating 
the  recovery  room  has  been  balanced  ap- 
proximately by  income.  It  is  the  feeling  of 
Hospital  Personnel  that  the  initial  expense  of 


establishing  the  recovery  room  has  been  more 
than  offset  by  the  enthusiastic  response  ac- 
corded it  alike  by  patients,  nurses,  and  staff 
physicians.  And  it  is  the  feeling  of  many  Phoenix 
physicians  that  rather  than  being  a “thing  of 
the  past,”  the  recovery  room  is  a vital  necessity 
of  the  present. 

Table  I 

“A  TYPICAL  WEEK” 

Average 


Type  of  Surgery 

Number 

hours  in  R, 

T & A’s 

31 

1.4 

Abdominal  

30 

2.1 

Pneumograms 
Arteriograms  

; 3 

1.6 

Cystoscopy  and 
Retogrades  

7 

1.4 

Chest 

2 

1.4 

. . To  Work  Effectively  Together''* 

By  Leo  E.  Hollister,  M.D. 

Veterans  Administration  Hospital 
Palo  Alto,  California 

• • • "I  NE  OF  the  benefits  from  the  introduc- 
tion of  tranquilizing  drugs  might  be  the  develop- 
ment of  a closer  working  relationship  between 
psychiatrists  and  other  physicians.  Pharmaco- 
therapy is  as  strange  to  most  phychiatrists  as  it 
is  familiar  to  most  generalists.  On  the  other 
hand,  psychotherapy  is  as  strange  to  most  gen- 
eralists as  it  is  familiar  to  most  psychiatrists. 
It  now  appears  that  a large  segment  of  patients 
in  the  offices  of  both  psychiatrists  and  general- 
ists require  both  forms  of  treatment.  The  obvious 
solution  is  for  psychiatrists  and  generalists  to 
find  a way  to  work  effectively  together. 

“The  first  step  in  bringing  about  a closer 
relationship  is  for  the  generalist  to  learn  more 
about  psychiatry.  The  generalist  frequently  sees 
the  potential  psychiatric  patient  early  in  his 
disorder.  To  be  able  to  determine  which  patient 
requires  psychiatric  treatment  and  which  patient 
can  be  handled  with  “supportive  psychotherapy” 
often  requires  considerably  more  diagnostic 
acumen  than  is  provided  by  the  usual  psychiatric 
training  offered  by  medical  schools.  This  matter 
is  of  some  importance.  The  excessively  tired, 
impotent  middle  aged  man  may  be  a more  likely 
potential  suicide  than  a case  of  male  climateric. 
A man  with  alcoholic  gastritis  might  have  doubts 

^Medical  Times,  October,  1956. 
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about  his  wife’s  fidelity  which  troubles  him  far 
more  than  indigestion  — a trouble  which  he 
might  attempt  to  solve  by  killing  her.  The  young 
wife  with  every  complaint  in  the  book  might 
he  a candidate  for  a psychotic  break  upon  the 
addition  of  a relatively  small  stress,  such  as 
the  birth  of  a child  or  the  transfer  of  her 
husband  to  a new  city.  Yet  all  these  tragedies 
could  possibly  be  prevented  by  early  recogni- 
tion of  the  psychiatric  problem  underlying  the 
physical  complaints.  Clearly  additional  post- 
graduate training  in  psychiatry  for  generalists 
could  yield  high  dividends. 

“A  second  way  in  which  psychiatrists  and 
generalists  might  be  brought  closer  together 
would  be  to  establish  psychiatric  units  in  local 
hospitals.  The  introduction  of  the  tranquilizing 
drugs  has  made  feasible  the  care  of  all  but  a 
few  psychiatric  patients  in  general  hospitals. 
Psychiatrists  would  benefit  by  being  brought 
from  the  isolation  of  private  sanitaria  and  State 
Hospitals  to  a closer  contact  with  the  general 
medical  community.  Because  some  psychiatrists 
prefer  not  to  be  responsible  for  the  administra- 
tion of  drugs  to  patients  to  whom  they  are 
giving  psychotherapy,  the  collaboration  of  the 
generalist  might  be  quite  welcome.  Having  two 
doctors  might  be  of  some  advantage  to  the 
patient,  for  he  can  vent  his  gripes  about  the 
psychotherapist  to  the  generalist. 

“A  third  way  whereby  generalists  and 
psychiatrists  could  work  together  effectively  is 
in  the  supervision  of  maintenance  therapy  with 
tranquilizing  drugs  when  the  patient  is  dis- 
charged from  psychiatric  hospitals.  More  and 
more  patients  are  each  day  being  released  from 
hospitals  on  continued  treatment  with  the  drug. 
They  require  the  services  of  a medical  man 
familiar  with  the  use  of  these  drugs,  but  not 
necessarily  a psychiatrist.  Many  of  these  pa- 
tients can  be  kept  out  of  the  hospital  in- 
definitely with  proper  after-care.  The  well 
trained  generalist  is  in  a good  position  to  carry 
out  this  function.” 


CANCER  OF  THE  COLON  AND 
RECTUM 

T . . 

1 HE  TENTH  in  the  Cancer  Society  s series 
of  monographs  on  the  early  diagnosis  of  cancer 
for  the  practicing  physician  is  now  being  dis- 
tributed to  over  190,000  physicians  and  medical 


students.  This  publication,  “Cancer  of  the  Colon 
and  Rectum,”  written  by  Dr.  Frederick  A.  Coller 
with  the  assistance  of  Drs.  Henry  K.  Ransom 
and  William  J.  Regan,  all  of  the  University  of 
Michigan  School  of  Medicine,  Ann  Arbor,  should 
be  of  great  interest  and  of  considerable  practical 
value  in  the  diagnosis  of  cancer  in  these  sites. 

“Cancer  of  the  Colon  and  Rectum”  is  being 
distributed  in  the  same  manner  as  was  the 
recent  issue  of  “The  Physician  and  the  Ameri- 
ean  Cancer  Society.”  Both  publications  are  being 
sent  to  all  physicians  in  this  state  by  the 
Arizona  Division  of  the  American  Cancer 
Society. 


CAMPAIGN  NOTICE  NO.  55 

Attached  is  proof  of  an  ad  especially  pre- 
pared by  the  National  office  for  medical  mag- 
azines throughout  the  country.  Again  this  year, 
emphasis  is  upon  the  “Fight  Caneer  With  a 
Checkup  and  a Check”  theme.  The  point  is 
made  that  the  check  today  means  insurance 
for  tomorrow;  TODAY’S  insurance  is  largely 
the  checkup  by  the  physician. 

Included  in  the  list  of  magazines  to  whom 
this  ad  is  being  offered  are  the  publications  of 
state  medical  societies.  Our  procedure  for 
handling  these  journals  continues  to  be  as 
follows: 


Upon  receipt  of  an  order  for  plates  from 
any  journal  of  a state  medical  society,  we  will 
ship  the  plates  directly  to  the  journal  and  will 
so  notify  the  appropriate  Division.  This  will 
provide  an  opportunity  for  the  Division  to  con- 
tact the  state  journal  to  suggest  that  the  name 
and  address  of  the  State  Division  be  included 
in  the  ad.  (The  journal’s  printed  can  do  this 
with  ease.) 

This  procedure  concerning  the  Division  name 
will  apply  only  to  state  medical  journals,  and 
only  in  those  states  where  there  is  one  Division 
of  the  Society. 

This  ad  has  been  prepared  in  the  following 
sizes:  SVa”  x 8”,  7”  x 10”,  dVT’  x 6%”. 


Electros  for  state  medical  journals  are  supplied 
free.  For  other  medical  publications,  the  prices 


are  as  follows: 

Ad  No.  Title 

1758  One  in  Four  . . . 

1759  One  in  Four  . . . 

1760  One  in  Four  . . . 


Size  Price 

7 X 10  $15.50 

5V2  X 8 $10.75 

4V4  X 6%  $ 8.00 


244 


Arizona  Medicine 


April,  1957 


% 


Ten  years  ago,  only  one  in  four  cancer  patients  was 
being  saved.  Today,  you,  doctor,  can  expect  to  save  one 
in  three  — thanks  to  your  own  leadership,  a more  aware 
public,  improved  techniques  of  diagnosis  and  treatment. 
We  expect  this  progress  to  continue  to  the  point  where 
half  of  those  stricken  by  cancer  will  be  saved.  As  yet, 
science  does  not  have  the  know-how  to  save  the  other  half. 

That  knowledge  will  come  when  the  riddle  of  cancer 
is  solved  in  the  research  laboratories.  To  support  this 
vital  work,  and  to  carry  on  its  education  and  service  pro- 
grams, the  American  Cancer  Society  seeks  $30,000,000 
this  Spring.  We  are  again  appealing  to  the  public  to  “fight 
cancer  with  a checkup  and  a check.” 

The  check  is  insurance  for  tomorrow.  The  insurance 
for  today  is  largely  in  your  hands,  doctor.  Fighting  cancer 
with  a checkup  is  our  immediate  hope  for  saving  lives. 


AMERICAN  CANCER  SOCIETY 


I 


PROTECT  YOURSELF  AS  WELL 
AS  THE  PUBLIC 

^HE  NATIONAL  Foundation  for  Infantile 
Paralysis  urges  all  persons,  at  least  up  to  40 
years  of  age,  to  take  the  shots.  Over  25  per 
eent  of  the  polio  cases  in  1955  were  among 
older  peojile  and  seven  out  of  every  ten 
respirator  cases  today  are  20  years  of  age  or 
over. 

“Polio  cases  in  the  future,  though  fewer 
in  number,  may  be  concentrated  in  the  upper 


age  group  and  may  be  of  even  more  serious 
consequence  than  the  general  level  of  the  past,” 
Dr.  Thomas  Rivers,  Medical  Director  of  the 
National  Foundation,  said.  “This  situation  will 
become  more  obvious  unless  the  current  re- 
luctance of  young  adults  to  be  vaccinated  is 
overcome.” 

Members  of  every  profession  related  to  medi- 
cine strongly  urge  their  contemporaries  to  take 
the  vaccine  — properly  spaced  to  effect  maxi- 
mum protection. 

“It  requires  nearly  eight  months  to  complete 
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tlie  three  shots  if  they  are  taken  properly,” 
said  Dr.  George  E.  Armstrong,  Director  of  the 
Medical  Center  and  Vice  President  for  Medical 
Affairs  of  New  York  University,  “and  it  is 
a lot  cheaper  than  chancing  a lifetime  with 
a disability.” 

Performance  of  the  Salk  vaccine  up  to  now 
suggests  a potential  effectiveness  among  persons 
who  have  reeeived  all  three  shots,  properly 
spaced,  of  about  90%.  With  only  one  shot,  one 
cannot  be  sure  that  one  is  safe  or  that  the 
immunization  will  last  after  the  first;  a second 
shot  increases  one’s  chance  of  being  among 
the  immunized.  The  third  shot,  given  seven 
months  after  the  second,  further  increases  one’s 
chance  of  being  safe  and  it  prolongs  the  term 
of  safety,  perhaps  for  years. 

During  the  1956  vaecine  manufacturers 
brought  supply  up  to  meet  demand.  The 
100,000,000th  cubic  centimeter  of  Salk  vaccine 
was  released  by  the  U.  S.  Public  Health  Serviee 
in  Washington  in  mid-September.  There  are  no 
more  priorities  on  use  of  commercial  vaccine. 
It  is  available  for  all  who  want  it. 


PRACTICE  SAFETY  WITH 
PESTICIDES 

By  J.  N.  Roney 
Extension  Entomologist 
University  of  Arizona 
Agricultural  Extension  Service 

P ESTICIDES  for  eontrol  of  insects  and  other 
pests  of  the  home  sometimes  cause  trouble  by 
people  not  reading  the  label  or  not  storing 
the  materials  correctly. 

Manufacturers  of  pesticides  and  agriculture 
experimental  researchers  spend  millions  of  dol- 
lars on  investigations  to  properly  prepare  the 
correct  data  for  the  labels.  The  recommended 
dilution  and  timing  of  the  application  of  tne 
pesticide  is  a matter  that  requires  many  hours 
of  specific  study.  This  information  on  the  label 
then  may  save  a life  if  the  user  will  read  it. 

Industry  through  the  National  Agricultural 
Chemicals  Association  has  come  up  with  rec- 
ommendations that  are  very  simple  and  every 
householder  should  keep  these  in  mind. 

1.  Always  read  the  label  noting  the  specific 
warnings  and  cautions  on  all  pesticides  before 
they  are  used  eaeh  time. 

2.  It  is  absolutely  necessary  that  each  pesti- 


cide should  be  stored  out  of  the  reach  of 
children,  pets  and  irresponsible  persons. 

3.  Always  keep  the  pesticide  material  in  the 
original  containers. 

4.  Never  give  a neighbor  or  anyone  a portion 
of  a pesticide  unless  it  is  properly  labeled. 

5.  Always  store  the  pesticide  in  a safe,  sep- 
arate room,  cabinet  or  eloset  or  on  a high  shelf 
and  where  it  is  not  exposed  to  excessive  sun, 
heat  or  cold. 

6.  Never  store  pesticide  where  food  or  feed 
stuffs  are  stored  or  handled. 

7.  When  using  on  vegetable  plants  endeavor 
to  apply  eorrect  amount.  Never  leave  a heavy 
residue  on  plants  you  may  eat.  If  you  do,  be 
sure  to  wash  thoroughly;  follow  directions  on 
label. 

8.  Always  wash  hands  and  face  after  using 
a spray  or  dust  material. 

9.  It  is  not  wise  to  smoke  while  spraying  or 
dusting. 

10.  Never  spill  pesticide  on  the  skin  or  cloth- 
ing. 

11.  If  you  do  spill  pesticide  on  skin  wash 
off  at  once  with  soap  and  water. 

12.  Never  inhale  dusts  or  sprays. 

13.  When  using  most  pesticides,  especially 
phosphates,  change  clothes  after  using  and  do 
not  wear  again  until  they  are  washed. 

14.  When  using  pesticides  around  pets  or 
livestock  quarters  cover  food  and  water  con- 
tainers. 

15.  If  fish  ponds  are  around,  be  careful  not 
to  let  the  pesticide  drift  over  the  water. 

16.  In  cases  where  weed  killers  like  2,  4-D 
and  2,  4,  5-T,  are  used,  use  separate  equipment 
for  these  materials.  Never  use  a pesticide  in  a 
container  where  any  of  the  above  materials  have 
been  used. 

17.  Whenever  pestieide  eontainers  become 
empty  be  sure  to  dispose  of  them  so  they  are 
not  a hazard  to  humans,  animals,  or  valuable 
plants. 

18.  In  case  of  accidental  poisoning  or  illness 
after  using  a pesticide,  call  a physician  or  get 
the  patient  to  a hospital  at  once.  Many  in- 
secticide companies  furnish  explicit  directions 
for  antidotes.  If  you  use  any  of  the  phosphates, 
it  is  wise  to  get  these  precautions.  Malathion 
is  the  only  phosphate  pesticide  that  does  not 
require  very  careful  precautions  when  using. 

Pesticides  are  very  useful  for  control  of  the 
household  pests  as  well  as  the  control  of  in- 
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sects  on  the  plants  around  the  home.  Some 
pesticides  are  very  poisonous  to  warm  blooded 
animals.  Tests  have  been  made  on  how  much 
to  use  and  how  to  use.  This  information  may 
be  secured  from  the  County  Agricultural  Agent 
in  the  form  of  bulletins  or  circulars  for  the 
asking.  There  is  no  charge.  Many  times  the 
manufacturer  issues  recommendations.  Some- 
times these  are  written  for  the  entire  United 
States,  therefore,  you  should  get  local  recom- 
mendations from  your  County  Agricultural 
Agricultural  Agent.  There  is  one  in  each  County 
in  Arizona.  He  may  be  listed  under  the  Agri- 
cultural Extension  Service  of  the  University  of 
Arizona  or  just  the  County  Agricultural  Agent 
of  your  county. 

BLUE  SHIELD  ACTS  TO  MEET 
NEW  CHALLENGES 

T EN  YEARS  ago  45  struggling  local  Blue 
Shield  Plans  had  a combined  enrollment  of  less 
than  2 million  people.  Today,  73  Blue  Shield 
Plans  cover  some  38  million;  and  if  their  present 
rate  of  growth  is  maintained,  these  Plans  will 
pass  the  40  milion  mark  in  enrollment  during 
1957. 

Several  factors  have  conspired  in  recent  years 
to  alter  and  complicate  the  basic  problems  of 
Blue  Shield  enrollment:  For  one  thing,  most 
of  the  windfall  apples  have  fallen  off  the  tree, 
and  enrollment  men  are  having  to  climb  ever 
higher  in  the  tree  to  fill  their  baskets.  Most 
local  “blue  chip”  industrial  groups  have  long 
since  been  enrolled  by  Blue  Shield  or  some 
other  agency,  and  the  remaining  local  prospects 
are  predominantly  small  groups,  the  self  em- 
ployed and  rural  dwellers. 

Another  vital  new  factor  has  been  introduced 
by  the  tremendous  growth  of  new  industrial 
giants  resulting  from  corporate  mergers,  and 
the  concomitant  tendency  of  labor  unions  to 
negotiate  welfare  benefits  on  a national  scale. 
These  big  corporations  and  unions  are  demand- 
ing nation-wide  hospital  and  medical  care  pro- 
grams, offering  at  least  the  same  scope  of  bene- 
fits for  their  workers  in  all  parts  of  the  country. 

Blue  Shield  is  an  association  of  strictly  auto- 
nomous local  Plans,  having  similar  purposes, 
but  offering  a considerable  variety  of  specific 
benefits.  The  Constitution  of  Blue  Shield  Medi- 
cal Plans  recognizes  that  “state  and  local  medical 
care  plans  should  be  autonomous  in  their  opera- 


tions so  that  the  needs,  facilities,  resources  and 
practices  of  their  respective  areas  can  be  given 
due  consideration,  but  that  the  health,  and 
welfare  of  the  public  is  advanced  by  the  co- 
ordination ...  of  methods,  coverages,  operations 
and  actuarial  data.” 

The  Plans  have  sought,  by  voluntary  agree- 
ment, to  coordinate  their  efforts  and  to  develop 
a basic  program  which  each  local  Plan  may 
offer  the  members  of  inter-Plan  groups  within 
their  local  Plan  areas. 

Without  sacrificing  an  iota  of  local  inde- 
pendence, more  than  three-fourths  of  the  Plans 
have  recently  reached  agreement  on  a standard 
scope  of  Blue  Shield  benefits,  all  or  any  of 
which  each  Plan  will  make  available  to  any 
group  of  subscribers  desiring  this  pattern  of 
benefits.  Nearly  all  the  other  Plans  have 
promised  to  “go  along”  in  the  near  future. 

While  this  degree  of  coordination  of  benefits 
(in  terms  of  covered  services)  has  been  found 
necessary  to  meet  Blue  Shield’s  enrollment 
challenge,  each  Plan  will  still  make  payments 
to  physicians  according  to  its  locally  negotiated 
schedules,  and  will  caleulate  its  own  subscrip- 
tion rates. 

This  significant  achievement  of  Blue  Shield 
shows  its  ability  to  meet  new  conditions  and 
proves  the  capacity  of  medicine’s  voluntary  pre- 
payment movement  to  solve  whatever  problems 
it  may  encounter. 


THE  ARIZONA  MEDICAL 
ASSOCIATION,  INC. 

826  Security  Building 
Phoenix,  Arizona 

LOCATION  OPPORTUNITIES 
ASHFORK  — Pop.  700  — North  centrally 
located  — Railroad  center  — Contact  the 
Women’s  Club,  Ashfork,  Arizona. 

BENSON  — Excellent  opportunity  for  GP  — 
This  David-Benson  trade  area  has  about  5,000 
population  with  only  one  doctor  available. 
Contact  Mrs.  Thomas  Allen,  Secretary,  Benson 
Business  Association,  Benson,  Arizona. 

CAMP-VERDE  — Located  in  the  heart  of  a 
large  farming  and  ranching  area  on  the  Verde 
River.  Approximately  100  miles  north  of  Phoe- 
nix. Badly  in  need  of  a medical  doctor.  Contact 
Ivy  N.  Moser,  R.  N.,  Camp  Verde,  Arizona. 

DAVIS-MONTHAN  AIR  FORCE  BASE  - 
Located  on  outskirts  of  Tucson  — In  need  of 
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a General  Medical  and  Surgical  officer  part 
time,  $7,465.00  per  year.  Application  should  be 
made  to  the  Civilian  Personnel  Office  at  Davis- 
Monthan. 

DOUGLAS  - Pop.  16,000  - On  the  Mexican 
border  in  the  southeast  section  of  Arizona. 
Opportunity  for  associate  or  independent  prac- 
tice in  OALR  with  doctor  who  is  doing  only 
ophthalmology.  Good  opportunity  here  in  the 
field  of  otorhino-laryngology.  Contact  James  S. 
Walsh,  M.D.,  631  Ninth  Street,  Douglas,  Ari- 
zona. 

FLAGSTAFF  - Pop.  17,000  - Largest  city 
in  the  north  central  Arizona  trading  area.  This 
community  needs  the  following:  one  radiologist, 
one  internist,  one  pediatrician  and  one  or  more 
general  practitioners.  A general  surgeon  could 
also  do  well  since  there  is  only  one  here.  Con- 
tact Morris  M.  Zack,  M.D.,  411  Birch  Street, 
Flagstaff,  Arizona. 

GILA  BEND  - Pop.  2,500  - 80  miles  west 
of  Phoenix  — Nearest  town  to  the  Painted  Bock 
Dam  Project  — Good  opportunity  for  general 
practitioner.  Cattle,  cotton  and  general  farming. 
Office  and  equipment  available.  $150  monthly 
income  from  Board  of  Supervisors.  Contact  Mrs. 
J.  F.  Allison,  Box  485,  Gila  Bend,  Arizona. 

LAS  CBUCES,  NEW  MEXICO  - In  South 
Central  part  of  State  and  not  too  distant  from 
El  Paso,  Texas.  Population  is  approximately 
22,000,  boasts  State  College  and  White  Sands 
proving  grounds.  General  Hospital,  85  beds, 
fully  accredited  and  staffed  by  fourteen  (14) 
doctors.  Need  Urologist,  Anesthesiologist  and 
Obstetrician-Gynecologist.  For  full  details  write: 
A.  M.  Babey,  M.D.,  President  of  the  Staff, 
250  West  Court  Street,  Las  Cruces,  New  Mexico. 

MORENCI  — Mining  community  located  near 
New  Mexico-Arizona  border.  Has  vacancy  at 
hospital  for  CP.  Contact  Carl  H.  Cans,  M.D., 
Morenci  Hospital,  Morenci,  Arizona. 

PAYSON  — Pop.  1,800  — Have  completed 
and  equipped  a new  clinic.  Are  badly  in  need 
of  a medical  doctor  and  the  closest  medical 
facilities  are  80  miles  away.  For  further  infor- 
mation contact  Mr.  Walter  Surrett,  President, 
Payson  Clinic,  Payson,  Arizona. 

TUCSON  — The  V.A.  Hospital  has  two  va- 
cancies at  the  present  time  — one  if  for  an 
internist  on  the  Medical  Service  and  the  other 
is  for  either  a general  or  thoracic  surgeon  on 
the  Surgical  Service.  State  license  is  neces- 
sary, but  not  necessarily  an  Arizona  license. 


Contact  S.  Netzer,  M.D.,  Director,  Professional 
Service,  V.  A.  Hospital,  Tucson,  Arizona. 

TUCSON  - Opening  for  a board  certified 
or  board  eligible  Orthopedist  to  form  and  head 
an  Orthopedic  Department  in  the  Tucson  Clinic. 
Must  have  had  good  training  in  pediatric 
orthopedics  as  well  as  acute  trauma  and  re- 
constructive work.  Are  looking  for  a younger 
man;  however,  are  willing  to  consider  any  well- 
trained  physician  regardless  of  age.  If  interested, 
contact  D.  J.  Heim,  M.D.,  The  Tucson  Clinic, 
116  North  Tucson  Boulevard,  Tucson,  Arizona. 

YOUNGSTOWN  - Pop.  130  - Located  16 
miles  from  Phoenix,  4 miles  from  Peoria,  IVa 
miles  from  El  Mirage,  1 mile  from  Surprise,  each 
a potential  field  of  practice.  Most  residents  are 
60  years  of  age  or  older  and  are  in  need  of 
medical  care.  Office  space  is  currently  provided 
at  no  rental.  A medical  center  is  being  planned. 
Interested  doctors  may  contact  Mr.  Sid  Lambert, 
Box  61,  Marionette,  Arizona. 

YUMA  - Pop.  15,000  - Situated  in  the  South- 
west corner  of  the  State  on  the  Colorado  River 
— In  need  of  a country  physician.  This  is  an 
ideal  set-up  for  a retired  or  semi-retired  doctor. 
The  doctor  could  devote  all  of  his  time  to  the 
job  or  have  a private  practice  in  addition.  If 
interested,  call  Mr.  Robert  Odom,  collect,  at 
SUnset  3-7843  as  soon  as  possible. 

FOR  INFORMATION  ON  OPPORTUNI- 
TIES IN  THE  FIELD  OF  INDUSTRIAL 
MEDICINE,  CONTACT:  Harold  J.  Mills,  M.D., 
Phelps  Dodge  Hospital,  Ajo,  Arizona;  Carl  H. 
Cans,  M.D.,  Phelps  Dodge  Hospital,  Morenci, 
Arizona;  Ira  E.  Harris,  M.D.,  Miami  Inspira- 
tion Hospital,  Miami,  Arizona;  Charles  B. 
Huestis,  M.D.,  Box  928,  Hayden,  Arizona;  Elvie 
B.  Jolley,  M.D.,  Copper  Queen  Hospital,  Bisbee, 
Arizona;  H.  W.  Finke,  M.D.,  Magma  Copper 
Company  Hospital,  Superior,  Arizona;  and  John 
Edmonds,  M.D.,  Kennicott  Copper  Corporation 
Hospital,  Ray,  Arizona. 


MEDICAL  EDUCATION  WEEK 
April  21-27,  1957 

The  impressive  story  of  the  accomplish- 
ments of  U.  S.  medical  schools  will  be  told  to 
the  nation  during  the  second  annual  observance 
of  Medical  Education  Week,  April  21-27. 

The  purpose  of  the  observance  is  to  focus 
the  attention  of  the  American  people  on  the 
national  importance  and  indispensability  of 
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medical  education.  A well-organized  program 
of  public  information  will  bring  about  greater 
friendship  and  support  for  the  medical  schools 
by  creating  a better  understanding  of  their 
aims,  problems,  achievements,  and  public  serv- 
ices. 

President  Eisenhower,  in  his  personal  endorse- 
ment of  this  observance,  said,  “While  the  bene- 
fits of  health  and  medical  education  are  daily 
with  us,  it  is  fitting  to  devote  a special  week 
to  the  consideration  of  the  wider  training  of 
physicians.  Each  American  has  a personal  stake 
in  our  country’s  medical  schools.  The  schools 
which  train  the  physicians  required  by  our 
growing  population  are  a vital  resource  for  the 
health  of  our  people  and  the  strength  of  the 
Nation.” 

Specific  aims  of  Medical  Education  Week,  if 
pursued  effectively,  will  demand  the  participa- 
tion of  a large  portion  of  our  members.  These 
are  the  goals: 

1.  To  portray  the  key  role  that  medical  edu- 
cation plays  in  the  promotion  and  maintenance 
of  the  nation’s  health  and  security,  and  make 
the  public  aware  that  the  nation’s  82  medical 
schools  are  the  foundation  of  our  entire  health 
and  medical  structure. 

2.  To  explain  how  the  medical  schools  are 
striving  to  meet  the  demand  for  larger  numbers 
of  physicians  and,  at  the  same  time,  to  maintain 
the  high  standards  of  training  that  have  come  to 
characterize  American  medical  education. 

3.  To  call  attention  to  the  steady  progress 
in  the  medical  sciences,  showing  what  this 
means  in  terms  of  longer  life,  better  health 
and  greater  freedom  from  disease  and  dis- 
ability. 

4.  To  point  out  the  wide  range  of  activities 
— teaching,  research,  service  and  leadership  — 
carried  on  by  the  modern  medical  school  in 
addition  to  its  job  of  training  new  doctors. 

5.  To  make  clear  the  extent  and  nature  of 
the  new  challenges  to  the  profession,  some 
growing  out  of  our  constantly  expanding  fund 
of  medical  knowledge  and  some  resulting  from 
the  mounting  complexity  of  our  civilization. 

6.  To  point  out  some  of  the  steps  being  taken 
constantly  to  push  back  the  horizons  of  the 
medical  sciences  and  to  realize  the  full  potential 
of  the  nation’s  health  resources. 

While  medical  societies  and  medical  schools 
throughout  the  country  build  community  pro- 
grams around  these  objectives,  the  national 
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sponsors  - the  AMA  and  the  Woman’s  Aux- 
iliary, the  Association  of  American  Medical  Col- 
leges,  the  Student  AMA,  the  American  Medical 
Education  Foundation,  and  the  National  Fund 
for  Medical  Education  — are  enlisting  the  help 
of  newspaper  syndicates,  radio  and  television 
networks,  popular  and  professional  publications, 
civic  groups,  industry,  and  commerce  in  a broad 
program  of  national  publicity  and  promotion. 

CARDIAC  MONITOR 

By  Seymour  Fisher,  M.D. 

T 

■ HE  RISK  of  sudden  death  at  surgery  has 
been  reduced  through  the  development  of  a 
new  instrument  by  scientists  and  doctors  at  the 
Hines,  111.,  Veterans  Administration  Hospital. 
Called  a “Cardiac  Monitor,”  the  transistorized 
device  permits  continuous  and  instantaneous 
monitoring  of  the  heartbeat  during  surgery  and 
for  use  during  non-surgical  emergencies.  The 
meter  warns  the  doctor  that  the  heart  is  not 
working  properly  and  that  remedial  steps  are 
indicated. 

Standard  electrocardiograph  electrodes  are 
strapped  on  the  forearms  of  the  patient.  These 
pick  up  the  cardiac  impulse  and  feed  it  into 
the  machine.  This  impulse  is  amplified  by  the 
transistor  circuit  and  indicated  on  a meter. 

Controls  consist  of  amplitude  and  fidelity 
knobs,  a phone  jack  is  provided  should  it  be 
desirable  to  feed  the  heartbeat  into  a recording 
device  or  headphones. 

The  use  of  the  transistors  and  small  batteries 
makes  the  unit  portable.  It  is  housed  in  a 
6x5x4  inch  aluminum  case  that  is  equipped 
with  a carrying  handle.  The  total  weight  is  3 
pounds.  The  power  supply  consists  of  four 
standard-sized  flashlight  batteries. 

The  monitor  has  been  successfully  tested  at 
Hines.  It  has  provided  an  immediate  diagnosis 
of  irregular  heart  action  and  may  anticipate 
stoppage  of  the  heart.  It  has  even  been  able 
to  proxide  monitoring  of  the  heart  rate  during 
profound  shock  when  the  patient  was  clinically 
pulseless. 

The  cardiac  monitor  may  be  especially  useful 
during  cases  of  extreme  shock  as  it  provides 
accurate  information  that  the  heart  is  still 
functioning  even  though  blood  pressure  and 
pulse  may  not  be  detectable.  This  should  pre- 
vent unnecessary  opening  of  the  chest  for  cardiac 
massage.  Instead,  the  doctor  can  initiate  other 
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measures  to  return  the  blood  pressure  and  cir- 
culation to  normal  without  loss  of  valuable  time 
in  trying  to  assure  the  correct  diagnosis. 

Nurses,  technicians,  and  even  non-medical 
rescue  personnel  can  operate  the  monitor  readily 
because  of  its  simple  design  and  mechanism. 

While  the  monitor  was  developed  to  give  an 
instant  picture  of  the  heartbeat  as  an  aid  to 
the  surgeons  and  anesthesiologists  in  a large 
general  hospital,  it  might  be  of  even  greater 
value  in  the  small  hospital  or  for  use  during 
dental  anesthesia,  when  a qualified  anesthesi- 
ologist is  less  likely  to  be  available. 

The  device  was  designed  and  developed  on 
the  radioisotope,  medical  and  surgical  services 
of  the  Hines,  111.,  VA  Hospital  by  Theodore 
Fields,  M.S.,  Dr.  Ervin  Kaplan,  Dr.  Bernard 
Abrams,  Dr.  Robert  Simpson,  Dr.  Archer  Gor- 
don, and  Joseph  Kenski,  E.T. 

FREE  CARDIAC  SURGERY  PROGRAM 

ATIONAL  Jewish  Hospital  at  Denver  is  ex- 
panding its  cardio-vascular  program.  It  will  con- 
sider applications  for  admission  in  behalf  of 
patients  suffering  from  cardio-vascular  defects 
amenable  to  surgical  intervention,  including 
mitral  and  aortic  stenosis,  congenital  cardiac 
anomalies,  etc.  Definitive  diagnosis  is  not  neces- 
sary prior  to  admission,  inasmuch  as  the  hospital 
has  a completely  equipped  cardio-pulmonary 
physiology  laboratory  for  this  purpose.  Patients 
are  accepted  without  respect  to  race,  religion, 
or  national  origin,  and  without  charge.  Only 
those  unable  to  pay  for  private  care  are  eligible. 
Periodic  reports  are  made  routinely  to  the  re- 
ferring physician  and  the  patient  is  directed 
to  report  to  him  after  discharge.  Inquiries  should 
be  sent  to  Medical  Director,  National  Jewish 
Hospital,  Denver  6,  Colorado. 

American  Cancer  Society  Fellowships 
In  Biometry  and  Epidemiology  195758 

P REDOCTOR AL  fellowships:  Applicants  must 
have  the  B.A.  or  B.S.  degree,  and  are  expected 
to  enter  the  Graduate  School  as  candidates  for 
the  Ph.D.  degree.  They  will  receive  training 
in  one  or  more  fields  of  biology  as  well  as 
statistics.  Fellowships  are  for  three  years;  sti- 
pends, $2,000  per  year.  Additional  funds  may 
be  available  depending  on  need. 

Postdoctoral  fellowships:  Applicants  must 


have  either  an  M.D.,  a Ph.D.,  or  an  Sc.D.  These 
fellowships  are  for  younger  investigators,  or  for 
more  mature  men  and  women  who  want  to 
extend  their  fields  of  competence.  In  addition 
to  carrying  out  their  own  research,  fellows  will 
be  given  training  in  biometry,  biostatistics,  and 
other  selected  subjects.  Fellowships  are  for  one 
year,  but  may  be  renewed  for  two  more. 
Stipends  begin  at  $4,000,  and  increase,  depend- 
ing on  individual  circumstances. 

For  further  information,  write  to  Professor 
E.  Cuyler  Hammond,  Director  of  Graduate 
Studies  in  Biometry,  30  Hillhouse  Avenue,  Yale 
University,  New  Haven,  Connecticut.  Appli- 
cation blanks  for  predoctoral  fellowships  may 
be  obtained  from  the  Director  of  Admissions, 
Graduate  School,  Yale  University,  New  Haven, 
Connecticut.  All  applications  for  both  types  of 
fellowships  should  be  submitted  as  early  as 
possible  in  1957. 

FELLOWSHIPS  IN  ALLERGY 

The  board  of  trustees  of  the 

AMERICAN  FOUNDATION  FOR  ALLERGIC 
DISEASES  announces  the  availability  of  three 
Fellowships  in  Research  and  Clinical  Allergy  for 
a period  of  two  years  each,  carrying  a stipend 
of  $4,500  for  the  first  year,  $4,750  for  the 
second,  and  a total  of  $750  for  laboratory  and 
travel  expenses  during  the  two-year  period.  The 
funds  for  these  fellowships  have  been  made 
available  by  Mr.  John  D.  Rockefellei,  Jr.,  in  a 
grant  to  the  Foundation. 

It  is  the  hope  of  the  Foundation  that  the 
recipients  will  be  stimulated  to  enter  the  field 
of  research  allergy  and  will  be  equipped  to 
teach  others.  Unlike  the  usual  procedure,  the 
Foundation  has  established  single  fellowships 
with  three  investigators  eminently  qualified  to 
teach  the  principles  and  techniques  of  scientific 
method  in  this  field  and  in  institutions  where 
adequate  clinical  facilities  exist.  Applicants 
should  apply  directly  to  one  of  the  following 
investigators  who  will  make  the  final  selection: 
Dr.  Frederick  G.  Germuth,  Jr., 

Associate  Professor  of  Pathology, 

The  Johns  Hopkins  University  Medical  School, 
Baltimore  5,  Maryland, 
or 

Dr.  Colin  M.  MacLeod, 

Professor  of  Research  Medicine, 

University  of  Pennsylvania, 
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820  Maloney  Clinic, 

36th  and  Spruce  Streets, 

Philadelphia  4,  Pennsylvania, 
or 

Dr.  Herman  N.  Eisen, 

Professor  of  Medicine,  (Dermatology) 
Washington  University  School  of  Medicine, 
Saint  Louis,  Missouri. 

Candidates  must  be  graduates  of  approved 
medical  schools  and  must  have  completed  the 
graduate  training  required  as  a preliminary  to 
certification  by  the  Boards  of  Internal  Medicine 
or  Pediatrics;  they  are  to  divide  their  time 
between  research  and  clinical  training,  and  in 
the  second  year  10  or  15  per  cent  of  a candi- 
date’s time  might  be  devoted  to  teaching. 

The  respective  Institutions  are  undertaking  to 
have  this  training  credited  toward  the  Sub- 
specialty in  Allergy  by  the  Board  of  Internal 
Medicine  and  the  Board  of  Pediatrics. 

Applications  should  be  received  by  May  10, 
1957. 

Notification  of  the  action  taken  on  these 
applications  will  be  sent  to  the  candidate  by 
June  10th  of  this  year. 

MEETING  OF  RADIOLOGICAL 
SOCIETY  OF  NORTH  AMERICA 
Chicago,  December  2 to  7,  1956 

By  R.  Lee  Foster,  M.D. 

PANEL  DISCUSSION  OF  FUNDAMENTAL 
PROBLEMS  IN  RADIATION  THERAPY 
This  panel  was  presided  over  by  Dr.  J.  W.  J. 
Carpenter  as  moderator  and  members  of  the 
panel  were  Drs.  Clifford  L.  Ash  of  Toronto, 
Ontario,  Ralph  Caulk  of  Washington,  D.  C., 
Vincent  P.  Collins  of  Houston,  Texas,  and 
Morton  M.  Kligerman  of  New  York  City.  Eight 
radiation  problems  were  presented  to  the  panel- 
ists for  discussion,  some  of  which  I will  mention 
with  some  of  the  points  which  were  brought 
out. 

1.  WILM’S  TUMOR.  This  discussion  pre- 
cipitated the  old  controversy  regarding  surgery 
and  irradiation  or  a combination.  Controversy 
still  exists,  but  there  is  at  least  some  tendency 
to  agreement  that  in  bulky  lesions  that  pre- 
operative irradiation  to  reduce  the  bulk  and 
allow  for  more  meticulous  surgery  was  in  order 
and  preferable.  Following  surgery  postoperative 
irradiation  to  the  tumor  bed  pushing  this  to 
tolerance  to  kill  dissemination  is  recommended. 


2.  BENIGN  SQUAMOUS  PAPILLOMAS  OF 
THE  BRONCHI.  This  relatively  rare  condition 
was  brought  before  the  panel  with  report  of 
a case  which  developed  after  four  years  in- 
dustrial exposure  to  noxious  fumes.  There  was 
a widespread  dissemination  of  these  lesions 
throughout  the  bronchial  tree  and  on  both  sides 
interfering  seriously  with  pulmonary  aeration. 
It  was  conceded  that  surgery  had  no  place  in 
the  treatment  of  this  wide  dissemination,  and 
the  consensus  was  that  x-ray  should  be  used 
with  rather  high  dosage,  probably  up  to  3000 
or  4000  roentgens  in  four  weeks. 

3.  CARCINOMA  OF  THE  BREAST.  Two 
different  problems  along  this  line  were  dis- 
cussed represented  by  two  cases.  There  was 
much  disagreement,  both  as  to  the  relative 
merits  of  surgery  and  radiation  and  to  the 
type  of  surgery  or  radiation  used  in  either 
case.  No  ironclad  conclusions  were  reached.  It 
was  brought  out  that  the  value  of  oophorectomy 
in  these  cases  is  not  firmly  established,  nor 
can  it  be  definitely  denied  by  the  evidence 
now  at  hand.  If  radiation  is  given,  the  ovaries 
should  receive  a tissue  dose  of  1800  roentgens 
in  five  days.  One  case  developed  a myxedema 
after  irradiation  which  it  is  assumed  is  co- 
incidental since  no  one  else  had  experienced 
such  a complication  after  irradiation.  At  any 
rate  thyroid  therapy  caused  a regression  of 
numerous  metastases  which,  however,  recurred 
at  a later  date.  Steriod  therapy  was  discussed 
and  should  probably  be  deferred  until  defi- 
nitely needed  for  its  palliative  effect. 

4.  HEMANGIOMAS.  These  are  treated  in  a 
variety  of  ways.  If  radiation  is  used  very  low 
doses  at  infrequent  intervals  are  recommended. 
There  were  several  vociferous  opinions  that 
these  should  not  be  treated  at  all  as  95  to  96 
per  cent  of  them  are  said  to  regress  in  five 
years  even  without  treatment.  This  opinion  was 
upheld  in  a class  on  roentgen  therapy  in  child- 
hood conducted  by  Dr.  M.  H.  Wittenborg  of 
Boston,  Mass,  who  maintained  that  treatment 
should  be  avoided  if  at  all  possible,  and  stated 
that  any  type  of  trauma,  whether  it  be  extreme 
heat,  extreme  cold,  bruising,  pricking  or  any- 
thing else  would  cause  these  lesions  to  regress 
sooner. 

5.  CARCINOMA  OF  THE  TONGUE.  Dis- 
cussion of  this  condition  was  highlighted  by 
the  consideration  of  prophylactic  neck  dissection 
which  proved  to  be  quite  controversial  but  with 
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the  majority  of  the  discussants  being  against  a 
purely  prophylactic  neck  dissection.  The  state- 
ment was  made  that,  “it  removes  the  nodes 
but  not  the  disease.” 

In  a film  interpretation  session  presided  over 
by  Dr.  Merill  C.  Sosman  of  Boston,  the  follow- 
ing men  took  part.  Drs.  Lawrence  L.  Robbins, 
of  Boston,  Mass.,  John  A.  Evans,  New  York; 
Cesare  Gianturco  of  Urbana,  Illinois;  Arthur 
Present  of  Tucson,  Arizona;  and  David  M. 
Gould  of  Little  Rock,  Arkansas.  Two  or  three 
observations  brought  out  in  this  session  deserve 
mentioning.  It  was  pointed  out  in  trying  to 
diagnose  a lipoid  pneumonia  that  one  should 
collect  the  first  sputum  of  the  morning  so  as 
to  avoid  contamination  with  cream  or  other 
fatty  foods,  and  do  a Sudan  3 stain.  If  in- 
tracellular fat  is  seen,  the  diagnosis  is  made. 

In  discrete  pulmonary  lesions  of  the  so-called 
“coin”  type,  temporizing  is  discouraged  and  ex- 
ploratory surgery  encouraged.  Statement  was 
made  that,  “A  period  of  observation  is  the 
period  of  lost  opportunity.” 

A panel  discussion  of  the  practical  clinical 
use  of  radio-isotopes  was  presided  over  by  Dr. 
Hymer  L.  Friedell  of  Gleveland,  Ohio  with  the 
panelists  being  Drs.  Rulon  Rawson,  Kenneth 
E.  Gorrigan,  John  P.  Storaasli,  from  Portsmouth, 
Rhode  Island;  Robert  Robbins,  Philadelphia, 
Penn.;  Vincent  Gollins,  Houston,  Texas;  and 
Dwight  E.  Glark  of  Ghicago,  Illinois.  A dis- 
cussion of  the  diagnosis  and  treatment  of  hyper- 
thyroidism by  Iodine  131  was  discussed  at 
length.  It  was  conceded  that  the  BMB  de- 
termination is  still  a very  useful  procedure,  but 
must  be  carefully  done.  Radioactive  iodine  up- 
take studies  are  helpful  but  are  also  subject  to 
error.  For  example,  a 10  per  cent  natural  error 
in  uptake  studies  is  expected,  and  various  con- 
ditions exclusive  of  hyperthyroidism  may  affect 
the  uptake.  Patients  with  edema  may  show  a 
very  low  uptake,  even  enough  to  suggest  myxe- 
dema, even  though  the  patient  may  have  hyper- 
thyroidism. Protein  bound  iodine  content  of  the 
blood  is  good,  but  is  also  subject  to  many 
pitfalls.  High  iodine  intake  either  through  food 
or  medication  interferes  with  the  test.  A myelo- 
gram may  invalidate  blood  iodine  studies  on 
that  particular  patient  forever.  Anti-thyroid 
medication  also  invalidates  the  test. 

In  treatment  it  was  generally  concluded  that 
patients  below  forty  should  be  treated  by  sur- 
gery and  not  by  radioactive  iodine  for  two 


outstanding  reasons.  1.  Because  the  carcinogenic 
potential  of  radioactive  iodine  has  not  yet  been 
determined  and,  2.  it  is  desirable  to  avoid  any 
excessive  dose  to  the  gonads  during  the  re- 
productive period.  In  treatment  with  radio- 
active iodine  about  15  per  cent  of  the  patients 
develop  hypothyroidism. 

In  treating  carcinoma  of  the  thyroid  and  car- 
cinomatous metastases,  a thyroid  blocking  agent 
may  be  used  for  sometime  previously  to  affect 
an  ultimate  increase  uptake  of  the  radioactive 
iodine. 

In  solitary  thyroid  nodules,  which  are  demon- 
strated as  non-functioning  nodules,  by  the  lack 
of  iodine  uptake,  it  is  imperative  that  they  be 
surgically  removed.  A complete  lobectomy 
should  be  done,  which  should  be  adequate  in 
case  it  is  carcinomatous  and  no  metastases  are 
identified. 

Ablation  of  the  thyroid  in  intractable  cases 
of  angina  pectoris  was  discussed.  This  was  con- 
sidered as  proper  and  good  treatment  by  the 
majority  of  the  panelists  who  remarked  that 
this  is  the  one  and  only  use  of  radioactive 
isotopes  in  medicine  where  there  is  no  com- 
peting modality  which  might  be  used  as  an 
alternative.  One  discussant  felt  the  patient 
should  be  treated  with  anti-thyroid  therapy  for 
four  to  six  weeks  previous  to  the  ablation 
theoretically  to  wash  out  the  thyroid  hormone 
and  to  prevent  its  sudden  release  into  the 
blood  with  destruction  of  the  gland.  Dr.  Rawson, 
however,  says  the  increased  FBI  found  after 
destruction  of  the  gland  is  all  due  to  thyro- 
globulin  and  that  this  does  not  produce  a 
thyrotoxicosis.  He  considered  the  anti- thyroid 
therapy  as  superfluous. 

POLYGYTHEMIA  VERA.  Treatment  here 
can  be  either  radioactive  phosphorus  or  whole 
body  irradiation.  Dr.  Gollins  prefers  whole  body 
irradiation  because  of  better  dosage  control. 
He  gives  weekly  treatments  of  25  roentgens  at 
distances  of  100  to  300  cm.  to  a total  of  100 
roentgens.  Three  other  discussants  prefer  radio- 
active phosphorus  given  in  a disage  of  5 milli- 
curies  for  the  average  man  with  a range  varying 
according  to  weight  of  a minimum  of  3 to  a 
maximum  of  10  millicuries.  All  agree  that  these 
should  probably  be  preceded  by  phlebotomy 
to  bring  down  the  hematocrit  to  something 
around  normal  and  to  minimize  the  imminent 
danger  of  thromboses.  Anticoagulants  might  be 
considered  but  the  combined  experience  of  the 
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panel  with  this  was  small. 

THERAPY  OF  PITUITARY  ADENOMATA. 
Eosinophilic  type  only  was  discussed  by  Dr. 
Donn  G.  Mosser  of  Minneapolis,  Minnesota. 
Forty  cases  at  the  Univ.  of  Minnesota  received 
dosages  of  1800  to  3000  r in  three  to  four 
weeks.  Seventy  per  cent  were  improved,  17V2 
per  cent  unchanged;  7V2  per  cent  became  worse, 
and  5 per  cent  were  lost  to  follow-up.  Im- 
pression obtained  by  the  analysis  of  this  case 
series  was  that  lower  voltages  are  just  as  effec- 
tive as  super  voltage  in  therapy  of  these  lesions, 
and  relatively  small  doses  have  been  effective. 
Surgery  is  used  only  when  x-ray  fails;  and 
cystic  tumors  tend  to  be  very  radiation  resistant 
and  do  not  respond  to  the  x-ray. 

RADIATION  TO  LENS  INCIDENT  TO 
TREATMENT  OF  TUMORS  OF  THE  EYE 
AND  ADJACENT  STRUCTURES.  Dr.  George 
E.  Merriam,  Jr.  of  New  York  City  indicated  that 
in  dosages  of  400  roentgens  to  the  lens  very 
few  patients  developed  cataracts.  With  dosages 
of  700  roentgens  to  the  lens  50  per  eent  of  the 
patients  developed  cataracts,  and  with  dosages 
of  1100  roentgens  to  the  lens,  all  patients  de- 
veloped cataracts.  Measurements  of  the  dosages 
received  by  the  lens  were  made  in  treatment 
of  various  conditions  such  as  carcinoma  of 
the  antrum,  carcinoma  of  the  eyelids  and  car- 
cinoma of  the  nasopharynx.  The  necessity  of 
beam  direction  to  avoid  the  lens  and  adequate 
shielding  wherever  possible  was  stressed. 

USE  OF  ELECTRON  BEAMS  IN  INDUS- 
TRIAL PROCESSES.  This  very  interesting  dis- 
eussion  by  E.  Dale  Trout  who  is  a Doctor  of 
Science,  Milwaukee,  Wisconsin,  pointed  out  that 
food  sterilization  required  beam  powers  far 
beyond  that  used  in  ordinary  medieal  pro- 
cedures, and  that  this  rendered  sterilization 
impractical  now  in  large  quantities  of  food- 
stuffs. He  estimated,  however,  that  within  ten 
years  dairy  products  would  be  sterilized  by 
this  method,  and  within  five  years  beer  and 
certain  food  products  would  be  sterilized  by 
this  method,  and  within  one  year  potatoes,  small 
surgical  supplies,  and  other  small  items  woidd 
be  so  sterilized.  In  fact,  potatoes  are  now  being 
treated  to  prevent  sprouting.  A small  black 
ampule  of  eye  ointment  is  being  marketed 
sterilized,  and  packaged  polyethylene  tubing 
for  medical  use  are  being  sterilized  by  this 
method.  The  army  is  pursuing  experimental 
studies  on  food  sterilization  and  is  now  build- 


ing a 7V2  million  dollar  plant  near  Stockton, 
California,  as  a pilot  plant  in  its  food  steriliza- 
tion program. 

MAXIMAL  PERMISSIBLE  IRRADIATION 
DOSE.  Considerable  interest  and  controversy 
in  this  subject  has  been  stirred  up  by  the  recent 
newspaper  publicity  given  to  the  report  of  the 
National  Academy  of  Science  as  to  the  un- 
favorable effects  of  radiation.  This  has  ap- 
parently ignored  the  efforts  of  the  radiological 
profession  along  this  line  for  the  past  50  years. 
Radiologists  are  and  always  have  been  con- 
scious of  the  hazards  of  over-exposure  and  have 
been  constantly  on  guard  to  prevent  it.  While 
the  possibility  of  increased  exposure  to  the 
general  population  from  sources  other  than 
x-ray  may  make  it  necessary  to  give  more 
attention  to  the  exposure  of  the  total  popula- 
tion, this  will  not  seriously  affect  the  exposure 
from  medical  procedures,  and  the  advantages 
of  the  information  obtained  and  the  benefits 
obtained  by  x-ray  treatment  will  far  outweigh 
any  hazards  of  over-exposure  in  this  group  of 
people.  Some  revision  of  maximum  permissible 
exposures  may  need  to  be  made  for  the  protec- 
tion of  the  general  population  which  hereto- 
fore had  no  possible  source  of  over-exposure, 
and  needed  no  restrietions.  More  will  be  heard 
of  this  later. 

RADIOTHERAPY  OF  BRONCHOGENIC 
CARCINOMA.  James  E.  Lofstrom,  M.D.,  of 
Detroit,  Michigan  discussed  treatment  of  bron- 
chogenic carcinoma  by  irradiation,  contrasting 
results  obtained  with  conventional  250  kilovolt 
therapy,  and  super  voltage  or  Cobalt  60  therapy. 
In  spite  of  careful  treatment  planning  and 
dosage  delivery  the  super  voltage  and  Cobalt 
60  therapy  did  not  give  any  appreciable  increase 
in  favorable  results  over  the  conventional  250 
kilovolt  therapy.  Results  in  either  case  were 
very  poor  with  only  nine  patients  out  of  one 
hundred  patients  treated  are  now  living,  with 
palliative  effects  being  obtained  only  in  41 
per  cent  of  the  patients  and  with  the  average 
survival  after  treatment  being  only  five  months. 
The  outlook  in  this  particular  condition  is  in- 
deed grim  at  the  present  moment. 

SMALL  PNEUMOENCEPHALOGRAMS  AS 
A SCREENING  PROCEDURE  IN  CONVUL- 
SIVE DISORDERS.  Lewis  E.  Etter  of  Warren- 
dale,  Pennsylvania  gave  their  experience  with 
examination  of  200  veterans  in  the  21  to  40 
year  age  groups  by  this  method.  Twenty  cc. 
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of  air  was  injected  into  the  spinal  canal  after 
removal  of  20  cc.  of  spinal  fluid,  and  ten 
routine  x-ray  exposures  made.  Radiation  ex- 
posure was  kept  down  by  using  a high  kilo- 
voltage  technic,  120  kilovolts  with  a 'filtration 
of  3 mm.  of  aluminum  and  fast  detail  screens. 
The  procedure  produced  much  less  discomfort 
and  side  effects  than  the  conventional  procedure 
in  which  100  cc.  or  more  of  air  was  injected 
and  detailed  comparison  of  their  diagnostic 
accuracy  by  this  method  revealed  a correlation 
within  a very  small  percentage  of  postive  diag- 
noses and  of  diagnostic  errors.  Dr.  Etter  claims 
it  is  not  a complicated  procedure,  is  relatively 
benign,  and  is  within  the  capabilities  of  any 
radiologist  for  its  performance. 

INTRACRANIAL  CYTOMEGALIC  INCLU- 
SION DISEASE.  This  rather  rare  disease  was 
discussed  by  Charles  R.  Perryman,  M.D.  of 
Pittsburgh,  Penn.  It  is  a virus  disease  probably 
an  encephalomyelitis,  and  is  found  in  very 
young  infants  and  is  believed  to  affect  many 
of  these  during  their  intra-uterine  existence. 
Virus  producing  this  disease  may  be  found  in 
normal  salivary  glands.  It  may  be  confused 
with  conditions  concerned  with  RH  incompati- 
bilities and  is  often  confused  with  toxoplasmosis, 
since  one  of  the  evidences  of  this  disease  is 
calcification  within  ependymal  lining  of  !^he 
ventricular  system  of  the  brain,  and  this  can 
frequently  be  seen  in  routine  radiographs  of 
the  skull.  When  any  intracranial  calcifications 
are  seen  in  the  newborn  infant  or  in  a child 
under  two  years  of  age,  this  disease  should 
be  added  to  the  differential  diagnosis.  By  way 
of  discussion  and  speculation  it  is  suggested 
that  routine  radiographs  of  the  skulls  should 
be  made  of  all  stillborn  babies  in  addition 
to  the  regular  autopsy,  if  permitted.  An  addi- 
tional aid  to  diagnosis  is  the  finding  of  basophilic 
inclusion  bodies  in  the  cells  of  body  tissues 
and  in  large  cells  which  may  be  found  in  the 
centrifuged  sediment  of  urine. 

MENINGIOMAS.  Meningiomas  of  the  tuber- 
culum  sellae  were  discussed  by  Dr.  Philip  J. 
Modes  of  Philadelphia,  Penn.,  and  radiographic 
evidences  of  their  presence  were  demonstrated 
by  lantern  slides.  The  ossification  or  hyper- 
ostosis or  both  may  occur  in  the  region  of  the 
tuberculum  sellae.  Pneumoencephalography  is 
useful  in  revealing  the  tumor  mass  many  times 
and  cerebral  angiography  is  also  of  considerable 
help.  Meningiomas  of  the  posterior  fossa  were 


discussed  by  Theodore  A.  Tristan,  M.D.  of 
Philadelphia,  Penn,  and  x-ray  evidences  of  their 
presence  were  pointed  out.  It  is  important  that 
these  be  recognized  and  diagnosed  early  as 
surgery  may  then  be  curative. 

THE  OBSTRUCTED  URETEROPELVIC 
JUNCTION.  Robert  Linch,  Jr.,  M.D.  of  Louis- 
ville, Ky.,  and  his  associates  studied  a number  of 
cases  which  showed  radiographic  narrowing  in 
the  ureteropelvic  junction  area  or  other  filling 
defects  in  this  area,  and  with  varying  degrees  of 
pyelectasis  above.  By  removing  portions  of  the 
ureteropelvic  junction  surgically  and  sectioning 
these  longitudinally  for  staining  and  microscopic 
study,  he  found  that  these  cases  almost  without 
exception  had  congenital  valve-like  structures  in 
the  area  which  closed  when  subjected  to  hy- 
draulic pressure  from  the  direction  of  the  kidney 
pelvis,  but  which  opened  to  allow  retrograde 
passage  of  fluid  or  the  ureteral  catheter  of  the 
urologist.  These  valves  were  so  delicate  in  their 
structure  that  even  gross  examination  and  cali- 
bration of  this  area  when  the  kidney  pelvis 
was  opened  surgically  was  misleading,  and  the 
valves  could  not  be  detected  by  this  method. 
Their  obstructive  action  could  be  demonstrated 
by  puncturing  the  kidney  pelvis  with  a needle 
and  injecting  saline  into  the  kidney  pelvis 
exerting  a hydraulic  pressure  in  the  downward 
direction  in  the  ureter  which  would  in  many 
cases  close  these  congenital  valves  and  cause 
distention  of  the  renal  pelvis.  Surgical  correc- 
tion of  this  type  of  intermittent  obstruction 
resulted  in  improvement  or  return  to  normal  in 
a number  of  cases  of  pyelectasia. 

INTRAVENOUS  CHOLANGIOGRAPHIC 
DIAGNOSIS  OF  PARTIAL  BILIARY  DUCT 
OBSTRUCTION.  Dr.  Robert  E.  Wise  of 
Boston,  Mass,  presented  a study  of  this  condi- 
tion including  their  experience  with  over  750 
injections  of  Cholegrafin.  They  found  a number 
of  patients  who  have  had  cholecystectomies  or 
who  had  pathological  cholecystectomy  and  who 
still  complained  of  gallbladder  symptoms,  who 
presented  evidence  by  this  diagnostic  procedure 
of  partial  obstruction  of  the  common  duct.  This 
was  produced  either  by  calculi,  polyp,  fibrosis 
of  the  sphincter  of  Oddi  or  neoplasm  in  the 
lower  portion  of  the  common  duct  or  at  the 
sphincter.  The  majority  of  the  cases  were 
caused  by  fibrosis  of  the  sphincter  of  Oddi  and 
were  treated  by  transduodenal  sphincterotomy. 

In  the  diagnosis  of  this  condition  by  the 
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Cholografin  technic  the  time  density  relation- 
ship was  found  to  be  important.  In  unobstructed 
cases,  the  best  visualization  of  the  common 
duct  was  obtained  at  about  forty-five  minutes 
after  injeetion  of  the  Cholografin  and  dropped 
off  rapidly  following  that  time.  In  obstructed 
cases,  however,  the  build-up  of  density  in  the 
common  duct  was  gradual  up  to  about  90 
minutes  after  injection  where  a ma.ximum  den- 
sity was  obtained  and  this  density  instead  of 
falling  off  or  diminishing  thereafter  remained 
at  about  the  same  density  for  sometimes  several 
hours  or  more.  This  time  density  relationship 
should  be  kept  in  mind  in  the  interpretation  of 
intravenous  cholangiograms. 

INTRAVENOUS  PYLEOGRAMS  FOR  IN- 
FANTS AND  CHILDREN.  Dr.  Raymond  R. 
Lanier  of  Denver,  Colorado  discussed  this  sub- 
ject and  emphasized  that  children  were  usually 
living  with  a very  easily  upset  acid-base  balance 
and  nutritional  imbalance,  and  that  often  any 
upset  to  the  gastrointestinal  tract  or  to  the 
water  balance  of  the  body  may  upset  their 
physiology  so  seriously  as  to  have  a fatal  out- 
come. Consequently,  he  recommends  that  no 
catharsis,  enemas,  fasting,  or  dehydration  pro- 
cedures be  used  in  preparing  children  for  in- 
travenous pyelograms.  There  is  practically  no 
contraindication  to  intravenous  pyelograms  in 
children;  not  even  high  N.P.N.’s  and  infections 
are  excepted.  Also  rarely  do  children  ever  ex- 
hibit any  iodide  sensitivities  so  that  the  dangers 
of  injection  of  contrast  medium  are  less  than 
for  adults. 

Tubular  reabsorption  for  concentration  of 
urine  is  very  poor  and  indeed  non-existent  in 
young  children,  and  for  this  reason  large  doses 
of  concentrated  intravenous  dye  need  to  be 
used.  Filming  is  begun  early,  usually  as  early 
as  three  minutes  after  injection  of  the  contrast 
medium.  Since  gas  in  the  intestinal  tract  is  a 
problem,  any  means  of  distending  the  stomach 
with  air  is  used  to  push  down  the  intestinal 
gas  and  to  uncover  the  kidneys.  If  the  child 
does  not  swallow  enough  air  with  ordinary 
feeding,  carbonated  drinks  are  given. 

Reactions  to  the  intravenous  injection  of  the 
dye  are  combatted  first  with  the  insertion  of 
an  airway,  and  this  should  be  in  every  em- 
ergency kit.  Oxygen  then  is  given,  and  if  there 
is  vasomotor  collapse,  Neo-Synephrine  or  similar 
medication.  Intravenous  barbitrates  should  be 
kept  handy  for  convulsive  manifestations  and 


for  genuine  allergic  reactions,  one  of  the  anti- 
histamines as  for  example  Benadryl  should  be 
used  intravenously  if  necessary. 

In  this  examination  the  lower  urinary  tract 
should  not  be  neglected  and  voiding  films  are 
very  often  quite  useful. 

MANAGEMENT  OF  THE  PATIENT  WITH 
ADVANCED  CANCER.  Various  aspects  of  the 
management  of  the  patient  with  advanced 
cancer  were  discussed  by  various  panel  mem- 
bers in  a symposium  of  this  subject.  Considerable 
emphasis  was  given  to  hormone  therapy  with 
as  an  example  in  postmenopausal  women  with 
cancers  of  the  breast  and  bony  metastases,  treat- 
ment with  estrogens  frequently  cause  remission 
of  the  disease  with  recalcification  of  the  me- 
tastases sometimes  for  considerable  periods  of 
time.  Androgens  are  used  perhaps  as  a second 
choice,  and  hypophysectomy  has  been  found 
also  very  effective  in  causing  regression  of  the 
metastases  for  considerable  periods  of  time,  and 
palliating  pain  which  the  patients  have.  In  pre- 
menopausal women  with  metastases  from  cancer 
of  the  breast,  castration  is  recommended  as  the 
first  step  if  this  has  not  already  been  done. 
Surgery  versus  radiation  castration  was  dis- 
cussed with  no  conclusive  evidence  of  clear  cut 
superiority  of  one  over  the  other.  Androgens  or 
cortisone  were  also  found  useful,  and  if  the 
patient  has  responded  well  with  one  remission 
to  castration  it  is  almost  certain  that  hypophy- 
sectomy will  also  be  successful. 

PULMONARY  ALVEOLAR  MICROLITHIA- 
SIS. One  of  the  more  interesting  of  the  scientific 
exhibits  was  an  exhibit  of  films  together  w'th 
case  histories  of  several  cases  of  this  rare  dis- 
ease. This  is  a disease  which  causes  chemical 
changes  in  the  alveoli  with  calcification  of  the 
linings  of  the  alveolar  walls.  These  patients  may 
live  well  into  adulthood,  but  usually  die  of  a 
pulmonary  insufficiency.  In  the  x-ray  films  these 
ealcifications  within  the  alveoli  can  be  seen,  and 
this  disease  must  be  considered  when  wide- 
spread pulmonary  calcifications  of  fine  texture 
are  seen.  This  must  be  considered  in  the  dif- 
ferential diagnosis  from  silicosis,  lipiodol  resi- 
due in  the  alveoli,  ameloidosis,  and  the  many 
oher  things  which  can  cause  similar  shadows. 

RAPID  FILM  PROCESSING.  One  of  the 
most  interesting  of  the  commercial  exhibits  was 
an  exhibit  by  the  Eastman-Kodak  Company 
demonstrating  an  entirely  new  method  of  film 
processing.  The  exposed  films  are  fed  into  a 
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children  are  often  this  eager. 

Because  Rubraton  tastes  so  good,  most  children  actually  look  forward  to  taking 
it.  What  better  way  could  there  be  for  providing  these  essential  nutrients? 


Rubraton  is  Indicated  for  combatting 
many  common  anemias  and  for  cor- 
recting mild  B complex  deficiency 
states.  It  may  also  prove  useful  for 
promoting  growth  and  stimulating 
appetite  in  poorly  nourished  children. 
(Not  intended  for  treatment  of  perni- 
cious anemia.) 

Dosage:  1 or  2 teaspoonfuls  t.i.d. 
Supply:  Bottles  of  8 ounces  and  1 pint. 


1 teaspoonful  (5  cc.)  supplies; 


Elemental  Iron  38  mg. 

(as  ferric  ammonium  citrate  and  colloidal  iron) 

Vitamin  Bn  activity  concentrate 4 meg. 

Thiamine  mononitrate 10 

Riboflavin  1.0  mg. 

Niacinamide  3 mg. 

Pantothenic  acid  (Panthenol)  1.5  mg. 

Pyridoxine  hydrochloride  0-5  mg. 


Alcohol  content:  12  per  cent 


RUBRATON 


SQUIBB 


IRON.  B COMPLEX  AND  B|2  VITAMINS  ELIXIR 


’rubraton'©  13  A SQUIB8  TRAOEMARN 


Squibb  Quality-the  Priceless  Ingredient 
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slot  at  one  end  of  this  developing  machine,  no 
film  hangers  being  necessary.  The  films  are 
carried  through  the  machine  by  being  trans- 
ported between  rollers,  these  rollers  transmitting 
them  through  developing  solution,  stop  bath 
and  fixing  solution;  thereafter  through  wash 
water  and  then  between  drying  rolls  which 
squeeze  all  of  the  surface  solution  and  water 
off  from  the  films  and  subject  them  to  a blast 
of  warm  air  so  that  the  films  come  out  flat  and 
dry  at  the  opposite  end.  The  whole  cycle  takes 
a few  seconds  less  than  six  minutes.  It  is  not 
expected  that  this  apparatus  will  immediately 
replace  all  of  the  conventional  developing  tanks 
in  the  country,  since  the  present  selling  price 
is  somewhere  around  $25,000. 

ARTERIOGRAPHY.  In  a symposium  on  the 
technics,  clinical  aspects,  values,  and  compli- 
cations of  this  procedure,  the  extremely  valu- 
able aid  given  in  the  diagnosis  of  certain  con- 
ditions was  well  demonstrated.  The  complica- 
tions, however,  were  sufficiently  formidable  and 
serious  to  render,  in  this  commentator’s  opinion, 
this  a procedure  to  be  used  with  extreme 
care  and  in  highly  selected  cases.  It  should  be 
used  only  in  cases  where  the  information  cannot 
be  obtained  otherwise,  and  where  the  correct 
diagnosis  obtainable  by  this  method  has  a good 
possibility  of  making  available  to  the  patient, 
definitive  therapy  for  his  benefit.  Fortunately 
these  severe  complications  are  reported  as  rare, 
the  occurrence  being  well  under  one  per  cent. 
These  serious  complications  include  renal  dam- 
age apparently  produced  by  direct  toxic  effect 
of  the  injected  contrast  medium,  central  nervous 
system  injury  particularly  injuries  of  the  spinal 
cord,  resulting  in  partial  or  total  paralysis, 
massive  hematoma  around  the  puncture  site 
with  all  the  attendant  dangers  of  pressure  from 
the  hematoma  or  exsanguination  of  the  patient, 
extra-aortic  extravasation  of  the  contrast  medi- 
um, as  well  as  other. 

COBALT  60  THERAPY.  A symposium  as 
to  the  relative  value  of  Cobalt  60  therapy  and 
conventional  250  kilovolt  therapy  had  as  its 
participants  Drs.  Isadore  Lampe,  of  Ann  Arbor, 
Michigan;  T.  A.  Watson,  Saskatchewan,  Canada; 
Juan  A.  Del  Regato,  of  Colorado  Springs,  Colo- 
rado; James  W.  J.  Carpenter,  of  Chicago,  Il- 
linois; and  Franz  J.  Buschke  of  Seattle,  Wash- 
ington. Although  it  was  pointed  out  that  Cobalt 
therapy  or  supervoltage  therapy  had  the  ad- 


vantage of  less  bone  absorption  allowing  a 
treatment  of  tumors  past  bone  with  deliverance 
of  a better  dosage,  and  also  that  there  is  some 
skin  sparing  action  with  delivering  of  dosage 
deeper  beneath  the  skin,  nevertheless  it  was 
not  without  its  problems,  such  as  for  example 
the  increased  exit  dose  in  this  type  of  therapy 
and  its  disadvantage  when  actual  bone  tumors 
needed  to  be  treated.  It  was  pointed  out  that 
the  sensitivity  of  tissues  to  irradiation  is  im- 
partial to  the  quality  of  the  irradiation  and  a 
dosage  delivered  to  a specific  tissue  by  what- 
ever method  is  just  as  effective,  so  long  as  the 
amount  of  irradiation  absorbed  is  the  same. 
This  is  to  say,  of  course,  that  the  250  kilovolt 
therapy  is  not  outmoded  by  any  means,  and 
apparently  will  not  be  replaced  by  supervoltage 
and  Cobalt  therapy.  In  tumors  of  bone  the 
lower  voltage  is  more  advantageous  since  more 
of  the  irradiation  is  absorbed  within  the  bone. 

CHEMOTHERAPEUTIC  AGENTS  USEFUL 
IN  THE  TREATMENT  OF  MALIGNANT 
DISEASE.  Dr.  Clyde  O.  Brindley  of  Bethesda, 
Maryland  discussed  at  length  the  use  of  various 
chemotherapeutic  agents  including  Amethop- 
terin,  6 Mercaptopurine,  6 Chloropurine,  6 Thio- 
guanine.  Azoserine,  Demecolcin,  Urethane, 
Prednisone,  Cortisone,  Testosterone,  Halotestin, 
Nitrogen  Mustard  and  others.  Experimental 
statistics  were  quoted  at  some  length,  but  there 
are  at  least  two  obvious  conclusions  concerning 
the  use  of  these  drugs.  One,  practically  all  of 
these  drugs  have  toxic  effects  of  varying  de- 
grees, most  of  these  being  quite  severe  and 
discomforting  to  the  patient.  Two,  although 
remissions  in  various  diseases  treated  may  be 
obtanied,  these  remissions  are  usually  of  rela- 
tively short  duration  and  there  is  no  change  in 
the  eventual  outcome  of  the  disease. 


oo^  ^^J^eview 

NEW  DIRECTIONS  IN  PSYCHOANALYSIS  edited  by  Melanie 
Klein,  Paula  Heimann,  and  Roger  Money-Kyrle.  534  pages.  (1955) 
Basic  Books.  $7.50. 

These  21  essays  by  an  international  group 
honor  Melanie  Klein  and  her  pioneer  research 
in  Freudian  theory.  For  the  first  time  they 
present  her  viewpoints  and  research.  The  story 
of  the  origin  and  evolution  of  her  “play  tech- 
nique” alone  makes  it  worth  while.  Analytical 
physicians  will  find  it  both  fascinating  and 
practical. 

Stacey’s  Medical  Books,  San  Francisco 
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CANCER  SEMINAR 

Dr.  JAMES  D.  Barger,  of  Phoenix,  chairman 
of  the  Arizona  Division  Professional  Educational 
Committee,  reported  to  the  board  of  the  Di- 
vision that  this  year’s  Seminar  was  the  most 
successful  in  the  five  years  they  have  held  it 
in  Arizona.  No  doubt  this  was  due  to  the  fact 
that  the  speakers  were  particularly  outstanding 
in  the  Cancer  field,  and  that  the  sessions  were 
well  planned,  and  most  informative  to  those 
present. 

A cocktail  party  sponsored  by  the  Rocky 
Mountain  Pharmacal  Company  was  well  re- 
ceived by  all  M.D.s  present. 

The  total  attendance  of  doctors  and  interns 
was  two  hundred  forty-three  (243)  which  is 
exactly  the  same  number  that  attended  the 
year  before.  Total  registration  this  year  was 
three  hundred  sixty-three  (363).  There  were 
thirty  out  of  state  doctors  attending  this  year. 
Every  county  in  the  state  was  represented 
except  Mohave. 

For  the  first  time  the  event  was  covered 
nationally  by  the  United  Press  and  Associated 
Press  reporters  who  were  in  attendance;  also 
the  Science  editor  of  our  own  National  Society 
and  the  Modern  Medical  magazine  were  person- 
ally represented.  These  news  releases  have  cer- 
tainly brought  national  attention  to  Arizona 
as  some  of  our  speakers,  (particularly  Dr.  John 
Z.  Bowers,  Dr.  Joseph  W.  Gale,  Dr.  Eugene 
P.  Pendergrass,  Dr.  Hans  G.  Schlumberger)  and 
our  office  have  been  swamped  with  mail. 

The  speakers  were:  John  Z.  Bowers,  M.D.; 
David  C.  Dahlin,  M.D.;  Dominic  A.  DeSanto, 
M.D.;  Joseph  W.  Gale,  M.D.;  L.  Henry  Gar- 
land, M.D.;  Alfred  Gellhorn,  M.D.;  J.  Vernon 
Luck,  M.D.;  Joe  Vincent  Meigs,  M.D.;  Eugene 
Pendergrass,  M.D.;  Hans  G.  Schlumberger, 
M.D.;  and  David  A.  Wood,  M.D. 

Moderators  for  this  year’s  event  were:  Willard 
V.  Ergenbright,  M.D.,  Orthopedic  Surgeon; 
Dermot  W.  Melick,  M.D.,  Thoracic  Surgeon; 
Preston  T.  Brown,  M.D.,  Gynecologist;  Lorel 
A.  Stapley,  Jr.,  M.D.,  Pathologist;  Darwin  W. 
Neubauer,  M.D.,  General  Surgeon;  Frederick  J. 
Lesemann,  Jr.,  M.D.,  Surgeon;  W.  Albert 
Brewer,  M.D.,  General  Surgeon;  Arthur  J. 
Present,  M.D.,  Radiologist. 


Dr.  Wood,  President  of  the  American  Cancer  Society,  presents 
the  Division  Charter  to  Dr.  Breginan,  President  of  the  Arizona 
Division.  The  Arizona  Division  is  one  of  the  12  Divisions  to 
receive  an  unqualified  rating,  of  the  60  divisions  of  the  American 
Cancer  Society. 

The  Seminar  Gommittee  for  this  year  was 
co-chairmaned  by  Dr.  Edward  H.  Bregman, 
president  of  the  Arizona  Division,  and  Dr.  James 
D.  Barger;  other  members  of  the  committee 
were  Dr.  W.  R.  Manning,  Dr.  Dermont  W. 
Melick,  Mrs.  Robert  E.  May  and  James  R. 
Bunker.  The  board  voted  to  hold  the  sixth  an- 
nual Seminar  in  Tucson.  Dr.  Bregman  appointed 
Dr.  Darwin  Neubauer  chairman  of  the  execu- 
tive committee,  Arizona  Division  to  chair  this 
event  next  year. 

EDITOR’S  NOTE:  The  Gancer  Serminar  as 
conducted  these  past  five  years  by  Drs.  Bregman 
and  Barger  under  the  auspices  of  the  Arizona 
Division,  American  Gancer  Society,  has  de- 
veloped into  an  excellent  and  educational  pro- 
gram. These  men  are  to  be  commended  upon 
the  excellent  faculty  they  have  assembled  each 
year. 


AMA  COUNCIL  ON  NATIONAL 
DEFENSE  MEETS 

A SPEGIAL  meeting  of  the  Gouncil  on  Na- 
tional Defense  was  held  in  Ghicago  on  January 
27th  to  consider  a proposal  by  the  Federal 
Givil  Defense  Administration  for  a plan  of 
study  and  research  to  establish  a program  for 
the  medical  and  health  care  of  surviving  non- 
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casualties,  including  the  coincidental  problem 
of  public  health  and  environmental  sanitation 
that  will  be  present  in  the  event  of  enemy 
attack  on  this  nation. 

Dr.  M.  M.  Van  Sandt,  Director,  Medical  Care 
Division,  Health  Office,  FCDA,  explained  to  the 
Council  that  prior  planning  assumptions,  based 
upon  less  destructive  weapons  (A-bomb),  focused 
attention  to  the  development  of  plans  for  the 
management  and  care  of  large  scale  casualties. 
However,  with  the  advent  of  increased  weapon 
potentiality  and  the  advanced  methods  of  de- 
livering nuclear  bombs,  it  is  essential  that  con- 
sideration be  directed  to  the  medical  health 
requirements  of  the  surviving  non-casualty  popu- 
lation. The  extent  of  the  problem  is  tremendous 
since  large  numbers  of  displaced  persons  will 
move  into  non-target  areas,  thereby  overtaxing 
depleted  medical  and  health  facilities,  supplies, 
and  professional  personnel.  These  conditions 
could  last  up  to  one  year. 

The  Council  has  submitted  a report  to  the 
AMA  Board  of  Trustees  on  this  subject  which 
will  be  considered  at  its  next  meeting. 


7“  ture 


WORLD  CONGRESS  OF 
GASTROENTEROLOGY 

T HIS  Congress  is  being  sponsored  by  the 
International  Society  of  Gastroenterology  and 
the  host  organization  in  this  country  is  the 
American  Gastroenterological  Association.  The 
meeting  is  to  be  held  in  Washington  D.  C., 
May  25-31,  1958  at  the  Sheraton  Park  Hotel. 
All  physicians  interested  in  gastroenterology  are 
cordially  invited  to  attend.  The  Chairman  is 
Dr.  Harry  L.  Bockus  and  anyone  desiring  in- 
formation regarding  the  program,  housing,  etc. 
may  direct  all  correspondence  to  H.  M.  Bollard, 
as  Secretary  General. 

The  major  subjects  to  be  considered  at  the 
scientific  session  are  as  follows:  Peptic  Ulcer, 
Malabsorption  and  Sprue-like  Syndromes,  Nu- 
trition and  its  effect  on  the  Liver  and  Pancreas, 
Intestinal  Infection  and  Infestation,  Cancer  of 
the  Stomach. 


NOTICE 

MEDICAL  SOCIETY  OF  UNITED  STATES 
AND  MEXICO  met  March  16th  and  17th  at  the 
San  Alberto  Hotel,  Hermosillo,  Mexico.  Com- 
mittee Meetings  at  10:00  A.M.  on  the  16th. 
Exec.  Com.  Meeting  at  2:00  P.M.  on  the  16th. 

Mexican  Chartering  Meeting,  Mazatlan,  Si- 
noloa,  Mexico,  May  9,  10,  11th  at  Bel  Mar  Hotel. 

(Editor’s  Note:  This,  as  so  many  notices  was 
received  too  late  for  adequate  notification  to 
our  members.  Every  effort  will  be  made  to 
publicize  forthcoming  meetings.  But  efforts 
should  be  made  to  submit  the  information  at 
least  60  days  prior  to  the  time  of  the  meeting.) 


CLINICAL  HYPOXIA 

The  123rd  and  124th  monthly,  intensive  course 
in  Clinical  Hypoxia  is  coming  up  May  3-4  and 
June  7-8. 

These  courses  are  being  presented  monthly 
in  New  York  City  as  well  as  in  southern,  mid- 
western  and  western  cities  by  the  National 
Resuscitation  Society,  Inc.,  2 E.  63rd  St.,  N.  Y. 
21,  N.  Y. 
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PROGRESS  IN  NEUROLOGY  AND  PSYCHIATRY,  Vol.  II 
edited  by  E.  A.  Spiegel,  M.D.  606  pages.  (1956)  Gnine  & 
Stratton.  $10. 

This  truly  useful  refresher  provides  the  latest 
information  in  neurology,  neurosurgery,  psy- 
chiatry, and  basic  sciences,  condensed  with  dis- 
crimination for  practical  use.  You  cannot  read 
all  the  journals;  this  book  is  equivalent  to  a good 
selected  digest,  and  at  a much  lower  price. 

Stacey’s  Medical  Books,  San  Francisco 


THEIR  MOTHERS’  DAUGHTERS  by  Edward  A.  Strecker, 
M.D.,  and  Vincent  T.  Lathbury,  M.D.  256  pages.  (1956)  Lippin- 
cott.  $3.75. 

The  world  famous  creator  of  the  term  “mom- 
ism”  as  applied  to  boys  now  teams  up  to  show 
how  to  cut  the  “unsevered  umbilical  cord”  for 
girls,  and  what  happens  if  you  fail.  Fathers,  of 
course,  are  considered.  This  text*  like  Their 
Mother’s  Sons,  will  be  a cussed  and  discussed 
best-seller  that  you  should  read  if  you  practice 
any  type  of  medicine,  if  you  are  a parent,  if  you 
deal  with  parents,  if  you  do  or  don’t  deal  with 
mothers  or  daughters! 

Stacey’s  Medical  Books,  San  Francisco 


THE  HAPPY  LIFE  OF  A DOCTOR  by  Roger  I.  Lee,  M.D. 
278  pages.  (1956)  Little,  Brown.  $4. 

Witty,  modest,  and  warmly  personal,  this  book 
is  an  affectionate  yet  unvarnished  glance  at  the 
medical  life  as  one  man  has  known  and  loved 
it  through  a wide  span  of  years.  Now  past 
seventy  and  rounding  out  his  fiftieth  year  of 
medical  practice,  Roger  I.  Lee  had  and  has  a 
career  rich  in  accomplishment  and  in  friendship. 
He  has  been  president  of  the  American  Medical 
Association  and  of  the  American  College  of 
Physicians,  Professor  of  Hygiene  at  Harvard, 
member  of  the  Harvard  Corporation,  and 
founder  of  the  Harvard  School  of  Public  Health. 
A confessed  optimist’  he  brings  to  the  business 
of  living  a gusto  and  energy  not  often  equaled. 

Stacey’s  Medical  Books,  San  Francisco 
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The  Case  History  in  this  discussion  is  selected 
from  the  Case  Records  of  the  Massachusetts  Gen- 
eral Hospital,  and  reprinted  from  the  New  England 
Journal  of  Medicine.  The  discussant  under  Differ- 
ential Diagnosis  is  a member  of  the  staff  of  the 
Massachusetts  General  Hospital.  The  other  dis- 
cussants are  members  of  the  Phoenix  Glinical  Club. 


MASSACHUSETTS  GENERAL 
HOSPITAL 

PRESENTATION  OF  CASE  41302 

A FIFTY-NINE-YEAR-OLD  woman  entered 
the  hospital  because  of  massive  bleeding  by 
rectum. 

Six  weeks  before  entry  the  patient  began  to 
pass  bulky,  black  stools.  For  a month  pre- 
viously she  had  been  taking  a polyvitamin 
preparation  including  iron  (1  pill  per  day).  With 
the  onset  of  the  tarry  stools  she  became  slightly 
constipated  and  began  to  experience  dyspnea 
and  profuse  sweating  on  exertion.  Four  days 
before  admission  she  consulted  a physician,  who 
noted  her  pallor  and  found  her  hemoglobin  to 
be  low.  On  the  morning  of  admission  she  noted 
marked  borborygmus  over  the  entire  abdomen. 
Two  hours  later  she  passed  several  copious, 
wine-red,  liquid  stools. 

There  was  no  history  of  abdominal  discom- 
fort, nausea,  vomiting,  diarrhea,  food  intolerance 
or  jaundice.  The  patient  stated  that  she  tended 
to  bruise  easily  but  had  had  not  significant 
bleeding  in  the  past.  Intake  of  alcoholic  bever- 
ages was  denied.  She  had  had  a tubal  insuf- 
flation because  of  sterility  in  the  past. 

Physical  examination  revealed  a pale,  well 
developed  and  well  nourished  woman  who 
appeared  very  tense.  Examination  of  the  heart 
and  lungs  was  negative.  The  abdomen  was 
slightly  distended  and  showed  questionable  full- 
ness in  the  right  lower  quadrant.  There  was 
no  masses  or  tenderness.  Peristalsis  was  moder- 
ately increased.  A finger  specimen  of  stool  was 
bloody  and  liquid. 

The  temperature  was  99°  F.,  the  pulse  100, 
and  the  respirations  16.  The  blood  pressure 
was  130  systolic,  70  diastolic. 

Urinalysis  was  negative.  Examination  of  the 


blood  revealed  a hemoglobin  of  8.2  gm.  per 
100  cc.  and  a white-cell  count  of  6500,  with  88 
per  cent  neutrophils.  The  red  cells  showed  slight 
to  moderate  variation  in  size,  slight  polychrom- 
atophilia  and  slight  to  moderate  achromia; 
occasional  cells  showed  stippling.  The  platelets 
appeared  normal.  The  prothrombin  time  was 
12  seconds  (normal,  13  seconds).  The  sodium 
was  138  milliequiv.  and  the  carbon  dioxide  29 
milliequiv.  per  liter;  the  nonprotein  nitrogen 
was  42  mg.,  the  total  protein  5 gm.,  and  the 
bilirubin  0.2  mg.  per  100  cc.  Cephalin  floc- 
culation was  + in  twenty-four  and  forty-eight 
hours.  A gastric  aspiration  yielded  white, 
mucoid  material,  which  contained  no  free  acid 
and  gave  a negative  guaiac  test.  Sigmoidoscopy 
showed  negative  bowel  for  a distance  of  18  cm. 
Above  this  level  the  lumen  was  filled  with 
port-wine  colored,  liquid  stools. 

The  patient  was  repeatedly  transfused.  On 
the  second  hospital  day  a gastro-intestinal  series 
revealed  no  abnormality  in  the  esophagus, 
stomach  or  duodenum.  A segment  of  ileum,  3 
cm.  in  length  and  60  to  90  cm.  from  the  ileocecal 
valve,  showed  a fairly  constant  filing  defect. 
This  could  not  be  dislodged  despite  repeated 
maneuvering.  A barium-enema  examination 
showed  a small  area  of  diverticulosis  near  the 
junction  of  the  descending  and  sigmoid  colon. 
Just  distal  to  this  was  a rounded  area  overlyhig 
the  sigmoid  which  was  interpreted  as  being 
a possible  diverticulum  or  polyp.  Another  small 
bowel  series  on  the  sixth  hospital  day  failed  to 
reveal  a filling  defect  in  the  ileum.  Stool  speci- 
mens continued  to  give  4 plus  guaiac  reactions 
although  the  stools  were  now  described  as  brown 
and  putty  like.  On  the  ninth  hospital  day  the 
hemoglobin  was  13.2  gm.  per  100  cc.,  and  an 
operation  was  performed. 

DR.  J.  M.  GREER 

The  important  or  the  positive  things  or  the 
“high  spots”  in  the  proctol  are:— 

1.  Intestinal  bleeding  (age  and  sex  probably 
has  little  to  do  with  the  case). 

2.  Anemia,  which  is  probably  secondary  to 
the  loss  of  blood. 

3.  Dyspnoea,  which  is  no  doubt  due  to  the 
anemia. 
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PAST  HISTORY 

This  is  essentially  negative. 

PHYSICAL  EXAMINATION 

Pale  from  bleeding,  slightly  distended  ab- 
domen. Rectal  finger  examination  reveals  liquid 
blood  specimen.  Sigmoidoscopic  examination 
negative  except  for  liquid  from  above. 

LABORATORY  WORK  — Low  Hemoglobin 
8.2  gm  — 54%:  White  cell  count  low,  high 
relative  neutrophils  88%.  Some  changes  in  the 
red  cells.  Prothrombin  12  seconds  (normal  13) 
Sodium  138  (normal  133-136)  CO2  29  Mill- 
equiv.  (normal  26-32).  NPN  42  mg.  (normal  24- 
35)  Total  protein  5 gm.  (6-7)  Bilirubin  0.2 
(normal  0.1  to  0.25).  Cephalin  flocculation  was 
normal.  Gastric  aspiration,  no  blood,  no  free 
Hydrochloric  acid.  The  Gastro-intestinal  series 
was  negative  except  for  a filling  defect  60 
to  90  cm.  (2-3  ft.)  from  the  ileo-cecal  valve 
and  this  defect  was  not  found  upon  the  second 
examination.  There  was  also  an  area  of  di- 
verticulosis  at  the  upper  sigmoid  and  a shadow 
that  could  be  a diverticulum  or  polyp. 

If  we  can  determine  where  the  intestinal 
bleeding  came  from  we  will  no  doubt  have 
our  diagnosis. 

I think  from  our  history,  physical  examina- 
tion and  laboratory  work  that  we  can  rule  out 
the  upper  gastro-intestinal  tract  and  this  leaves 
for  our  consideration  the  lower  ileum  and  the 
colon. 

It  does  not  seem  to  me  possible  for  so  much 
bleeding  to  come  from  an  area  of  sigmoid 
diverticulosis  or  even  a polyp.  However,  I 
suppose  it  could  be  possible.  However,  I shall 
rule  these  areas  out  as  a source  of  the  bleeding. 

One  of  the  first  things  that  attracts  our  at- 
tention to  the  area  that  could  be  a cause  of 
the  bleeding,  in  addition  to  the  distended 
abdomen,  is  the  defect  in  the  lower  ileum  two 
or  three  feet  from  the  ileo-cecal  valve.  Gould 
this  defect  have  been  caused  from  an  adherent 
blood  clot  at  the  mouth  or  area  of  a Meckel’s 
Diverticulum?  This  defect  was  not  present  in 
the  second  examination  six  days  later.  I think 
that  it  is  highly  probable  that  an  adherent 
blood  clot  could  have  caused  the  defect  in  the 
barium  study. 

Let  us  discuss  for  a minute.  Meckel’s  Di- 
verticulum. 

Phil  Thorek  says  it  is  helpful  to  discuss  this 
condition  as  the  Disease  of  Two’s  (2’s).  It  is 


found  in  2%  of  all  individuals;  it  favors  males 
two  to  one  (this  patient  was  a female)  it  is  2 
feet  from  the  ileo-cecal  valve;  it  is  usually 
about  2 inches  long  and  is  confused  with  two 
surgical  conditions,  namely  appendicitis  and 
peptic  ulcer:  it  may  contain  two  types  of  ectopic 
tissue,  namely  gastric  and  pancreatic  tissue  and 
is  associated  with  two  complications:  hemorr- 
hage and  perforation. 

It  would  seem  that  clinically  as  well  as  from 
the  laboratory  work  done  in  this  case  that 
we  can  rule  out  appendicitis  and  peptic  ulcer. 

Therefore,  I shall  present  a diagnosis  of 
intestinal  hemorrhage  from  Meckel’s  Diverti- 
culum and  the  operation  that  was  performed 
was  no  doubt  a laparotomy  with  general  ex- 
ploration and  the  removal  of  the  diverticulum. 

DIFFERENTIAL  DIAGNOSIS 

Dr.  Gharles  G.  Mixter:  This  case  is  a problem 
of  massive  gastrointestinal  bleeding  of  unknown 
origin.  The  bleeding  apparently  was  chronic 
for  about  a month  and  then  suddenly  increased 
in  amount.  I think  we  might  see  the  x-ray  films. 

Dr.  Joseph  Hanelin:  The  first  examination 
was  of  the  upper  gastrointestinal  tract  and 
small  bowel.  There  is  reasonable  assurance 
from  that  examination  that  there  was  no  lesion 
in  the  esophagus,  stomach  and  duodenum.  A 
fingerlike  defect  is  present  in  the  ileum  approxi- 
mately 90  cm.  from  the  ileocecal  valve,  which 
is  about  3 by  1 cm.  in  size.  It  was  also  seen 
at  fluoroscopy  and  some  spot  films  were  ob- 
tained of  it.  A day  or  two  later  a barium- 
enema  examination  showed  several  diverticula 
of  the  sigmoid;  no  polyp  was  seen.  In  an  at- 
tempt to  redemonstrate  the  small-bowel  lesion, 
because  such  lesons  are  liable  to  misinterpre- 
tation, we  repeated  the  small-bowell  study.  At 
that  time  no  lesion  was  apparent.  However, 
when  the  films  of  the  second  examination  were 
reviewed,  it  seemed  likely  that  the  small-bowel 
loops  in  the  area  of  suspected  trouble  had 
not  been  filled.  We  contemplated  doing  still 
another  small-bowel  examination,  but  operation 
was  decided  upon  before  further  x-ray  studies 
could  be  made. 

Dr.  Mixter:  I should  like  to  know  exactly 
what  this  statement  about  the  barium-enema 
examination  means:  “Just  distal  to  this  was  a 
rounded  area  overlying  the  sigmoid,  which  was 
interpreted  as  being  possibly  a diverticulum  or 
polyp.” 
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Dr.  Hanelin:  Not  infrequently,  in  the  double- 
contrast examination  and  sometimes  in  the  post- 
evacuation colon  study,  the  circular  form  of  a 
diverticulum  will  be  seen  that  may  simulate 
the  appearance  of  a polyp. 

Dr.  Mixter:  Would  you  say  that  this  area 
noted  in  the  small  bowel  was  consistent  with 
the  x-ray  picture  of  an  intussusception? 

Dr.  Hanelin:  An  intussusception  may  look 
like  that,  and  if  this  is  an  intussusception,  there 
is  no  indication  of  the  nature  of  the  underlying 
lesion,  which  might  be  a polyp  or  any  number 
of  other  possibilities. 

Dr.  Mixter:  I should  first  like  to  make  a 
few  general  statements  about  the  history  and 
the  available  data.  It  seems  to  me  that  I can 
explain  the  dyspnea  and  profuse  sweating  on 
the  basis  of  anemia.  The  borborygmus  over  the 
entire  abdomen  is  consistent  with  the  sudden 
influx  of  a great  deal  of  irritating  blood  into 
the  bowel.  The  port-wine-colored,  liquid  stools 
suggest  that  the  bleeding  was  probably  from 
higher  than  the  distal  large  bowel.  Certainly, 
bleeding  from  the  distal  half  of  the  large  bowel 
should  be  bright  red  in  practically  all  cases. 
Of  particular  interest  is  the  fact  that  there 
was  no  history  of  abdominal  discomfort,  nausea, 
vomiting  or  diarrhea.  In  view  of  the  fact,  there- 
fore, that  this  appears  to  have  been  an  intus- 
suception  it  must  have  been  an  intermittent  one. 

The  patient  “had  had  a tubal  insufflation 
because  of  sterility.”  I imagine  that  this  is  “red 
herring,”  but  I tried  to  connect  it  with  the 
remainder  of  the  picture.  About  the  only  con- 
dition that  could  explain  the  sterility  and  bleed- 
ing is  endometriosis  with  an  implant  in  the 
small  or  large  bowel.  This  patient  was  fifty-nine 
years  of  age  and  probably  had  had  the  meno- 
pause. Therefore,  though  she  could  have  had 
obstruction  from  endometriosis  in  this  area,  it 
is  practically  impossible  that  she  had  bleeding 
from  it. 

The  physical  examination  was  negative  ex- 
cept for  some  confirmatory  evidence  of  anemia 
and  blood  in  the  bowel.  The  slight  fullness  in 
the  right  lower  quadrant  suggests  slight  obstruc- 
tion. The  shift  in  the  neutrophils  noted  in  the 
smear  can  be  explained,  I believe,  on  the  basis 
of  the  bleeding  into  the  gastro-intestinal  tract. 
The  remainder  of  the  laboratory  data  were 
negative  except  for  evidence  of  chronic  blood 
loss.  Though  she  had  achlorhydria,  the  re- 
mainder of  the  picture  was  not  that  of  per- 


nicious anemia.  It  can  occur  in  many  other 
conditions.  Primary  achlorhydria  does  occur, 
but  it  is  rare.  Again  the  sigmoidoscopy  ruled 
out  disease  in  the  last  18  cm.  of  the  distal 
large  bowel. 

With  those  features  and  the  findings  in  the 
x-ray  examination  in  mind  I believe  that  I 
can  rule  out  certain  conditions  that  cause  mas- 
sive gastrointestinal  bleeding.  Certainly,  lesions 
in  the  proximal  and  distal  gastrointestinal  tract 
such  as  varices,  atrophic  or  hypertrophic  gas- 
tritis, esophageal  hernias,  peptic  hypertrophic 
gastritis,  esophageal  hernias,  peptic  ulcers  and 
neoplasms  in  the  esophagus,  stomach  and  duo- 
denum and  infections  and  neoplasms  of  the 
colon,  at  least  the  distal  colon,  can  be  ruled 
out.  Also,  there  was  no  information  on  which 
to  base  a diagnosis  of  any  of  the  various  types 
of  hemorrhagic  disease,  which  can  give  rise  to 
gastrointestinal  bleeding.  These  are  usually 
based  on  defects  in  the  elements  of  the  blood. 
Finally,  there  were  no  data  suggesting  that 
one  of  the  intestinal-tract  parasites  was  to 
blame.  I have  thus  narrowed  the  problem  down 
to  the  lesions  that  occur  in  the  small  bowel  and 
proximal  larger  bowel.  I believe  I can  reduce 
the  possibilities  further.  In  view  of  the  lack  of 
evidence  of  infection  I can  rule  out  regional 
enteritis,  typhoid  ulcers,  tuberculosis,  ulcera- 
tive colitis  and  hemorrhagic  or  bacillary  dysen- 
tery, all  of  which  may  give  rise  to  massive 
bleeding.  Also,  in  the  absence  of  pain  and  of 
marked  symptoms  of  intestinal  obstruction,  it 
seems  unlikely  that  an  intussusception  that  was 
persistent  caused  this  particular  picture.  Mesen- 
teric thrombosis  is  probably  unlikely,  although 
mesenteric  venous  thrombosis  can  be  insidious, 
prolonged  and  quite  silent  in  onset. 

This  leaves  me  with  a rather  heterogeneous 
group  of  conditions  that  may  conceivably  have 
caused  the  bleeding.  Neoplasms  of  the  small 
bowel  and  perhaps  of  the  large  bowel  fre- 
(luently  bleed,  the  benign  ones  being  more 
likely  to  cause  massive  bleeding  than  the  ma- 
lignant ones.  The  benign  lesions  are  most  com- 
monly found  in  the  terminal  ileum  but  can 
certainly  occur  in  the  area  that  this  x-ray  film 
seems  to  indicate  as  the  source  of  the  trouble. 
Moreover,  they  are  frecjuently  leading  points 
for  intussusceptions,  which  may  reduce  them- 
selves and  recur.  The  differentiation  of  the 
various  types  preoperatively  is  virtually  im- 
possible; sometimes,  from  the  x-ray  examina- 
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tion,  the  radiologist  can  distinguish  the  benign 
from  the  malignant  ones. 

The  rupture  of  a blood  vessel,  as  a result  of 
either  hypertension  or  arteriosclerosis,  and 
aneurysms  have  been  reported  as  causing  mas- 
sive gastrointestinal  bleeding.  An  intramural 
cirsoid  aneurysm  or  the  extramural  aneurysms 
of  hepatic,  splenic,  or  mesenteric  arteries  can 
rupture  into  the  gut.  Trauma  either  externally 
or  internally  from  a foreign  body  should  be 
mentioned.  Diverticula  with  or  without  evidence 
of  diverticulitis  occasionally  bleed  profuselv,  I 
recall  seeing  a patient  who  had  repeated  epi- 
sodes of  massive  gastrointestinal  bleeding  for 
which  no  cause  could  be  found.  At  the  time 
of  exploration  a small  diverticulum  of  the 
ascending  colon,  which  contained  a fecalith.  a 
large  eroded  blood  vessel  and  a blood  clot, 
was  found.  That  patient  has  had  no  bleeding 
since  that  diverticulum  was  removed  six  years 
ago.  A number  of  physicians  have  pointed  out 
that  it  is  not  commonly  recognized  that  di- 
verticulitis can  result  in  massive  bleeding. 

Another  lesion  to  be  considered  is  Meckel’s 
diverticulum  or  other  forms  of  reduplication 
of  the  bowel.  Meckel’s  diverticulum  is  found 
in  the  location  of  the  suspicious  area  in  the 
small  bowel  noted  in  the  x-ray  examination,  but 
the  symptoms  more  commonly  occur  in  the 
younger  than  in  the  older  age  group.  In  some 
series  as  many  as  60  per  cent  of  them  have 
been  reported  to  cause  hemorrhage  through 
peptic  ulceration,  from  aberrant  gastric  mucosa 
or  as  a result  of  impaired  blood  supply  due  to 
infarcted  or  intussuscepted  bowel.  It  is  possible 
that,  if  this  was  an  intussusception,  the  Meckel 
diverticulum  was  leading  it.  The  hemorrhage 
may  be  asymptomatic,  although  it  is  usually 
accompanied  by  pain.  The  Meckel  diverticulum 
can  produce  rather  puzzling  x-ray  defects,  which 
change  from  time  to  time. 

Perhaps  I should  have  paid  more  attention 
to  the  abnormalities  in  the  sigmoid,  but  they 
are  not  so  evident  in  the  films  as  they  were 
described  in  the  protoeol.  Possibly,  the  slight 
evidence  for  an  infectious  process  should  have 
been  emphasized  more;  I am  sure  that  there 
are  many  conditions  that  can  cause  massive 
bleeding  that  I have  not  mentioned.  Harvey 
Stone,  in  an  excellent  paper  on  massive  melena 
of  obscure  origin,  classified  these  cases  as  those 
in  which  a lesion  is  found  that  may  possibly 
account  for  the  melena  and  those  in  which 


no  cause  is  ever  found  even  sometimes  at 
autopsy.  Inasmuch  as  this  is  a clinicopathological 
conference  I suspect  that  this  case  falls  into 
the  first  category,  and  inasmuch  as  I have  to 
make  a choice,  I shall  say  that  the  patient 
probably  had  a Meckel  diverticulum. 

Dr.  Benjamin  Castleman:  Dr.  Ali,  would  you 
like  to  comment? 

Dr.  Munawar  Ali  (from  Pakistan):  The  only 
thing  that  I have  in  mind  is  an  intussusception 
due  to  Meckel’s  diverticulum,  which  sometimes 
can  give  rise  to  episodes  of  bleeding. 

Dr.  Castleman:  Dr.  Chapman,  you  followed 
this  patient?  Would  you  like  to  say  a word? 

Dr.  Earle  M.  Chapman:  Dr.  Hanelin  dis- 
cussed with  me  a third  examination,  but  the 
anxiety  of  the  patient  and  her  insistence  on 
going  home  were  such  a feature  in  this  disease 
that  we  believed  action  had  to  be  forthcoming 
immediately.  Dr.  Bartlett  and  I pressed  her  to 
have  the  operation,  and  we  were  indeed  pleased 
at  the  outcome  of  it. 

Dr.  Warren  Point:  I have  never  personally 
seen  or  heard  of  tarry,  black  stools  with  a 
lesion  below  the  ileocecal  valve.  It  seemed  to 
me  that  the  definite  history  of  black,  tarry 
stools  almost  unequivocally  placed  the  lesion 
above  the  ileocecal  valve.  Since,  during  the 
intubation,  no  blood  was  found  in  the  stomach 
juices,  we  believed  that  the  lesion  was  below 
the  pylorus,  and  therefore,  that  it  was  a small- 
bowel  lesion  of  some  kind. 

CLINICAL  DIAGNOSIS 
Polyp  of  the  small  bowel. 

DR.  CHARLES  G.  MINTER,  JR.’S  DIAGNOSIS 
Meckel’s  diverticulum. 

ANATOMICAL  DIAGNOSIS 
Everted  Meckel  diverticulum,  with  mucosal 
ulceration. 

PATHOLOGICAL  DISCUSSION 
Dr.  Marshall  K.  Bartelett:  I should  like  to 
emphasize  two  points.  I think  it  was  very  astute 
of  those  who  were  taking  care  of  this  women 
early  in  her  hospitalization  to  obtain  a gastric 
aspiration.  Of  course,  if  the  bleeding  had 
stopped,  it  might  have  been  misleading,  but 
usually  it  is  helpful  to  have  an  aspiration  done 
as  soon  as  possible  after  entry.  Also,  prompt 
sigmoidoscopy  gave  another  bit  of  information 
that  was  useful. 
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It  seemed  to  iis  that,  with  the  encouragement 
that  Dr.  Hanelin  had  given  us  and  the  fact 
that  on  two  or  three  occasions  the  patient  had 
had  substantial  gastrointestinal  hemorrhages,  it 
was  safer  to  explore  her  than  to  treat  her  ex- 
pectantly as  she  would  have  preferred.  Our 
preoperative  diagnosis  was  polyp  of  the  small 
bowel,  which  we  thought  the  lesion  that  Dr. 
Hanelin  had  shown  us  was. 

We  begin  our  exploration  at  the  ileocecal 
valve  and  worked  upward  for  45  to  60  cm., 
where  we  came  upon  an  intussusception  of 
about  7 cm.  in  length.  The  leading  point  of 
the  intussusception  was  a tubular  structure  about 
the  size  and  shape  of  my  little  finger  within 
the  lumen  of  the  bowel.  The  intussusception 
was  easily  reduced,  and  the  bowel  over  the 
base  of  this  intraluminal  structure  was  opened. 
The  lesion  was  readily  recognized  as  a Meckel 
diverticulum,  which  was  completely  turned 
inside  out.  The  mucosa  at  its  tip  was  ulcerated.' 
It  was  very  simple  to  deal  with  technically  and 
was  excised. 

Dr.  Mixter:  One  more  point:  Stone,  in  his 
paper,  emphasized  that  massive  bleeding  from 
the  gastrointestinal  tract  of  obscure  origin 
had  better  be  treated  conservatively  unless  there 
is  a definite  indication  for  operation  such  as  a 
demonstrable  source  for  the  bleeding  or  to  save 
the  patient’s  life.  We  have  all  seen  these  patients 
subjected  to  an  exploratory  laparotomy  in  which 
every  inch  of  the  bowel  and  the  entire  ab- 
dominal contents  are  examined  thoroughly  and 
yet  nothing  is  found. 

Dr.  Castleman:  The  Meckel  diverticulum  was 
inverted  into  the  lumen  of  the  bowel  and  in- 
tussuscepted  so  that  the  musoea  was  on  the 
outside.  The  tip  seemed  like  a little  tumor,  and 
it  was  ulcerated.  At  first  glance  I thought  that 
this  might  be  a lipoma  that  was  the  leading 
point  for  an  intussusception,  but  this  was  be- 
cause the  serosal  fat  was  on  the  inside.  We 
looked  carefully  for  gastric  epithelium,  although 
we  did  not  expect  to  find  any  because  the 
ulceration  was  not  of  the  peptic  type. 

Dr.  Chapman:  May  I make  a comment 
on  Meckel’s  diverticulum?  I had  occasion  to 
read  Meckel’s  book,  published  in  1806.  Meckel 
was  the  third  member  of  a German  family  of 
considerable  renown.  His  father  and  grandfather 
had  been  physicians,  surgeons  and  anatomists. 
Meckel,  the  third,  described  this  anomaly  to 


which  his  name  was  attached,  but  if  one 
reads  carefully  one  finds  that  Meckel  did  not 
observe  this  diverticulum  originally.  Another 
man  with  an  unpronounceable  name  that  I have 
forgotten  had  described  it;  Meckel  thought  it 
was  a “good  thing”  and  publicized  it.  This 
often  happens  in  medicine,  I am  told.  Perhaps 
we  do  not  think  of  Meckel’s  diverticulum  often 
enough;  2 per  cent  of  autopsies  show  a Meckel 
diverticulum.  I had  not  been  aware  of  this 
extraordinary  frequency  of  Meckel’s  diverti- 
culum in  the  whole  population. 


URINE  SUGAR  ANALYSIS  FOR 
DIABETICS 

T 

1 HE  film  Urine  Sugar  Analysis  for  Diabetics”, 
developed  in  cooperation  with  the  medical  pro- 
fession, is  available  at  no  charge  to  the  Medical 
and  Allied  Professions  through  Ames  Company, 
Inc. 

The  film  was  made  as  a visual  aid  to  be  used 
in  the  education  of  diabetic  patients  and  shows 
the  relationship  between  carbohydrates  and  in- 
sulin. It  also  explains  in  lay  language  the  mean- 
ing of  various  diabetic  conditions.  It  has  been 
produced  on  16  mm.  film  in  color  and  sound 
track  with  a running  time  of  approximately  10 
minutes.  Appropriate  “hand-out”  literature  ac- 
companies the  film. 

Showings  at  Diabetic  Clinics,  Diabetic  Lay 
Societies  and  other  diabetic  groups  must  be  re- 
quested by  the  Medical  or  Allied  Professions  to 
Ames  Company,  Inc.,  Elkhart,  Indiana  or  an 
Ames  representative. 


ooK  Preview 

CLINICAL  UNIPOLAR  ELECTROCARDIOGRAPHY  by  Ber- 
nard S.  Lipman,  M.D.,  and  Edward  Massie,  M.D.  3rd  ed.  397 
pages.  Illustrated.  (1956)  Year  Book.  $7.50. 

This  popular,  concise  reference  book  has  al- 
ready reached  a third  edition.  Simplicity  and 
practicality  are  again  keynotes.  The  procedures 
described  are  used  by  the  authors  in  their  teach- 
ing at  Washington  University  and  Emory  Uni- 
versity School  of  Medicine.  New  chapters  of 
vector  tracings  have  been  added.  An  entire  sec- 
tion has  been  added  on  congenital  and  acquired 
heart  lesions,  with  occasional  pre  and  postoper- 
ative tracings.  This  we  recommend  without  res- 
ervations. 

Stacey’s  Medical  Books,  San  Francisco 
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BRAND  OF  FERROUS  GLUCONATE 


FOR  ALL  SIMPLE  IRON  DEFICIENCY  ANEMIAS 

SUPPLIED:  Fergon  tablets  of  5 grains,  botti 


LABORATORIES 
NEW  YORK  IS.  N.  Y 


SUPPLIED:  Fergon  tablets  of  5 grains,  bottles  of  100  and  500. 
Fergon  tablets  of  2'/i  grains,  bottles  of  100. 
Fergon  elixir  6%  (5  grains  per  teaspoonfol), 
bottles  of  16  fl.  oz. 


in  dysmenorrhea 


Pavatrine^with  Pheno^cirbilal 


125  mg. 


■ MW  eipg. 

• relaxes  the  hypertdnic  uterus  thus  relieving  pain 

• furnishes  gentle  sedation 

Dosage:  one  tablet  three  times  a day  beginning  three  to  five  days  before  onset 

1 


15% 


This  Area  Represents  Percentage  of  Income 
Used  for  Operation  of  the  Plan 
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1 

HE  85th  Congress  convened  on  January  3, 
1957  for  a two-year  stay  in  Washington  with 
Health  again  being  a major  issue. 

Up  to  this  time,  there  has  been  nothing  for 
us  to  take  action  on,  however,  the  following  billsi 
have  been  introduced,  which  the  AMA  is  vitally 
interested  in  and  we  will  undoubtedly  be  called 
upon  in  the  near  future  to  put  pressure  on  our 
Legislators  and  Congressmen  regarding  these 
bills. 

Another  version  of  the  Wagner-Murray- 
Dingell  bill,  which  was  successfully  defeated  in 
1943,  is  again  before  Congress.  Because  some 
sections  have  since  been  enacted  into  law 
piecemeal,  the  1957  version  is  minus  these 
features:  education  of  health  personnel,  medical 
research,  Hill-Burton  expansion,  aid  to  rural 
and  shortage  areas,  more  state  grants  for  health 
work,  and  grants  for  maternal  and  child  health. 
The  bill  provides  a contributory  system  of 
health  insurance  covering  the  working  popula- 
tion similar  to  Social  Security.  Covered  workers 
and  their  families  would  be  eligible  for  pre- 
ventive and  diagnostic  exams,  lab  and  x-ray 
services,  hospitalization  up  to  60  days,  dental 
services,  more  expensive  drugs,  special  appli- 
ances and  eye-glasses.  A separate  bill  to  be 
introduced  later  would  charge  workers  V/2% 
of  earnings  or  up  to  $90  a year  with  em- 
ployers contributing  a like  amount. 

Senator  Langer  (B  — N.  D.)  has  introduced 
a bill  eliminating  the  starting  age  for  disability 
payments  under  Social  Security  (now  age  50).  It 
would  also  eliminate  a provision  of  the  present 
law  that  reduces  Old  Age  and  Survivors  In- 
surance payments  to  the  extent  the  beneficiary 
also  is  receiving  money  under  other  Govern- 
ment programs,  such  as  VA  or  workmen’s  com- 
pensation. If  you  will  remember  this  age  reduc- 
tion for  disability  payments  was  predicted  last 
year  when  H.  R.  7225  was  being  so  vigorously 
fought. 

The  Jenkins-Keogh  bills  would  permit  the 
self-employed,  including  physicians,  to  annually 


deduct  from  adjusted  gross  income,  as  much 
as  10%  of  net  earnings  or  $5,000  whichever  is 
the  lesser,  when  paid  into  retirement  plans.  The 
AMA  is  in  favor  of  this  bill. 

Senator  Bricker  (R  — Ohio)  is  renewing  his 
efforts  to  protect  domestic  law  against  possible 
encroachment  by  treaties.  He  has  presented  a 
new  version  of  a constitutional  amendment,  an 
earlier  version  of  which  was  defeated  in  the 
Senate  by  a one-vote  margin  in  1954.  The  AMA 
supports  the  Bricker  Amendment  in  principle. 
The  new  version  reads: 

SECTION  1.  Provision  of  a treaty  or  other 
international  agreement  not  made  in  pursuance 
of  this  Constitution  shall  have  no  force  or 
effect.  This  section  shall  not  apply  to  treaties 
made  prior  to  the  effective  date  of  this  Con- 
stitution. 

SECTION  2.  A treaty  or  other  international 
agreement  shall  have  legislative  effect  within 
the  United  States  as  a law  thereof  only  through 
legislation,  except  to  the  extent  that  the  Senate 
shall  provide  affirmatively,  in  its  resolution 
advising  and  consenting  to  a treaty,  that  the 
treaty  shall  have  legislative  effect. 

SECTION  3.  An  international  agreement  other 
than  a treaty  shall  have  legislative  effect  within 
the  United  States  as  a law  thereof  only  through 
legislation  valid  in  the  absence  of  such  an 
international  agreement. 

SECTION  4.  On  the  question  of  advising  and 
consenting  to  a treaty,  the  vote  shall  be  de- 
termined by  Yeas  and  Nays,  and  the  names  of 
the  Senators  voting  for  and  against  shall  be 
entered  on  the  Journal  of  the  Senate. 

The  foregoing  is  just  a brief  resume  of  a 
few  of  the  more  pertinent  bills  which  have 
been  introduced  in  this  session  of  Congress  and 
that  we  feel  the  Woman’s  Auxiliary  should  be 
familiar  with.  If  the  AMA  requests  us  to 
take  any  action  on  any  of  the  bills  now  in 
Congress,  you  will  be  notified. 

Mrs.  Paul  S.  Causey,  Chairman 
Legislation  Committee 
Woman’s  Auxiliary  to  the  Arizona 
Medical  Society 
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The  Southwest's  Foremost 
MEDICAL-DENTAL  CENTER 


A modern,  streamlined  structure  ...  in  the 
heart  of  the  downtown  shopping  district  . . . 
attracts  patients  from  every  point  of  the  com- 
pass . . . immediately  accessible  to  banks, 
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one  of  the  best  known  landmarks  in  the  Valley 
of  the  Sun! 
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Free  one-hour  validated  parking  at  VNB  Car-Park, 
First  St.  and  E.  Van  Buren,  for  patients. 
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About  50  percent  of  all  patients 
experience  this  annoying  side-effect. 
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FEWER  RESISTANT  STAPHYLOCi 


As  clinical  reports  on  resistance  of  common  pathogens  to  antimiero- 
bial  therapy  gain  inereasing  prominence/'^  need  for  broad-speetrum 
antibiotic  therapy  to  which  resistance  is  less  likely  to  develop 
becomes  even  more  apparent.  Particularly  troublesome  are  the 
staphylococci,  which  often  fail  to  respond  not  only  to  commonly  used 
antibiotie  therapy  but  also  to  agents  more  recently  introduced.®'^® 

CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  has  maintained 
most  of  its  original  effectiveness  against  strains  of  staphylococci  and 
against  other  sensitive  pathogens.^''*  '^'^^  “The  fact  that  so  few  strains 
were  found  to  be  resistant  to  chloramphenicol  [CHLOROMYCETIN] 
made  it  possible  for  the  clinicians  to  turn  to  this  antibiotic  when 
such  a large  proportion  of  strains  was  observed  to  be  highly  resistant 
to  the  other  commonly  used  antibiotics.”^ 

CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because  certain 
blood  dyscrasias  have  been  associated  with  its  administration,  it  should 
not  be  used  indiscriminately  or  for  minor  infections.  Furthermore,  as  with 
certain  other  drugs,  adequate  blood  studies  should  be  made  when  the 
patient  requires  prolonged  or  intermittent  therapy. 
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T.  Brown,  M.D.  (Phoenix);  Joseph  M.  Greer,  M.D.  (Phoenix); 
Robert  E.  Hastings,  M.D.  (Tucson);  W.  R.  Manning,  M.D. 
(Tucson). 

NURSING  SERVICES,  JOINT  COMMITTEE  ON  IMPROVE- 
MENT OF;  Francis  J.  Bean,  M.D.,  Chairman  (Tucson); 
Lucille  M.  Dagres,  M.D.  (Phoenix);  Bertram  L.  Snyder, 
M.D.  (Phoenix). 

OSTEOPATHY  COMMITTEE:  Reed  D.  Shupe,  M.D.,  Chairman 
(Phoenix);  Sebastian  R.  Caniglia,  M.D.  (Phoenix);  David  E. 
Engle,  M.D.  (Tucson);  Jesse  D.  Hamer,  M.D.  (Phoenix). 
PROCUREMENT  & ASSIGNMENT  COMMITTEE:  Joseph  M. 
Greer,  M.D.,  Chairman  (Phoenix);  Arnold  H.  Dysterheft, 
M.D.  (McNary);  Francis  M.  Findlay,  M.D.  (Kingman); 
Hilary  D.  Ketcherside,  M.D.  (Phoenixl;  Jesse  B.  Littlefield, 
M.D.  (Tucson);  Robert  M.  Matts,  M.D.  (Yuma);  Joseph  P. 
McNally,  M.D.  (Prescott);  Donald  E.  Nelson,  M.D.  (Safford); 
William  G.  Shultz,  M.D.  (Tucson). 

PROFESSIONAL  LIAISON  COMMITTEE:  William  B.  Steen, 
M.D.,  Chairman  (Tucson);  Angus  J.  DePinto,  M.D.  (Phoe- 
nix); Harold  W.  Kohl,  M.D.  (Tucson). 

SAFE'T’Y  COMMITTEE:  Macdonald  Wood,  M.D.,  Chairman 

(Mesa);  Paul  B.  Jarrett,  M.D.  (Phoenix);  Henry  P.  Lim- 
bncher,  M.D.  (Tucsonl. 

SCHOOL  HEALTH,  COORDINATING  COMMITTEE  ON;  Eliza- 
beth H.  Laidlaw,  M.D.,  Chairman  (Tucson);  Trevor  G. 
Browne,  M.D.  (Phoenix);  Marcus  W.  Westervelt,  M.D. 
(Tempe). 

VETERANS  MEDICAL  AFFAIRS  LIASION  COMMITTEE:  Hil- 
ary D.  Ketcherside,  M.D.,  Chairman  (Phoenix');  John  L. 
Cogland,  M.D.  (Phoenix);  John  A.  Eisenbeiss.  M.D.  (Phoe- 
nix); Robert  E.  Hastings,  M.D.  (Tucson);  Walter  T.  Hile- 
man,  M.D.  (Tucson);  Frederick  J.  Lesemann,  M.D.  (Tucson); 
C.  Selby  Mills,  M.D.  (Phoenix);  John  F.  Stanley,  M.D. 
('’uma). 

WOMAN’S  AUXILIARY,  ADVISORY  COMMITTEE  ON  THE: 
Os'-ar  W.  Thoeny.  M.D.,  Chairman  (Phoenix);  Melvin  W. 
Phillips,  M.D.  (Prescott);  Donald  A.  Poison,  M.D.  (Phoenix); 
Charles  S.  Powell,  M.D.  (Yuma). 
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Vl^ospL  ate  K^nseciicide  sowing 


By  Drs.  Lee  Ehrlich*,  Paul  B.  Jarrett,  B.  J.  M.  Zeluff 
Phoenix,  Arizona 


I N ABIZONA  the  increasing  employment  of 
the  organic  phosphoric  esters  insecticides  in 
agriculture,  with  the  potential  hazard  of  ac- 
cidental poisoning,  poses  a serious  problem. 
Intoxication  with  these  preparations  has  been 
limited  almost  exclusively  to  personnel  in  direct 
contact  with  the  material,  e.g.  mixers  and  spray- 
ers in  the  field.  (3)  (4)  However,  airplane  dis- 
asters involving  pilots  engaged  in  spraying  crops 
have  also  been  reported,  (6)  and  occasionally 
children  have  absorbed  these  substances  by 
inhalation,  ingestion,  or  from  skin  contact.(5) 
It  is  deemed  worthwhile,  therefore,  to  review 
the  symptomatology,  physical  signs,  and  therapy 
of  phosphate  insecticide  poisoning,  and  to  re- 
port a recent  fatality. 

A commonly  employed,  and  one  of  the  more 
poisonous  organic  phosphorus  insecticides  is 
parathion  (P-nitrophenyl  diethyl  thiophosphate) 
which  is  relatively  non-volatile,  insoluble  in 
water, (I)  and  is  oxidized  in  vivo  to  its  active 
anticholinesterase  analogue,  paraoxon.  The  pres- 
ence of  this  latter  property  is  responsible  for 
the  delay  between  absorption  and  the  onset  of 
symptomatology  as  indicated  below.(7) 

Absorption  in  lethal  doses  may  occur  through 
any  portal  — skin,  ingestion,  or  inhalation  as 
in  aerosol  preparation.  The  pathogenesis  of 
organic  phosphorus  insecticide  poisoning  de- 

^Temporary  Address:  Cardiac  Laboratory,  Massachusetts  Gen- 
eral Hospital,  Boston,  Massachusetts. 


pends  on  their  selective  inhibition  of  cholin- 
esterase,(8)  the  hydrolyzing  enzyme  responsible 
for  maintaining  proper  concentrations  of  acetyl- 
choline to  mediate  nerve  impulses  in  the  auto- 
nomic ganglia,  central  nervous  system  and  at 
the  parasympathetic  and  neuromuscular  end 
organs.  It  is  important  to  note  that  exposure 
doses  are  cumulative,  and  that  frequent  small 
doses  are  additive.(2) 

The  onset  is  frequently  characterized  by 
nausea,  headache,  and  giddiness,  followed  by 
increased  severity  one  to  two  hours  later  and 
as  manifested  by  adbominal  cramping,  vomit- 
ing, and  diarrhea.  This  is  associated  with  spon- 
taneous muscular  fasciculations  followed  by  dis- 
orientation, ataxia,  dysarthria,  involuntary  flail- 
ing movements  of  the  extremities,  and  con- 
vulsions. Profuse  diaphoresis  is  noted  along  with 
tachypnea  and  stertorous  respirations  as  secre- 
tions from  the  serous  and  mucous  glands  of  the 
respiratory  tract  accumulate.  These  symptoms 
are  followed  by  cyanosis,  coma,  and  apnea  re- 
sulting from  paralysis  of  the  respiratory  center 
and  of  the  thoracic  and  diaphragmatic  muscula- 
ture. Death  ultimately  results  from  anoxia,  lead- 
ing to  circulatory  collapse.  Overt  atrio-ventricu- 
lar  block  has  been  described  in  the  experimental 
animal  but  never  in  the  human. (1) 

CASE  REPORT:  I.  M.,  a 16-year  white  male 
liad  first  assumed  work  employing  a parathion 
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solution  for  aerial  spray  application,  two  days 
prior  to  hospital  admission.  On  the  day  before 
admission,  an  undetermined  amount  of  95% 
parathion  concentrate  was  accidentally  spilled 
onto  his  trousers.  He  was  immediately  immersed 
'll  a nearby  pond  without  removing  his  clothes 
and  subsequently  continued  to  work.  The  next 
afternoon  while  wearing  the  same  trousers,  he 
complained  of  weakness,  giddiness  and  excessive 
perspiration  and  was  immediately  taken  to  the 
emergency  room  of  a Phoenix  hospital.  The  ex- 
tent of  any  subsequent  exposure  to  parathion 
is  not  known. 

Initial  examination  disclosed  a state  of 
lethargy,  confusion,  marked  diaphoresis,  con- 
stricted pupils,  excessive  salivation,  and  spon- 
taneous generalized  fibrillation  of  the  skeletal 
muscles.  The  blood  pressure  was  190  systolic, 
lOO  diastolic;  the  pulse  rate  was  120.  Within  an 
hour,  a total  of  6 mg.  of  atropine  sulphate  was 
administered  intravenously  in  divided  doses, 
along  with  supportive  intravenous  therapy  and 
oxygen.  The  skin  was  thoroughly  cleansed. 

His  condition  initially  improved  and  then, 
despite  therapy,  suddenly  deteriorated  with  the 
development  of  continuous  convulsions,  hyper- 
thermia (107°),  apnea,  deep  cyanosis,  profuse 
diarrhea  and  coma.  Endotracheal  intubation  was 
immediately  performed  and  intermittent  positive 
pressure  oxygen  therapy  instituted.  The  body 
temperature  was  promptly  reduced  to  102°  F. 
with  ice  packs.  In  spite  of  continuation  of 
atropine  in  doses  of  2 mg.  to  3 mg.  at  frequent 
intervals,  the  convulsions  continued  and  the 
pupils  remained  constricted.  However,  with  6 
mg.  D-curare  intravenously  every  20-30  minutes 
as  required,  the  convulsions  were  well-controlled. 
A tracheostomy  was  performed  to  insure  a 
patient  airway,  and  the  patient  was  transferred 
to  a Drinker  respirator.  A total  of  40.92  mg.  of 
atropine  was  administered  during  the  ensuing 
15  hours.  He  exhibited  temporary  resumption 
of  spontaneous  respiration  but  did  not  regain 
consciousness.  Pulmonary  edema  developed  fol- 
lowed by  hypotension  which  responded  to  digi- 
talization and  nor-epinephrine.  His  course  pro- 
gressively deteriorated  however,  and  he  expired 
without  ever  regaining  consciousness  eight  days 
after  admission. 

Erthrocytic  cholinesterase  activity  on  the  third 
day  revealed  41%  activity  with  a plasma  level  of 


40%.  Autopsy  examination  was  not  remarkable 
except  for  anticipated  alterations  as  a result  of 
hypoxia. 

THERAPY 

1.  Adequate,  immediate  and  constant  atropini- 
zation  is  the  keynote  of  therapy,  keeping  in  mind 
that  these  patients  possess  an  increased  tolerance 
to  atropine.  In  a series  of  41  patients  with  23 
recoveries,  all  of  whom  had  absorbed  lethal 
doses  as  reported  by  Freeman  and  Epstein,(9) 
survivors  had  received  atropine  initially  in  an 
average  time  of  one  hour,  twenty  minutes  after 
onset,  whereas  the  average  interval  was  three 
hours  in  the  fatal  cases.  In  addition,  the  sur- 
vivors had  received  approximately  four  times 
the  dosage  of  atropine  (average  in  excess  of 
3 mg. ) during  the  first  five  hours.  Consequently, 
atropine  2 mg.  intravenously  should  be  ad- 
ministered immediately  if  cyanosis  is  not  present, 
and  repeated  at  five-minute  intervals  until 
atropinization  is  accomplished  as  manifested 
by  dry  warm  skin  and  tachycardia.  The  effects 
of  intravenous  atropine  are  noted  in  one-to-four 
minutes  with  maximum  effect  at  eight  minutes. 
As  much  as  40  mg.  in  twenty-four  hours  has 
been  previously  reported  without  clinical  evi- 
dence of  atropinization.  The  state  of  atropiniza- 
tion should  be  maintained  for  twenty-four  hours 
in  mild  cases,  and  preferably  for  forty-eight 
hours  in  severe  cases. 

2.  Morphine  sulphate  and  aminophyllin  are 
definitely  contraindicated,  and  should  never  be 
administered. 

3.  Respiratory  resuscitation:  Irreversible 

changes  in  the  central  nervous  system  or  death 
may  occur  from  failure  to  prevent  hypoxia  and 
accumulation  of  carbon  dioxide.  Of  primary 
importance  to  adequate  respiration  is  the  estab- 
lishment and  maintenance  of  a patent  airway. 
If  the  individual  has  insufficient  respiration, 
despite  an  unobstructed  airway,  then  breathing 
must  be  assisted  or  controlled  to  insure  normal 
ventilation.  Manual  methods  of  artificial  respira- 
tion may  be  necessary  until  more  refined  tech- 
niques are  available.  The  method  of  Holger- 
Nielsen  is  probably  the  most  universally  ac- 
ceptable.(lO)  Breathing  may  be  assisted  for  short 
periods  with  a face  mask  and  anesthesic  bag. 
The  standard  method  for  treating  patients  with 
prolonged,  severe  respiratory  insufficiency  is 
with  the  tank  or  Drinker-type  respirator.  How- 
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ever,  if  this  method  is  employed,  it  is  imperative 
to  prevent  obstruction  to  the  airvv^ay.  Even 
partial  obstruction,  which  may  occur  with  ac- 
cumulated secretions,  may  lead  to  pulmonary 
edema.  There  should  be  no  hesitancy  to  perform 
a tracheostomy  if  the  situation  warrants. 

Respiration  must  be  supported  as  long  as  it 
is  inadequate.  It  is  universally  agreed  that 
oxygen  is  the  agent  to  use  in  performing  arti- 
ficial respiration.  Most  workers  also  agree  that 
carbon  dioxide  has  no  therapeutic  value  in 
resuscitation  generally.(ll) 

4.  If  indicated,  decontaminate  the  skin  with 
soap  and  water,  or  gavage  the  stomach  with 
sodium  bicarbonate  or  other  mild  alkali. 

5.  Intravenous  fluids  as  indicated  particu- 
larly in  presence  of  diaphoresis,  diarrhea  and 
vomiting  should  be  administered,  exercising  care 
to  avoid  pulmonary  edema.  Suggestions  to  com- 
pletely restrict  fluids,  thus  producing  dehydra- 
tion and  viscid  bronchial  secretions,  are  not 
physiologic  in  our  opinion  and  are  unwarranted. 
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X aLorator^  3^ia^nosis  oj-  Lospliate-^^ster 

K^nsecticiJe  ^^^oisoningf 


By  Maurice  Rosenthal,  M.D. 
Phoenix,  Arizona 


LABORATORY  DIAGNOSIS 

V 

^3  INGE  THE  clinical  course  of  severe  poison- 
ing is  rapid,  it  is  essential  that  the  diagnosis 
of  phosphate-ester  poisoning  be  made  at  the 
earliest  possible  moment,  if  treatment  is  to  be 
effective.  There  is  little  difference  between  the 
clinical  picture  resulting  from  the  several  com- 
pounds of  phosphate-ester  poisoning  and  the 
treatment  is  the  same. 

Autopsy  examination  of  many  species  of  ani- 
mals exposed  to  lethal,  toxic  and/or  non-sympto- 
matic  doses  either  once  or  repeatedly  over  pro- 
longed periods  by  any  route  of  exposure  has  nev- 
er shown  any  tissue  damage  typical  to  the  phos- 
phate-ester compound.  In  humans  there  have 
been  no  significant  gross  or  histologic  changes 
found  in  the  tissues  except  cerebral  and  pul- 
monary edema.  However,  secondary  changes 
due  to  anoxia,  such  as  petechial  hemorrhages 
of  the  brain,  pleural  surfaces  of  the  lungs,  and 
epicardial  surface  of  the  heart  may  be  en- 
countered in  delayed  death.  A complicating 
bronchopneumonia  may  also  occur.  Eurthermore, 
the  only  significant  laboratory  finding  is  cho- 
linesterase inhibition.  In  phosphate-ester  insecti- 
cides, such  as  parathion,  malathion,  and  thimet 
poisoning,  the  cholinesterase  level  of  the  blood 
and  serum  has  been  shown  to  be  greatly  re- 
duced. At  post  mortem  examination,  the  same 
may  be  demonstrated  for  the  cholinesterase  level 
of  the  brain  or  other  tissues  provided  fresh 
unfixed  tissues  are  employed. 

The  mean  cho'linesterase  values  of  normal  per- 
sons living  without  exposure  to  organic  phos- 
phorous insecticides  have  been  found  by  various 
workers  to  be:  red  blood  cell  0.67  to  0.86  pH 
units/hour;  and  plasma  0.70  to  0.97  pH 
units/  hour.  Using  the  normals  originally  pub- 
lished by  Michel  of  pH  0.703  for  plasma  and 

Diagnostic  Laborator>%  1130  E.  McDowell  Road,  Phoenix, 
Arizona. 


0.753  for  red  cells,  normal  ranges  for  unex- 
posed individuals  are  60  to  250%  in  plasma 
and  80  to  120%  in  red  cells.  However  it  is 
noteworthy  that  the  normal  levels  for  any  given 
individual  remain  quite  constant  from  day  to 
day  and  month  to  month.  There  is  a great 
deal  of  variation  between  individuals  in  nonnal 
levels  of  activity  in  both  plasma  and  red  cells, 
and  this  variation  is  particularly  great  in  plasma. 

Most  laboratories  report  cholinesterase  activity 
as  a percentage  of  normal.  Such  a report  is 
readily  understood  and  less  confusing  than  a 
report  which  expresses  the  result  in  terms  of 
the  units  of  measurement,  since  the  latter  differ 
with  the  various  methods.  This  practice  has 
the  further  advantage  of  permitting  comparison 
of  results  from  different  laboratories.  However, 
each  report  should  clearly  state  the  method  of 
determination  and,  in  the  case  of  the  electro- 
metric method,  the  normal  values  for  the  par- 
ticular laboratory. 

Measurement  of  esterase  activity  may  be  per- 
formed by  any  one  of  a variety  of  methods. 
Most  methods  in  common  use  today  are  based 
upon  the  principle  of  measuring,  directly  or 
indirectly,  the  amount  of  acetic  acid  liberated 
by  a known  quantity  of  blood  or  tissue  from 
a system  to  which  excess  of  acetylcholine  has 
been  added.  The  various  methods  fall  into  three 
general  groups,  namely  titrimetric,  manometric 
and  colorimetric.  The  titrimetric  methods  may 
employ  either  an  indicator  or  a potentiometer 
to  measure  the  decrease  in  pH  of  a system 
caused  by  the  acetic  acid  liberated  from  ace- 
tylcholine. The  Michel  electrometric  technique 
is  the  prototype  of  this  type  of  test.  The  mano- 
metric procedure  measures  the  GOo  liberated 
from  a buffer  system  containing  bicarbonate  by 
the  acetic  acid  formed  by  the  hydrolysis  of 
acetylcholine  by  the  action  of  the  enzyme.  The 
colorimetric  method  depends  upon  measurement 
of  residual  acetylcholine  by  determining  colori- 
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metrically  the  amount  of  hydroxamic  acid 
formed  from  the  interaction  of  acetylcholine 
and  hydroxylamine.  The  colorimetric  test  is 
possibly  somewhat  less  accurate  than  the  electro- 
metric and  manometric  methods.  Most  investi- 
gators use  either  the  manometric  or  the  Michel 
electrometric  technique  and  for  routine  use  the 
latter  has  been  found  to  be  more  praetical  on 
the  basis  of  simplicity  and  brevity  consistent 
with  a satisfactory  degree  of  accuracy. 

Further,  it  is  quite  important  that  plasma  and 
red  cell  activity  be  determined  separately.  Red 
cell  cholinesterase  is  specific  for  acetylcholine 
and  hence  reflects  with  fair  accuracy  the  state 
of  the  nervous  system  enzyme.  On  the  other 
hand,  the  plasma  enzyme  is  nonspecific  and  has 
no  functional  relationship  to  the  nervous  system 
enzyme  and  therefore  does  not  necessarily  re- 
flect the  aetivity  of  the  nervous  system  enzyme. 
Furthermore,  the  plasma  enzyme  is  inhibited 
by  a wide  range  of  chemical  substances,  as  well 
as  in  certain  morbid  states  such  as  hepatic  in- 
sufficiency, and  which  has  no  effect  on  the  red 
cell  or  neural  enzyme,  so  that  it  is  quite  pos- 
sible, in  the  absence  of  phosphate-ester  exposure, 
to  encounter  a low  plasma  and  normal  red  cell 
level.  In  such  a case,  if  the  whole  blood  has 
been  tested,  the  combined  values  from  plasma 
and  red  cells  would  in  this  instanee  be  ab- 
normally low,  thereby  erroneously  pointing  to 
parathion  poisoning.  On  the  other  hand,  it  is 
useful  to  test  the  plasma  enzyme,  for  it  is 
more  sensitive  to  parathion  than  the  red  cell 
enzyme  and,  therefore,  will  fall  earlier  ( and 
also  return  to  normal  earlier). 

The  great  advantage  of  a pre-exposure 
measurement  of  cholinesterase  activity  is  of 
utmost  importance  and  quite  obvious.  If  the 
patient  has  had  previous  tests  performed  so 
that  his  normal  or  baseline  level  of  activity  is 
known,  then  any  significant  deviation  from  this 
level  in  both  plasma  and  red  cells  may  be 
regarded  as  a positive  test.  If  the  case  is  one 
of  acute  poisoning,  there  will  usually  be  no 
doubt,  for  symptoms  rarely  appear  until  both 
plasma  and  red  cell  levels  fall  below  50%.  Diffi- 
culties in  interpretation  arise  when  an  individual 
has  had  one  or  more  minimal  exposures  and 
his  own  normal  level  is  not  known. 

When  the  pre-exposure  level  is  unknown,  a 
presumptive  diagnosis  may  be  made  if  both 


plasma  and  red  cell  levels  are  below  an  arbi- 
trary level  of  75%  or  if  serial  measurements 
taken  at  intervals  of  a few  days  during  con- 
tinuing possible  exposure  reveal  declining  ac- 
tivities. 

PREVENTION  OR  PROPHYLACTIC 

Phosphate-ester  insecticide  (such  as  parathion 
or  malathion)  poisoning  can  be  prevented  if 
the  recommendations  for  safe  handling  that 
are  published  by  manufacturers,  formulators 
and  governmental  agencies  are  followed  strictly. 
Furthermore,  one  of  the  most  important  aspects 
of  the  prevention  of  accidents  is  the  routine, 
periodic  determination  of  cholinesterase  levels 
in  plasma  and  red  cells.  If  workers  who  are 
handling  parathion,  or  functionally  related  sub- 
stances, show  declining  levels  of  activity,  they 
should  be  removed  from  further  contact  until 
these  levels  are  returned  to  normal. 

INSTRUCTIONS  FOR  COLLECTING, 
PREPARING  AND  SHIPPING  BLOOD 
SAMPLES  FOR  CHOLINESTERASE 
DETERMINATIONS 

5 cc  of  blood  is  collected  by  venipuncture. 
Heparin  (one  drop)  is  the  anticoagulant  of 
choice.  Sodium  citrate  may  be  used  if  heparin 
is  unavailable.  In  either  case  the  minimal  amount 
that  will  prevent  coagulation  should  be  used. 
The  cells  and  plasma  should  be  separated  if 
possible,  and  shipped  in  separate  tubes.  How- 
ever, whole  heparinized  blood  may  be  sent  to 
the  laboratory.  Hemolysis  is  to  be  avoided. 

The  samples  must  be  refrigerated  during 
shipment.  Two  methods  of  accomplishing  this 
are  suggested: 

( 1 ) The  samples,  in  small  tubes  ( preferably 
plastic)  are  securely  stoppered,  are  placed  in 
a small  plastic  bag.  The  air  is  expressed  from 
the  bag,  and  the  bag  closed  with  a rubber  band 
and  placed  in  a thermos  bottle  with  several 
ice  cubes.  This  may  then  be  packed  in  a 
carton  for  shipment. 

(2)  A “refreezant”  of  the  type  sold  by  sport- 
ing good  stores  for  keeping  picnic  lunches  and 
drinks  cold  may  be  used.  (These  require  freez- 
ing in  the  deep  freezer  or  ice  cube  compartment 
for  24  hours  prior  to  use.)  In  this  case,  the 
tubes  should  be  isolated  from  the  refreezant  by 
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a layer  of  cotton  in  packing  for  shipment.  Dry 
ice  must  never  be  used. 

The  fastest  means  of  transportation  should  be 
employed. 

SUMMARY 

( 1 ) Cholinesterase  inhibition  is  the  only  sig- 
nificant laboratory  finding.  No  important  nor 
characteristic  morphologic  changes  are  found  in 
the  parenchymatous  organs  of  the  body  except 
pulmonary  and  cerebral  edema  or  secondary 
changes  due  to  anoxia.  Depression  of  cholin- 
esterase activity  of  both  plasma  and  erythrocytes 
precedes  the  onset  of  signs  and  symptoms  and 
is  invariably  associated  with  this  condition. 

(2)  Unequivocal  inhibition  of  red  cell  cholin- 
esterase must  be  demonstrated  to  justify  a de- 


finitive diagnosis,  and  a diagnosis  that  is  made 
in  the  absence  of  depressed  cholinesterase  levels 
is  open  to  grave  doubt. 

(3)  The  value  of  pre-exposure  cholinesterase 
levels  of  workers  handling  phosphate-ester  in- 
secticides for  the  prevention  of  poisoning  can- 
not be  overestimated. 
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By  Harry  E.  Thompson,  M.D.,  F.A.C.P.,  and  Harold  J.  Rowe,  M.D. 

Tucson,  Arizona 


A LTHOUGH  excellent  reviews  of  the  recent 
progress  in  the  treatment  of  collagen  disorders 
have  appeared(l)  (2),  it  is  thought  that  a brief 
summary  is  indicated  since  an  increasing  num- 
ber of  cases  of  collagen  disease  has  been  ap- 
pearing in  the  Southwestern  United  States. 

The  disorders  included  in  the  classification 
of  collagen  disease  are  Systemic  Lupus  Erythe- 
matosus, Polyarteritis  (Periarteritis  Nodosa), 
Scleroderma,  and  Dermatomyositis.  All  of  these 
exhibit  pathologic  changes  in  the  intracellular 
substance,  or  collagen,  and  also  in  the  fibro- 
blasts, elastic  fibers,  and  reticulum.  Microscopic 
changes  may  be  those  of  inflammation,  pro- 
liferation, or  degeneration. 

The  most  frequently  seen  of  the  group  is 
Systemic  Lupus  Erthyematosus.  The  cause  of 
this  disorder  is  unknown.  While  no  definite 
cure  has  yet  been  discovered,  the  acute  exacer- 
bations which  occur  may  often  be  suppressed 
and  long  remissions  produced  by  judicious 
therapy.  We  have  observed  a case  of  sixteen 
years  duration  and  cases  of  five  and  ten  years 
duration  are  under  observation  at  present. 

Good  nutrition,  avoidance  of  undue  exposure 
to  sunlight  in  those  cases  with  sensitive  skin 
(most  of  our  cases  in  this  area  show  no  ill 
effects  from  the  predominately  sunny  climate), 
protecting  the  patient  from  exposure  to  bacterial 
and  viral  infections  if  they  are  present  in  the 
immediate  environment,  transfusions  if  the  pa- 
tient becomes  anemic  (under  12.0  grams  hemo- 
globin, or  4,000,000  erthyocytes ) , and  adreno- 
cortical steroids  or  anterior  pituitary  corticotropic 
hormone  (hereafter  referred  to  as  AGTH) 
therapy  all  help  to  suppress  the  acute  stage  and 
may  induce  a remission. 


In  the  acute  stage.  Prednisone  or  Prednisolone 
in  the  doses  of  20-40  mgms.  in  divided  doses 
over  a period  of  twenty-four  hours  may  be 
necessary,  or  AGTH  intravenously  in  doses  of 
10-30  units  in  5%  glucose  in  water  given  slowly 
over  a period  of  four  hours  may  be  used  to 
effect  a rapid  suppression.  Long  acting  AGTH 
in  doses  of  40-80  units  in  twenty-four  hours  may 
be  used,  but  its  action  is  slower  than  when  given 
by  the  intravenous  route.  In  the  chronic  cases, 
smaller  doses  of  Prednisone  or  Prednisolone  such 
as  5-10  mgms.  given  in  divided  doses  in  twenty- 
four  hours,  or  long  acting  AGTH  20-40  units 
daily,  or  two  to  three  times  weekly,  may  be 
adequate.  It  has  been  our  experience  that  many 
patients  can  do  well  without  these  steroids 
when  in  a remission,  and  they  may  be  resumed 
if  and  when  an  exacerbation  occurs.  Antibiotics 
for  bacterial  or  viral  infections  in  these  patients 
should  be  used  with  caution  since  many  patients 
are  hypersensitive  to  drugs.  Sulfadiazine  or  any 
of  the  sulfonamide  mixtures  should  probably 
not  be  used  for  this  reason.  If  an  infection  should 
occur,  a more  rapid  recovery  is  obtained  if 
the  antibiotics  and  adrenocortical  steroids  are 
used  concomitantly.  Antimalarial  drugs  such  as 
Ghloriquine  and  Mepacrine  have  been  used  in 
Systemic  Lupus  Erythematosus  by  several  in- 
vestigators. Antihistamine  drugs  have  been  tried 
but  the  results  have  been  discouraging. 

Polyarteritis  (Periarteritis  Nodosa)  is  another 
member  of  this  group  for  which  no  cure  is 
known.  If  any  sensitizing  antigen  such  as  drugs, 
particularly  sufonamides,  bacterial  infection,  or 
other  antigenic  substance  is  suspected,  it  should 
be  eliminated.  Good  general  care  and  nutrition 
are  essential.  Antihistaminic  drugs  seem  to  be 
helpful  in  some  cases.  Transfusions  may  be 
necessary  to  correct  anemia  if  present.  Adreno- 
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cortical  steroids  and  ACTH  may  be  used  as 
discussed  in  Systemic  Lupus  Erythematosus  and 
may  be  very  beneficial,  but  unfortunately,  the 
results  are  usually  temporary.  Sympathectomy 
for  the  hypertension  that  may  accompany  this 
disorder  is  helpful  in  selected  cases. 

Systemic  Scleroderma,  the  next  member  of 
the  group,  may  present  itself  as  an  acute  ful- 
minating process  with  fever,  malaise,  arthralgia 
and  vasomotor  changes  resembling  Raynaud’s 
Disease.  Fibrotic  changes  may  rapidly  affect  the 
lungs,  kidneys,  gastrointestinal  tract,  or  cardio- 
vascular system.  Immediate  suppression  of  these 
changes  should  be  attempted  with  the  larger 
doses  of  adrenocortical  steroids,  or  ACTH  in- 
travenously in  an  effort  to  induce  a remission, 
but  very  often  this  is  unsuceessful.  Most  cases 
of  scleroderma  progress  in  a slow,  chronic 
fashion  with  exacerbations  and  remissions  mak- 
ing the  results  of  drug  therapy  difficult  to 
evaluate.  Adequate  supportive  therapy  is  es- 
sential and  the  smaller  doses  of  adrenocortical 
steroids  or  ACTH  may  be  tried  as  in  Systemic 
Lupus  Erythematosus.  Physiotherapy  and  ex- 
ercise should  be  used  to  prevent  deformities, 
and  maintain  muscle  function.  Definitive  treat- 
ment may  be  necessary  for  involvement  of  in- 
dividual body  systems  such  as  in  congestive 
heart  failure,  pulmonary  fibrosis,  or  esophageal 
atrophy  that  may  occur. 

The  least  frequent  of  the  group  is  Derma- 
tomyositis.  The  exact  etiology  is  unknown,  and 
treatment  is  symptomatic.  Some  cases  seem  to 
be  associated  with  neoplasm  and  the  dermato- 
myositic  symptoms  may  subside  with  the  re- 
moval of  the  malignant  lesion.  Treatment  con- 
sists of  good  nutrition,  physical  therapy  to  pre- 
vent muscle  and  joint  deformities,  and  adreno- 
cortical or  ACTH  therapy  in  an  attempt  to 
suppress  the  severity  of  the  process. 

Two  other  entities,  which  are  sometimes 
grouped  with  the  collagen  group,  are  Rheuma- 
toid Arthritis  and  Rheumatic  Fever. 

In  Rheumatoid  Arthritis  reliance  should  be 
placed  on  basic  therapy  consisting  of  good  nu- 
trition, adequate  rest,  specific  muscle  exercises, 


salicylates  and  gold  salts. (3)  Small  maintenance 
or  optimal  doses  of  Prednisone  or  Prenosolone, 
such  as  5-10  mgms.  given  in  divided  doses  daily, 
or  long  acting  ACTH,  20-40  units  two  to  three 
times  weekly  may  be  used  to  aid  in  suppressing 
the  disease.  Smaller  doses  of  steroid  help  mini- 
mize the  side  effects  of  these  drugs.  The  adreno- 
cortical steroids  and  ACTH  should  be  discon- 
tinued during  a remission  if  possible. (4) 

In  Rheumatic  Fever,  it  is  agreed  that  the 
eradication  of  the  Reta  Hemolytic  Streptococci 
by  the  use  of  penicillin  (or  other  antibiotics  if 
the  patient  is  penicillin  sensitive)  is  necessary. 
Rest  and  salicylates  are  indicated  in  all  cases. 
In  the  severly  ill  patient,  large  doses  of  Predni- 
sone, Prednisolone,  or  ACTH  may  be  necessary 
to  suppress  the  hyperthermia  and  minimize  the 
undesirable  effects  of  these  steroids,  i.e.,  salt 
retention,  edema,  hypertension,  and  gastritis. 
Daily  prophylaxis  and  antibiotics  should  be  in- 
stituted to  prevent  further  Beta  Hemolytic  Strep- 
tococci infection  and  should  be  continued  in- 
definitely. 

If  long  term  therapy  is  necessary  with  adreno- 
cortical steroids  in  either  Rheumatic  Fever  or 
Rheumatoid  Arthritis,  some  investigators(l)  have 
recommended  that  long  acting  ACTH  be  given 
in  doses  of  40-160  units  daily  for  ten  days  every 
four  to  six  months.  If  symptoms  of  adreno- 
pituitary  suppression  persist  in  spite  of  low 
maintenance  dosage  and  corticotropin  adminis- 
tration, gradual  discontinuance  of  the  steroids 
may  be  necessary. 

SUMMARY 

In  summary  it  may  be  stated  that  while  no 
definite  curative  therapy  for  this  group  of  dis- 
orders of  the  connective  tissue  is  known,  sup- 
portive aid  can  be  offered  in  each  case  to  greatly 
improve  the  prognosis. 

BIBLIOGRAPHY 

1.  Robinson,  William  D.,  Bunim,  Joseph  J.,  Clark,  William  S., 
Crain,  Darrel  C.,  Englcman,  Ephraim  P.,  Graham,  Donald  C., 
Montgomery,  Max  M.,  Norcross,  Bernard  M.,  Ragan,  Charles, 
Ropes,  Marian  W.,  Rosenberg,  Edward  F.,  and  Smyth,  Charley 
J.:  “Rheumatism  and  Arthritis:  Review  of  American  and  English 
Literature  of  Recent  Years  (Eleventh  Rheumatism  Reviewb”  Part 
I and  II.,  Annuals  of  Int.  Med.,  Vol.  45,  No.  5 and  6,  1956. 

2.  Talbott,  John  H.,  and  Ferrandis,  R.  Moleres:  “Collagen 
Disease”  — Grime  and  Stratton,  1956. 

3.  Thompson,  Harry  E.,  and  Rowe,  Harold  J.:  “Cortisone  and 
Gold  Therapy  In  Chronic  Rheumatoid  Arthritis”  — Annals  of 
Int.  Med.,  Vol.  36,  No.  4,  April,  1952. 

4.  Thompson,  Harry  E.,  and  Rowe,  Harold  J.:  “Observations 
On  .Adrenal  Cortical  Therapy”  — Ariz.  Med.  Journal,  Vol.  13,  No. 
6,  June,  1956. 


Vol  14,  No.  5 


Arizona  Medicine 


277 


A NEW  LOW  pH  2.0  TO  2.5  VAGINAL  AND  CERVICAL 
POWDER  AND  JELLY* 

A Newly  Discovered  Very  Low  pH  Without  Burning  Vagina. 

By  Karl  John  Karnaky,  B.A.,  M.D. 

Houston,  Texas 


T RICHOMONAS  vaginalis,  Monilia  albieans 
and  non-specific  vaginal  micro-organisms  are 
becoming  or  have  already  become  “chemical 
fast”  to  most  vaginal  and  cervical  medications 
which  have  been  used  for  5 or  more,  consecutive 
years.  This  is  being  observed  by  more  and  more 
physicians  as  the  years  pass.  It  is  believed  that 
Trichomonas  vaginalis  will  usually  become  re- 
sistant to  a medication  in  2 to  5 years.  The 
author  now  sees  Trichomonads  swimming 
around  in  medications  in  the  vagina  which  he 
helped  to  develop  and  which  was  a very  effi- 
cient vaginal  and  cervical  preparation  5 to  10 
years  ago. 

Newer  discoveries  about  hydrogen  ion  con- 
centration (pH),  fungicides,  trichomonacides, 
bacteriacides,  buffers,  spreading  agents  and  acids 
has  helped  in  improving  the  treatment  of  vaginal 
and  cervical  infections. 

The  addition  of  an  acid  to  vaginal  and  cervical 
medications  used  previously  was  of  no  value 
since  these  preparations  were  not  buffered.  With 
the  newer  knowledge  that  vaginal  and  cervical 
secretions  are  also  very  highly  buffered,  in  fact, 
vaginal  secretions  are  one  of  the  most  highly 
buffered  secretions  of  the  body,  newer  know- 
ledge has  shown  that  if  a medication  is  added 
to  this  highly  buffered  vaginal  and  cervical 
secretion  it  had  to  be  even  more  highly  buffered. 
With  the  present  knowledge  of  chemistry  (buf- 
fers), the  pH  (acidity)  of  the  vagina  can  be  main- 
tained at  almost  any  desired  level.  Also  the  newer 
knowledge  of  “spreading  agents”  has  also  aided 
very  much  in  improving  new  vaginal  and  cer- 
vical medication. 

Most  medications  used  previously  could  not 
reach  the  vaginal  epithelium  surface  due  to 
the  presence  of  a “moist  layer.”  The  new 
“spreading  agents”  not  only  destroy  the  micro- 
organisms by  “electrocuting  them”,  but  carry 

*Froin  the  Obstetrical  and  Gynecological  Leucorrhea  Clinic, 
Research  Division,  Houston,  Texas. 


the  new  medication  down  to  the  vaginal 
epithelial  surface  and  into  the  areas  between 
the  folds  or  rugae  in  the  vagina. 

Twenty  years  ago,  the  author  contributed  the 
first  of  his  papers  on  vaginal  and  cervical 
infections.  At  that  time,  there  were  very  few 
papers  in  the  literature  on  leucorrhea,  fewer 
on  Trichomonas  vaginalis,  still  fewer  on  Monilia 
albicans,  and  even  fewer  still  on  non-specific 
infections  of  the  vagina  and  cervix. 

Since  then  he  has  concentrated  more  or  less 
on  the  study  of  these  conditions  and  the 
organisms  which  cause  them.  In  the  ensuing 
years,  a total  of  approximately  30  papers  have 
borne  his  name,  and  more  than  50  scientific 
exhibits  on  this  subject  have  been  presented 
throughout  the  United  States. 

Quite  naturally  during  this  period,  the  author 
became  acquainted  with  scores  of  preparations 
for  the  treatment  of  Trichomonas  vaginalis 
vaginitis.  Monilia  albicans  infection  and  other 
pathological  conditions  of  the  vagina  and  cervix, 
as  well  as  designed  compounds  to  treat  these 
infections.  During  this  period,  the  author  also 
became  familiar  with  various  methods  of  treat- 
ment (technique)  and  developed  several  of  his 
own  therapeutic  formulas  and  his  own  tech- 
niques of  treatment.  In  retrospect  it  was  found 
that  each  compound  used,  was,  in  some  respects, 
a little  more  effective  than  the  preceding  one 
and  that  each  change  in  his  own  technique  was 
that  much  more  efficient. 

One  of  the  most  important  findings  in  this 
leucorrhea  study  was  the  Trichomonas  vaginalis. 
Monilia  albicans  and  other  vaginal  micro-  organ- 
isms are  becoming  or  have  become  “chemical 
fast”  to  vaginal  and  cervical  medications  pre- 
viously used.  These  pathogenic  vaginal  and 
cervical  micro-organisms  have  developed  or  are 
developing  a resistance  to  most  previous  vaginal 
and  cervical  medications.  The  first  vaginal  and 
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cervical  preparations  \^'Orked  out  by  the  author 
5 to  15  years  ago,  no  longer  are  the  efficient 
medications  that  they  used  to  be.  This  drug  no 
longer  destroys  the  protozoan,  fungi  and  other 
abnormal  pathogenic  vaginal  micro-organisms 
like  it  did.  They  have  developed  a resistance 
to  these  medications  and  now  actually  swim 
around  in  the  medication  when  these  drugs  are 
placed  in  the  vagina.  One  can  see  why  a new 
and  more  efficient  vaginal  and  cervical  prepara- 
tion is  needed  — a preparation  to  which  these 
organisms  have  not  become  “chemieal  fast”. 
This  has  been  done  in  a new  buffered,  adhesive, 
new  low  pH  (acidic)  carbohydrated  vaginal  and 
cervical  powder  and  jelly. 

Vaginal  and  cervical  micro-organisms  want  to 
live  just  as  we  do.  There  is  a world  struggle, 
a Hot  War,  between  pathogenic  micro-organ- 
isms and  vaginal  and  cervical  medication.  In 
most  cases,  after  a certain  lapse  of  time,  the 
micro-organism  wins. 

This  knowledge  of  leucorrhea  during  the 
past  20  years,  has  been  based  upon  sound, 
scientific  research.  Thousands  of  “electrical”  and 
“electronic  pH”  determinations,  glycogen  de- 
terminations of  vaginal  secretions  and  in  vaginal 
epithelium  have  been  done  in  the  author’s  own 
laboratory;  and  more  than  3000  clinical  patients 
have  been  treated  in  the  City  County  Hospital 
(Jefferson  Davis)  and  in  the  author’s  own 
leucorrhea  research  clinic,  more  than  2000  pri- 
\ate  patients  have  been  treated  by  the  author. 
From  this  mass  of  scientific  evidence  over  20 
years  of  continuous  study  on  leucorrheas,  the 
author  has  now  discovered  a new  chemical 
method  whereby  one  can  now  make  the  pH  of 
the  vagina  to  be  pH  2.0  to  2.5,  without  this  very 
low  pH  acidity  burning  the  patient’s  vagina 
and  perineum.  Also  discovered  are  new  ad- 
hesives that  cause  vaginal  and  cervical  medica- 
tions to  stick  and  remain  stuck  in  the  vagina 
thereby  eliminating  the  leakage  and  messiness 
of  previous  medications  used  in  the  vagina  and 
on  the  cervix.  No  vaginal  pack  or  external  pads 
are  now  necessary. 

The  “new  low  pH  powder  and  jelly”  contains 
the  following: 

BUFFERS  - Total  2.75% 

Potassium  Bi-hydrogen  tartrate 

Potassium  aluminum  sulfate 


THREE  ACIDS  - Total  2.75% 

Citric  acid.  Boric,  Di-hydro-succinic  acid 

WETTING  AND  DETERGENT  AGENTS  - 
Total  8.75% 

Oxides  of  Iron,  Aluminum,  silica,  and  mag- 
nesium 

Potassium  aluminum  sulfate 

DODERLEIN  BACILLI  MEDIA  - Total  85.5% 

(Normal  vaginal  micro-organism  food) 

Dextros 

Complex  carbohydrates 

EILLER,  ADHESIVE  AND  BINDER  - Total 
0.25% 

Hydrous  aluminum  silicate 

In  plastic  squeeze  powder  blower  — approx. 
5 ounces.  pH  2.0  to  2.5  without  burning  vagina 
and  perineum.  Non-allergic  and  non-toxic.  Will 
not  leak  or  run  out  of  \agina.  Non-messy.  Non- 
odorous. 

INSTRUCTIONS 

AT  OEFICE:  The  physician  may  use  “New 
Low  pH  Powder”  in  his  office  by  using  a 
speculum  to  open  the  vaginal  vault,  and  by 
pressing  on  the  sides  of  the  plastic  bottle,  the 
new  low  pH  (2.0  to  2.5)  powder  will  be  blown 
all  the  way  back  into  and  over  the  entire 
vaginal  walls.  The  vagina  is  filled  % full.  As 
the  speculum  is  being  removed  from  the  vagina, 
a large  cotton  plug  is  held  with  a uterine  dress- 
ing forcep  in  the  speculum,  at  the  introitus, 
wiping  off  the  excess  and  loose  low  pH  powder 
from  the  posterior  blade  of  the  speculum,  as 
the  speculum  is  being  withdrawn  from  the 
vagina.  The  powder  in  the  vagina  is  pushed  back 
and  deeper  (packing  the  powder)  into  the  vagina 
with  the  cotton  plug  on  the  uterine  dressing 
forceps.  The  excess  and  loose  pH  powder  re- 
maining on  the  cotton  plug  is  wiped,  dusted 
and  rubbed  over  the  perineum  and  public  hairs 
and  between  the  lips  of  the  vagina. 

NO  VAGINAL  OR  INTROITAL  PACK  OR 
PACKS  OR  EXTERNAL  PAD  IS  NECESSARY 
SINCE  THIS  NEW  LOW  pH  POWDER  AD- 
HERES TO  THE  VAGINAL  WALLS  SO  WELL 
THAT  IT  WILL  NOT  RUN  OUT  OF  THE 
VAGINA  ONTO  THE  PERINEUM  AND  INTO 
THE  PUBIC  HAIRS,  THEREBY  ELIMINAT- 
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ING  THE  MESSINESS  OF  MOST  PREVIOUS 
MEDICATIONS. 

This  new  pH  powder  will  remain  within  the 
vaginal  vault  and  on  the  vaginal  walls  for 
4 to  7 days.  It  is  very  soluble  in  vaginal  fluids 
and  warm  water  so  it  is  easily  douched  out  with 
an  acid  douche.  The  physician  blows  the  new 
low  pH  powder  into  the  vagina  every  4 to  7 
days  for  3 to  6 treatments. 

AT  HOME 

After  office  treatments  are  finished  the  patient 
blows  in  the  powder  every  2 to  5 days  for  years. 
By  blowing  this  very  low  pH  powder  into 
the  vagina  every  2 to  5 days,  the  physico- 
chemical (normal  physiology)  properties  are  kept 
normal  and  no  pathogenic  micro-organisms  can 
live  or  grow.  At  the  very  low  pH  of  2.0  to  2.5 
no  pathogenic  micro-organism  can  survive. 

The  patient  inserts  the  barrel  of  a contracep- 
tive applicator*  **  deeper  into  her  vagina,  as  far 
back  as  it  will  go,  and  then  the  barrel  is  pulled 
back  out  for  about  an  inch,  thereby  creating 
a pocket  deep  in  the  vagina  in  which  the  new 
powder  will  be  blown.  The  tip  on  the  end 
of  the  plastic  bottle  is  firmly  placed  into  the 
free  end  of  the  contraceptive  barrel  already 
placed  in  the  vagina.  The  plastic  bottle  is 
shaken  or  jarred  so  that  the  powder  in  the 
plastic  bottle  will  fall  down  to  that  end  of 
the  bottle  to  which  the  barrel  is  attached.  The 
patient  presses  the  sides  of  the  plastic  bottle 
quickly  and  firmly,  2 to  4 times.  This  usually 
fills  the  vagina  almost  immediately  and  excess 
low  pH  powder  will  rush  out  of  the  vagina 
around  the  inserted  contraceptive  barrel.  By 
this  method  there  is  no  danger  of  blowing 
powder  up  and  into  the  external  os  of  the 
cervix.  By  holding  the  fingers  of  one  hand 
around  the  barrel  as  the  powder  is  being  blown 
into  the  vagina,  any  loose  new  low  pH  powder 
that  is  blown  out  and  around  the  barrel  is  dusted 
or  rubbed  on  and  into  the  perineum,  between 
the  labia  and  around  the  anal  region. 

This  new  low  pH  powder  is  blown  into  the 
vagina  every  2 to  5 days  when  she  is  not 
menstruating  and  4 to  8 times  daily  DURING 
THE  MENSTRUAL  FLOW.  Menstrual  blood, 
pH  7.2  to  7.6  drops  to  pH  2.0  to  2.5  almost 

*Newer  and  better  applicators  are  being  devised  which  will 

make  the  insertion  of  powder  easier. 

**Tablets  will  be  on  the  market  soon. 


immediately  (within  3 minutes)  and  all  patho- 
genic micro-organisms  are  killed  immediately 
due  to  the  immediately  drying  of  all  the  vaginal 
walls  and  then  the  drop  of  the  pH  to  2.0  to 
2.5.  Enough  new  pH  powder  is  blown  into 
the  vagina  to  keep  the  blood  during  the  entire 
menstrual  flow,  a grayish  color.  Any  menstrual 
blood  that  may  escape  onto  the  perineum  is 
covered  and  rubbed  with  the  new  pH  powder, 
changing  it  into  a grayish  chemical  which  is  no 
longer  blood.  This  new  chemical  or  chemicals 
become  like  sand  that  can  be  easily  dusted  off. 
These  new  formed  chemicals  are  also  no  longer 
sticky  so  will  fall  off  into  the  commode  when 
she  voids  or  defecates  or  walks.  Menstrual  blood 
is  no  longer  blood,  it  is  now  a new  chemical 
or  chemicals  that  shrinks  so  that  little  or  none  of 
it  passes  into  an  internal  tampon  or  out  onto  the 
perineum  or  onto  a perineal  pad.  In  most  pa- 
tients with  a normal  menstrual  cycle  no  internal 
tampon  or  external  pad  is  necessary.  In  those 
patient  who  spot  for  2 or  3 days  and  bleed 
excessive  for  2 or  3 days  then  spot  for  2 or  3 
days,  this  new  pH  powder  usually  eliminates  the 
patient  from  ever  seeing  the  menses  during 
the  spotting  days.  If  the  patient  floods,  then 
there  may  be  some  luenstrual  blood  that  reaches 
the  perineum  and  then  more  new  pH  powder 
must  be  blown  into  the  vagina  and  onto  the 
perineum  or  a perineal  pad  must  be  worn.  If  an 
external  pad  is  to  be  worn,  the  pad  is  opened 
and  a liberal  amount  of  the  new  pH  powder 
is  placed  between  each  layer  of  the  pad  and  then 
the  pad  folded  back  together. 

This  new  pH  powder  within  the  external  pad 
stops  menstrual  odors,  absorbs  and  changes 
the  absorbed  blood  to  a grayish  powder,  as 
well  as  producing  a low  pH  of  2.0  to  2.5  which 
kills  all  pathogenic  micro-organisms  on  the  peri- 
neum and  within  the  menstrual  blood  in  the 
external  pad.  Menstrual  blood  is  changed  by 
this  new  pH  powder  is  odorless  and  no  longer 
sticky  but  falls  off  from  the  vagina  at  introitus 
and  between  the  labia  and  perinenum  and  will 
fall  out  of  the  pad  as  she  walks  or  moves  about. 
Bacteria  can  no  longer  live  in  this  powder 
changed  chemical  made  from  menstrual  blood 
because  the  pH  is  so  low,  pH  2.0  to  2.5.  This 
new  changed  chemical  from  menstrual  blood  can 
be  left  open  in  a jar  in  the  laboratory  for 
weeks  and  even  months  without  undergoing 
deteriation  or  odors  formation. 
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MOST  PATIENTS  WILL  WELCOME  THE 
USE  OF  THIS  POWDER  OVER  INTERNAL 
VAGINAL  TAMPONS  AND  EXTERNAL 
PADS,  BECAUSE  MANY  WILL  NO  LONGER 
HAVE  TO  WITHDRAW  A BLOODY  INTER- 
VAGINAL  TAMPON  DRIPPING  WITH 
BLOOD  OR  REMOVE  FROM  THEIR  PERI- 
NEUM A BLOODY  EXTERNAL  PAD.  MANY 
PATIENTS  WILL  NO  LONGER  EXPERI- 
ENCE MENSTRUAL  TENSIONS  AND  PSY- 
CHIC DYSMENORRHEIC  PAINS,  AND  DIS- 
COMFORTS WHEN  THEY  NO  LONGER 
SEE  THEIR  MENSTRUAL  BLOOD. 

The  physician  can  obtain  safe,  efficient,  and 
prompt  results  in  the  treatment  of  vaginal 
and  cervical  infections  before  and  during  the 
menstrual  cycle  as  well  as  preventing  the  growth 
of  pathogenic  and  non-pathogenic  micro-organ- 
isms during  the  menstrual  flow.  Also,  female 
odors  between  and  during  the  menstrual  cycle. 
Equally  good  results  are  obtained  after  coagula- 
tion and  conization  of  the  cervix.  After  these 
procedures,  odors,  sloughs,  and  hemorrhages  are 
eliminated  because  of  the  new  low  pH  of  2.0 
to  2.5.  This  pH  powder  is  blown  into  the  vagina 
immediately  after  the  operation  and  every  4 
days  for  3 to  6 times  by  the  physician  and 
nightly  by  the  patient  or  every  other  night.  If 
powder  burns  then  patient  is  using  powder  too 
often.  No  vaginal,  introital,  or  perineal  pads  are 
necessary  since  the  pH  powder  sticks  so  well  in 
the  vagina.  One  of  the  remarkable  features  of 
this  pH  powder  is  that  the  patient  becomes 
comfortable  quickly  and  any  undesirable  odor 
is  absorbed  immediately. 

OTHER  USES 

POST  PARTUM;  The  pH  powder  assures 
prompt  relief  from  odors,  irritations,  and  messy 
lochia  in  which  pathogenic  micro-organisms 
grow  profusely.  Akaline  lochia,  pH  of  7.3  to 
8.5  is  made  to  drop  to  a pH  of  2.0  to  2.5,  a 
pH  in  which  no  pathogenic  micro-organisms  can 
grow. 

ODORS  FROM  CANCER  OF  UTERUS, 
CERVIX,  VAGINA  OR  PERINEUM;  Blow  on 
and  rub  in  pH  powder  to  affected  areas  pro- 
ducing odors  daily  and  twice  daily,  or  until 
the  powder  begins  to  burn  patient. 

ULCER  OF  CERVIX:  Fill  vagina  with 


powder  every  4 days  for  3 to  6 times  or  until 
ulcer  of  cervix  disappears.  Patient  blows  in 
powder  every  5 days  for  years  to  prevent  re- 
recurrence or  to  destroy  ulcer  if  physician 
wishes.  Thousands  of  cancers  of  the  cervix  could 
be  prevented  if  all  women  would  blow  in  this 
pH  powder  every  5 days  for  years,  since  ulcers 
of  cervix  would  be  eliminated  or  prevented. 

PRURITUS  VULVAE  AND  ANL  Itching  of 
the  vulva  and  anus  is  relieved  almost  immedi- 
ately after  the  pH  powder  is  blown  and  rubbed 
onto  the  perineum  due  to  its  absorbing  and 
soothing  properties  as  well  as  to  its  very  low 
pH  which  destroys  pathogenic  micro-organisms. 
Rub  on  daily. 

USED  INSTEAD  OF  DOUCHES:  Those  who 
do  not  wish  to  take  a douche,  can  blow  into 
the  vagina  the  pH  powder,  until  the  vagina  is 
filled,  every  2 to  5 days.  This  powder  keeps  the 
vagina  highly  acid  and  in  a true  physiological 
state,  since  only  the  normal  Doderlin  bacilli  can 
grow  at  such  acid  pH.  The  patient  can  stand  up 
and  blow  in  this  powder  and  then  emptying 
the  powder  deep  in  the  vaginal  vault.  An  empty 
contraceptive  barrel  is  used  as  an  aid  in  blow- 
ing in  the  powder.  These  processes  eliminate 
the  necessity  of  lying  down  to  acidify  the 
vagina,  producing  a normal  physiological  vagina 
and  to  stop  female  perineal  odors.  The  powder 
is  so  sticky  that  it  will  not  run  out  of  the  vagina 
or  leak  from  the  introitus,  so  no  perineal  pad 
need  be  worn.  Those  who  wish  may  use  a 
contraceptive  applicator  and  insert  one  dose 
or  applicator  full  of  the  “New  low  pH  Jelly” 
every  3 to  4 days  into  her  vagina. 

pH  POWDER  ON  PUFF  FOR  FEMALE 
AND  PERINEAL  ODORS:  Every  morning  the 
patient  can  eliminate  quickly  and  efficiently  all 
female  odors  by  dusting  this  pH  powder  onto 
the  perineum,  in  the  pubic  hairs  and  between 
the  labia.  If  patient  is  going  out  for  the  eve- 
ning the  pH  powder  can  be  dusted  quickly  on 
the  perineum  and  be  free  of  female  odors  for 
24  hours.  Will  not  burn  skin  even  if  used  daily 
or  twice  daily.  Patients  who  have  vaginal, 
cervical,  labial,  perineal  or  anal  lesions  and 
those  with  female  odors  should  have  a small 
box  with  a powder  puff  and  pH  powder  in  it. 

DURING  THE  MENSTRUAL  FLOW:  The 
most  important  use  of  this  powder  is  the  use 
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of  it  during  the  actual  menstrual  flow.  Millions 
of  pathogenic  micro-organisms  multiply  in  men- 
strual blood  since,  in  the  past,  all  treatments 
of  the  cervix  and  vagina  are  usually  stopped 
during  the  menstrual  flow.  New  low  pH  powder 
lowers  the  menstrual  blood  to  a pH  of  2.0  to 
2.5,  a pH  in  which  pathogenic  micro-organisms 
can  not  grow.  Messiness  of  menstruation  can 
be  eliminated. 

As  soon  as  the  patient  feels  that  menstruation 
is  to  start  or  feels  menstrual  blood  on  the  la,bia, 
she  fills  the  vagina  full  of  pH  powder  and  any 
excess  pH  powder  that  blows  back  out  of  the 
vagina  after  the  vagina  has  been  filled  is 
rubbed  or  dusted  into  her  pubic  hairs  and 
perineum  and  between  the  labia.  She  may  pack 
vagina  at  introitus  by  placing  large  amount  of 
pH  powder  between  open  labia  and  on  external 
pad,  then  by  pressure  on  pad  while  separating 
labia,  a sufficient  amount  of  pH  powder  will 
be  pushed  into  vagina.  The  patient  blows 
pH  powder  into  the  vagina  4 to  8 times  or 
as  many  times  as  it  takes  to  keep  the  red 
menstrual  blood  a grayish  color  and  changes 
the  red  menstrual  blood  into  a small  amount  of 
fine  dry  powder  that  can  be  easily  dusted  off 
while  the  patient  is  sitting  over  the  commode 
Menstrual  blood  is  changed  into  other  chemicals 
which  are  no  longer  sticky  and  will  fall  out 
of  the  introitus  into  the  commode  when  the 
patient  voids  or  defecates  or  walks. 

The  number  of  days  the  actual  flow  is  seen  is 
usually  reduced  by  2 to  3 days  when  the  pH 
powder  is  used. 

Psychic  ill  feelings  are  usually  absent  when 
red  blood  is  not  seen  by  the  patient  or  they  do 
not  have  to  wear  a sanitary  belt,  an  internal 
vaginal  tampon  or  external  pad  during  the 
menstrual  flow. 

pH  POWDER  AFTER  INTERCOURSE:  In 
those  patients  who  are  bothered  with  recurring 
leucorrhea,  such  as  Trichomonas  vaginalis.  Mon- 
ilia (canidida)  albicans,  the  patient  may  blow 
in  the  pH  powder,  filling  the  vagina  immediately 
following  intercourse.  She  can  have  the  pH 
powder  and  contraceptive  barrel  beside  the  bed 
and  blow  in  the  pH  powder  without  getting 
out  of  bed.  The  semen  is  immediately  liquified 
and  all  vaginal  and  perineal  odors  and  pathogens 
are  eliminated.  No  messy  secretion  will  run  out 


of  the  vagina  onto  the  perineum  after  pH 
powder  is  blown  in.  No  odor  of  spermatoza  will 
be  present.  Spermatoza  are  also  killed  im- 
mediately at  pH  2.0  to  2.5. 

pH  POWDER  BEFORE  INTERCOURSE:  If 
the  pH  powder  is  blown  into  the  vagina  just 
before  coitus  a pH  of  2.0  to  2.5  is  produced,  a 
pH  at  which  spermatozoa  dies.  By  actual  mix- 
ing of  pH  powder  and  spermatozoa  it  was 
found  that  at  a pH  of  3.70  and  below  no 
spermatozoa  were  found.  The  powder  and  pH 
jelly  covers  the  cervix  and  the  entire  vaginal 
walls  with  a low  pH,  so  low  that  sperm  as 
well  as  pathogenic  micro-organisms  cannot  sur- 
vive. The  pH  powder  and  jelly  is  sticky.  It  sticks 
excellently  to  the  vaginal  walls  and  cervix.  The 
powder  or  jelly  does  not  burn  the  sexual 
partner. 

AFTER  CAUTERIZATION,  COACULA- 
TION,  AND  CONIZATION  OF  THE  CERVIX 
AFTER  RECTAL  AND  VAGINAL  OPERA- 
TIONS. Powder  is  blown  in  every  3 to  4 days 
for  3 to  6 times  by  the  physician.  No  vaginal 
packing  or  external  pads  are  necessary  since  the 
medication  is  so  sticky  and  will  not  run  out  and 
mess  up  the  pubic  hairs  and  perineum. 

NOTE:  NO  PATHOGENIC  MICRO-OR- 
GANISMS, SUCH  AS  TRICHOMONAS  VAG- 
INALIS, MONILIA  (CANIDIDA)  ALBICANS, 
H.  VAGINALIS,  CAN  BECOME  CHEMICAL 
FAST  (RESISTANT)  TO  THIS  NEW  LOW  pH 
(ACID)  POWDER  AND  JELLY.  THIS  NEW 
VERY  LOW  pH  POWDER  LOWERS  THE  pH 
SO  LOW  THAT  IT  BURNS  THESE  PATHO- 
GENS TO  DEATH  IMMEDIATELY.  PATHO- 
GENIC MICRO-ORGANISMS  CAN  NO 
MORE  BECOME  USED  TO  THIS  POWDER 
AT  THIS  LOW  pH  OF  2.0  TO  2.5  THAN 
THEY  CAN  BECOME  USED  TO  HOT  BOIL- 
ING WATER  IN  THE  STERILIZER  THAT 
HAS  BEEN  BOILING  FOR  30  MINUTES. 

SUMMARY 

A new  low  pH  of  2.0  to  2.5  powder  and 
jelly  has  been  discovered  and  presented  for  the 
treatment  and  prevention  of  vaginal  and  cervical 
infections  and  for  the  destruction  of  ulcers  of  the 
cervix.  At  this  new  low  pH  no  pathogenic  micro- 
organism can  grow  and  are  killed  immediately 
(within  3 minutes).  This  applies  to  Trichomonas, 
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Monilia,  and  H.  vaginalis,  etc. 

The  use  of  the  very  low  pH  powder  during 
menstruation  is  presented  because  it  is  during 
the  menstrual  flow  that  treatment  is  stopped 
and  it  is  during  this  time  that  pathogenic  micro- 
organisms grow  and  increase  to  such  number 
that  they  produce  pathogenic  conditions.  Men- 
strual blood  and  serum  are  ideal  bacterial 
and  protozoan  culture  media.  It  is  essential  that 
the  vagina  and  cervix  be  treated  during  the 
menstrual  flow,  for  better  results.  This  very 
low  pH  buffered  powder,  pH  2.0  to  2.5  has 
been  found  ideal  for  the  eliminating  of  patho- 
gens in  the  menstrual  blood. 

New  vaginal  and  cervical  adhesives  have 
been  discovered  in  the  Research  Institute  and 
these  new  discoveries  have  been  incorporated 
into  this  new  pH  powder  and  jelly.  Now  it  is 
possible  to  have  vaginal  and  cervical  medica- 
tions that  will  NOT  run  out  of  the  vagina  or 
leak  Irom  the  introitus  onto  the  perineum. 
Messiness  has  been  eliminated. 

A new  simple  method  has  been  found  to 
keep  the  vagina  within  its  normal  physiological 
pH  range.  Previously,  pH  4.0  to  4.5  medica- 
tions v\ere  placed  in  the  vagina  but  newer 
knowledge  has  shown  the  author  that  it  is 
many  times  better  to  place  buffered,  pH  2.0 
to  2.5  medications  within  the  vagina. 

This  was  because  newer  electronic  determina- 
tion of  Iree,  total  and  combined  acids  and  elec- 
tronic pH  (hydrogen  ion)  studies  have  shown 
that  vaginal  and  cervical  secretions,  especially 
secretions  due  to  infections  are  even  more 
highly  buffered  than  previously  thought. 

A new  vaginal  powder  has  been  presented 
that  may  be  used  during  the  menstrual  flow  to 
kill  pathogenic  micro-organisms  and  to  absorb 
and  change  menstrual  blood  to  new  chemicals 
and  reduce  the  amount  so  greatly  that  the 
woman  may  not  see  her  menstrual  flow,  thereby 
eliminating  emotional  reactions  that  may  occur 
during  the  menstrual  cycle.  This  new  low  pH 
powder  is  also  used  after  cauterization,  coagula- 
tion, and  conization  of  the  cervix  as  well  as 
operations  on  the  bladder,  cystocoele  and  per- 
ineal repairs. 

The  first  time  that  an  ulcer  of  the  cervix  can 
be  eliminated  by  medicinal  treatment  by  the 


patient  at  home  is  presented.  Ulcers  of  the 
cervix  disappear  in  3 to  6 weeks  at  such  low 
pH  range. 


Vaginal,  cervical  and  perineal  odors  can  now 
be  easily  and  efficiently  eliminated  by  simply 
dusting  this  new  pH  powder  over  the  perineum 
and  blowing  it  into  the  vaginal  vault.  This 
powder  has  been  found  useful  in  preventing 
tlie  recurrences  of  Trichomonas,  Monilia,  H. 
vaginalis.  The  patient  blows  in  the  powder  im- 
mediately after  coitus  and  every  5 days  for 
years.  All  pathogenic  micro-organisms  ejaculated 
at  coitus  are  killed  by  this  new  low  pH. 
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G REETINGS  TO  ALL  THE  DOCTORS  OE  THE  STATE  OF  ARIZONA 
WHOM  I DID  NOT  GREET  PERSONALLY  AT  YUMA. 

DOCTOR  PODOLSKY’S  EDITORIAL  ‘ARIZONA  MEDICINE  APRIL  1957’ 
STATED  THAT  HE  LOOKED  WITH  A JAUNDICED  EYE  AT  ENCROACH- 
MENT OF  FEDERAL  AND  STATE  GOVERNMENT  INTO  MEDICINE. 
YET  PUBLIC  LAW  880  PROVIDES  MATCHING  FEDERAL  FUNDS  TO  THE 
STATES  FOR  WELFARE  PATIENTS  AND  DEPENDENT  CHILDREN  - 
EFFECTIVE  JULY  1,  1957. 

YOUR  COUNCIL  THROUGH  MEDICARE  OR  SOME  SIMILAR  COM- 
MITTEE WILL  HAVE  TO  ADOPT  A FEE  SCHEDULE  FOR  THESE  SERV- 
ICES BY  THAT  DATE.  SHOULD  THESE  INCLUDE  IN-OFFICE  PRO- 
CEDURES OR  OUT-PATIENT  HOSPITAL  ONLY?  MAKE  YOUR  DE- 
SIRES KNOWN! 

I AM  IN  FAVOR  OF  A STATE-WIDE  FEE  SCHEDULE  TO  BE  MODEL- 
ED AFTER  ONE  BY  THE  WESTERN  ORTHOPEDIC  SOCIETY.  IT  HAS  A 
MINIMUM  AVERAGE  AND  MAXIMUM  FEE  FOR  EACH  PROCEDURE. 
THIS  SAME  SCHEDULE  COULD  BE  DEVISED  BY  THE  RELATIVE 
VALUE  UNIT  SCHEDULE  AND  BY  SETTING  3 SETS  OF  VALUES  TO 
EACH  UNIT. 

I INVITE  YOUR  SUGGESTIONS  AND  HELP  ON  THIS  PROBLEM. 

C.  C.  CRAIG,  M.D.,  PRESIDENT 
ARIZONA  MEDICAL  ASSOCIATION 
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CONTRIBUTORS 

The  Editor  sincerely  solicits  contributions  of  scientific 
articles  for  publication  in  ARIZONA  MEDICINE.  All  such 
contributions  are  greatly  appreciated.  All  will  be  given  equal 
consideration. 

Certain  general  rules  must  be  followed,  however,  and  the 
Editor  therefore  respectfully  submits  the  following  suggestions 
to  authors  and  contributors: 

1.  Follow  the  general  rules  of  good  English,  especially  with 
regard  to  construction,  diction,  spelling,  and  punctuation. 

2.  Be  guided  by  the  general  rules  of  medical  writing  as 
followed  by  the  JOURNAL  OF  THE  AMERICAN  MEDICAL 
ASSOCIATION. 

3.  Be  brief,  even  while  being  thorough  and  complete.  Avoid 
unnecessary  words.  Try  to  limit  the  article  to  1500  words. 

4.  Read  and  re-read  the  manuscript  several  times  to  cor- 
rect it,  especially  for  spelling  and  punctuation. 

5.  Manuscripts  should  be  typewritten,  double  spaced,  and 
the  original  and  a carhon  copy  sulimitted. 

6.  Articles  for  publication  should  have  been  read  before 
a controversial  body,  e.g.,  a hospital  staff  meeting,  or  a 
county  medical  society  meeting. 

7.  Exclusive  Publication— Articles  are  accepted  for  publi- 
cation on  condition  that  they  are  contributed  solely  to  this 
Journal.  Ordinarily  contributors  will  be  notifed  within  60 
days  if  a manuscript  is  accepted  for  publication.  Every  effort 
will  be  made  to  return  unused  manuscripts. 

8.  Illustrations  — Ordinarily  publication  of  2 or  3 illustra- 
tions accompanying  an  article  will  be  paid  for  by  Arizona 
Medicine.  Any  number  beyond  this  will  have  to  be  paid  for 
by  the  author. 

9.  Reprints  — Reprints  must  be  paid  for  by  the  author 
at  established  standard  rates. 

The  Editor  is  always  ready,  willing,  and  happy  to  help 
in  any  way  possible. 


(The  Opinions  e.xpressed  in  original  contributions  do  not  neces- 
sarily express  the  opinion  of  the  Editorial  Board.) 


THE  150TH  ANNIVERSARY  OF  THE 
MEDICAL  SOCIETY  OF  THE  STATE 
OF  NEW  YORK* 

I N THE  February  number  of  the  New  York 
Journal  of  Medicine  are  included  several  in- 
teresting historical  papers  to  mark  the  Ses- 
quicentennial  anniversary  of  the  founding  of  the 
Medical  Society  of  the  State  of  New  York.  New 
York  was  not  the  first  of  the  original  thirteen 
states  to  form  a state  medical  society,  but  the 
Medical  Society  of  the  State  of  New  York 
proved  to  be  more  influential  than  most  in 
providing  professional  leadership  over  the  long 
period  of  its  existence.  Since  its  beginning  in 
1807,  this  Society  has  rendered  such  important 
service  in  raising  the  standards  of  medical 
education  and  practice  in  this  countiy  that  it 
is  highly  appropriate  for  Arizona  Medicine,  the 
journal  of  the  medical  society  of  the  youngest 
state  of  the  Union,  to  make  suitable  acknow- 
ledgement of  indebtedness  to  our  professional 
brothers  of  the  Empire  State. 

To  understand  the  background  that  led  to 
the  organization  of  the  state  society  in  New 
York,  one  must  review  the  conditions  under 
which  medicine  was  practiced  at  that  time.  In 
the  middle  of  the  18th  century  “anyone  with 
sufficient  audacity,  pretension,  or  professional 
inclination  could  set  himself  up  as  a ministrator 
to  the  sick.”  Except  for  the  few  physicians  edu- 
cated in  Europe,  the  apprentice  system  repre- 
sented the  only  means  of  medical  instruction. 
Many  practiced  without  education  or  apprentice- 
ship, and  medical  advertisements  in  contempor- 
ary newspapers  frequently  reported  miraculous 
cures  and  esoteric  methods  of  treatment. 

The  first  American  medical  school  was  found- 
ed in  1765  in  Philadelphia  at  the  University  of 
Pennsylvania,  but  the  second  was  established  at 
King’s  College  in  New  York  only  three  years 
later.  This  school  granted  the  first  degree  of 
Doctor  of  Medicine  in  1769.  During  the  British 
occupation  of  New  York  in  the  Revolutionary 
War,  the  medical  school  was  discontinued,  but 
was  revived  in  1792  under  the  auspices  of 
Columbia  College.  In  the  next  twenty  years 

®A  Medical  Chronicle  of  New  York  State  by  various  authors. 
New  York  State  Journal  of  Medicine,  1957,  57,  433-636. 
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only  35  students  were  graduated  from  this 
school.  The  dissatisfaction  of  the  medical  pro- 
fession in  New  York  City  led  to  a petition  to 
the  Legislature  in  1807  for  the  creation  of 
another  school.  As  a result  the  College  of  Phy- 
sicians and  Surgeons  was  established,  which 
after  a few  years  was  amalgamated  with  the 
medical  school  of  Colubmia  College.  This 
single  medical  college  combined  the  better  fea- 
tures of  both  and  was  able  to  graduate  799 
students  by  1838. 

In  passing,  it  is  of  interest  to  note  that  New 
York  was  the  home  of  the  first  medical  journal 
of  the  United  States.  This  was  the  Medical 
Repository  which  appeared  in  1797.  During 
its  twenty-three  years  of  existence,  the  editors 
collected  the  best  in  medical  literature  both 
from  at  home  and  abroad. 

The  earliest  colonial  legislation  for  regulation 
of  medical  practice  was  in  1760.  This  New 
York  Act  required  physicians  wishing  to  practice 
to  obtain  a certificate  of  examination  and  ap- 
proval from  one  of  His  Majesty’s  Council,  or 
the  judges  of  the  Supreme  Court,  or  the  King’s 
Attorney  General,  or  the  Mayor  of  the  City  of 
New  York,  or  by  any  three  or  more  of  these. 

This  Act  was  amended  in  1792  when  certain 
educational  requirements  were  added.  Prospec- 
tive physicians  must  spend  two  years  of  “at- 
tending the  practice  of  a reputable  physician, 
if  a graduate  of  a college;  and  three  years,  if 
not  a graduate.”  Also,  he  must  be  examined 
by  the  Governor,  or  the  Attorney  General,  or 
by  the  Mayor  of  New  York,  or  by  any  two 
of  them,  and  provided  further  that  they  call  in 
three  reputable  practitioners  to  assist  them  with 
the  evaluation  and  the  examination.  In  a sense, 
this  Act  established  for  the  first  time  a Board 
of  Examiners.  After  this  procedure,  a certificate 
permitting  practice  was  issued.  Those  who  had 
graduated  from  a regular  medical  school  were 
exempt  from  this  examination  and  licensure. 

Various  amendments  to  the  Medical  Practice 
Acts  were  made  by  the  Legislature  in  1797, 
1801,  and  1803.  During  this  period  of  develop- 
ment, the  significant  ideas  of  licensure,  educa- 
tional qualifications  and  discipline  were 
enunciated.  Some  of  the  language  of  these 
ideas  has  come  down  to  us  in  modern  times. 
One  difficult  matter  not  settled  in  these  early 
acts  is  where  responsibility  for  regulation  of 
qualifications  is  finally  to  rest. 

The  reaction  of  physicians  to  these  develop- 


ments could  be  predicted.  It  was  unlikely  that 
the  arrangements  of  having  judges  and  at- 
torneys pass  on  medical  qualifications  was  en- 
tirely satisfactory  to  medical  men,  even  if 
physicians  assisted  or  had  a major  role  in 
assisting  the  lawyers  to  judge  the  fitness  of 
candidates  to  practice.  Obviously  from  the 
records,  this  was  a stormy  era  and  one  in  which 
the  standards  of  medical  education  were  often 
flagrantly  disregarded. 

In  the  early  years  of  the  new  century,  immi- 
gration to  the  northern  and  western  areas  of 
the  state  greatly  increased  and  brought  in  an 
inundation  of  self-styled  physicians.  This  con- 
dition stimulated  the  medical  profession  of  Sara- 
toga County  in  1806  to  call  a convention  of 
physicians  from  neighboring  counties  for  the 
purpose  of  adopting  measures  to  obtain  an  act 
of  incorporation  for  a medical  society  for  “tbe 
suppression  of  empiricism  and  the  encourage- 
ment of  regular  practitioners.”  The  convention 
met  and  “a  memorial”  was  sent  to  the  Legis- 
lature. The  result  was  that  the  Legislature  re- 
sponded favorably  by  passing  the  Act  of  April, 
1806,  permitting  physicians  to  organize  medical 
societies  for  the  purpose  of  regulating  the  prac- 
tice of  medicine  in  the  State.  This  Act  pro- 
hibited the  practice  of  medicine  without  a 
license  and  empowered  the  State  Society  and 
the  county  medical  societies  to  grant  licenses 
to  qualified  applicants.  Within  three  months, 
twenty  counties  had  formed  medical  societies, 
and  before  two  years  had  passed,  almost  every 
county  in  the  State  had  its  society.  The  con- 
vention of  delegates  from  the  county  organiza- 
tions to  establish  the  State  Society  was  held 
in  Albany  on  February  3,  1807. 

Once  established  and  amended  slightly  from 
time  to  time,  the  Law  of  1806  remained  in 
force  for  eighty-four  years  until  the  State  Board 
of  Medical  Examiners  was  set  up  under  the 
Board  of  Regents  of  the  University  of  the 
State  of  New  York  in  1889.  The  first  written 
examinations  under  this  Board  were  conducted 
for  medical  licensure  in  1891. 

The  Society  had  not  been  long  in  existence 
before  it  became  apparent  that  some  codifica- 
tion of  the  ethical  principles  upon  which  the 
conduct  of  medical  practice  is  based  would  be 
a valuable  asset.  No  other  medical  group  in  the 
country  had  ever  before  attempted  such  self- 
imposed  restriction  of  their  own  conduct.  In 
1821,  the  State  Medical  Society  appointed  a 


286 


Arizona  Medicine 


May,  1957 


Committee  to  draw  up  a eode  of  medieal  ethics 
in  the  form  of  a resolution  which  was  unani- 
mously adopted  by  the  State  Society.  Twenty- 
three  years  later,  the  newly  organized  American 
Medical  Association  modeled  its  Code  of  Ethics 
upon  this  set  of  principles. 

During  the  early  years  of  the  Society,  a state 
of  chaos  prevailed  in  the  field  of  drugs  and 
medications  with  no  uniformity  in  their  com- 
pounding and  usage.  From  1817-1819,  the  So- 
ciety took  a leading  role  in  persuading  the 
profession  of  other  states  to  join  in  the  prepara- 
tion of  a U.  S.  Pharmacopeia.  A strong  delega- 
tion from  New  York  was  sent  to  a general 
convention  that  met  in  Washington,  D.  C.,  in 
January,  1820.  The  first  edition  of  the  Pharma- 
copeia was  published  later  on  that  year. 

In  the  1830-1840  period,  the  number  of  medi- 
cal schools  throughout  the  country  increased 
so  rapidly  that  there  was  strong  competition 
for  prospective  students.  This  situation  resulted 
in  a frightening  lowering  of  standards.  The  New 
York  Medical  Society  took  the  lead  in  sponsoring 
the  movement  aimed  at  calling  a convention 
of  delegates  from  both  medical  colleges  and 
regularly  organized  medical  societies  throughout 
the  country  for  the  purpose  of  forming  a na- 
tional medical  society  to  correct  these  abuses. 
Meeting  in  Philadelphia  in  May,  1847,  the 
convention  appointed  a committee  of  seven,  four 
of  whom  were  delegates  from  the  New  York 
Society,  to  draw  up  a plan  of  organization  for 
a National  Medical  Association.  It  will  be  seen 
that  the  New  York  State  group  exerted  a dis- 
proportionately large  influence  in  the  organiza- 
tion of  the  American  Medical  Association. 

Other  instances  of  the  benevolent  influence 
of  the  New  York  Society  in  the  elevation  and 
preservation  of  standards  of  medical  education 
and  practice  could  readily  be  cited,  but  enough 
have  been  listed  to  reveal  its  great  contribution 
in  these  fields.  The  medical  profession  of  other 
states,  and  especially  of  those  states  whose  medi- 
cal organizations  are  of  recent  date,  must  pay 
appropriate  tribute  to  the  old  stalwarts  who 
bore  the  brunt  of  the  early  battles  and  through 
whose  efforts  so  many  worthwhile  victories  were 
won. 

Hearty  congratulations  and  grateful  acknow- 
ledgements then  to  the  Medical  Society  of  the 
State  of  New  York  on  this  its  150th  anniversary. 

H.S. 


LETTER  TO  THE  EDITOR 

The  Editor  Arizona  Medicine,  Phoenix. 

Dear  Sir: 

1 T is  certainly  not  our  wish  to  make  bad 
friends  among  members  of  the  medical  profes- 
sion or  editors  of  medical  journals.  Neverthe- 
less, when  one  of  our  products  is  mentioned 
by  name  in  an  article  in  a medical  journal,  un- 
der the  authorship  of  an  M.D.  — and  when  the 
information  concerning  this  product  is  com- 
pletely inaccurate,  we  feel  that  we  would  be 
neglecting  our  duty  to  the  medical  profession 
as  a whole,  if  we  did  not  try  to  have  the  mis- 
statement rectified. 

We  refer  to  the  article  which  appeared  in  the 
February  issue  of  Arizona  Medicine,  under  the 
titles  “Mycin  - Schmycin.”  This  article  was  by 
Dr.  Robert  J.  Antos  and  presented  the  author’s 
opinion  regarding  some  of  the  newer  antibio- 
tics. Certainly,  the  doctor  is  entitled  to  his  own 
opinion  on  the  matters  concerning  which  he  has 
written.  However,  when  we  come  to  flat  state- 
ments of  fact  — or  supposed  fact,  we  feel  we 
have  to  take  issue.  We  refer  to  the  following, 
which  appeared  on  page  75. 

“RISTOCETIN  (ARBOTT)  - they  claim  su- 
periority, too,  but  it’s  still  novobiocin.” 

First,  we  may  say  that  we  do  not  claim  any- 
thing as  yet  for  Ristocetin.  This  antibiotic  is 
still  under  clinical  trial,  so  that  we  may  evaluate 
its  action  and  establish  in  a proper  manner 
what  claims  we  may  make  eventually,  if  the 
antibiotic  is  marketed.  Secondly,  novobiocin  is 
derived  by  fermentation  of  the  Streptomyces 
niveus.  Ristocetin  is  derived  from  the  fermenta- 
tion of  a new  species  of  actinomycetes,  Noeardia 
lurida.  Ristocetin  is  an  entirely  new  antibiotic 
and  is  not  related  to  novobiocin  or  any  other 
antibiotic  presently  available. 

It  takes  a disproportionate  amount  of  truth 
to  counteract  a small  amount  of  misinforma- 
tion. It  is  certainly  not  helpful  to  anyone  if  the 
medical  readers  of  your  journal  are  left  with  the 
impression  that  Ristoeetin  is  another  tradename 
for  novobiocin.  We  think  we  would  not  be  out 
of  plaee  in  asking  you  to  print  a small  correction 
of  this  misstatement,  so  that  your  readers  may  be 
informed  of  the  true  faets  concerning  Ristocetin. 

We  would  certainly  appreciate  this  courtesy, 
and  we  hope  that  you  will  not  resent  our  bring- 
ing this  matter  to  your  attention. 

Yours  sincerely,  Rrian  Lees,  M.R.C.P. 
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WILLIAM  VINCENT  WHITMORE,  M.D. 

(Tucson,  1892-) 


Dr.  WHITMORE  was  born  in  Bowdoinham, 
Maine,  April  16,  1862.  He  is  the  son  of  Thomas 
P.  and  Esther  M.  (Given).  His  father,  of  Eng- 
lish descent,  was  a native  of  Maine,  while  his 
mother,  of  Scotch-Irish  descent,  was  a native  of 
New  York. 

William  was  next  to  the  youngest  of  5 chil- 
dren, 4 of  whom  — 1 brother  and  2 sisters  — are 
still  living  (1933).  In  1880  he  entered  Nichols 
Latin  School,  at  Lewiston,  Maine,  graduating 
in  1881.  Here  he  made  a commendable  record, 
receiving  the  prize  for  excellence  in  Latin  and 
Greek. 

He  then  entered  Bates  Gollege.  In  scholar- 
ship during  his  4 years  there  his  record  was 
creditable.  At  his  graduation  in  1885,  with  the 
degree  of  Bachelor  of  Arts,  he  was  given  an 
“honor”  in  Psychology  and  was  one  of  the  Gom- 
mencement  Speakers. 

In  the  fall  of  1885  he  entered  the  Gollege  of 
Physicians  and  Surgeons  in  New  York  Gity  — 
the  Medical  Department  of  Golumbia  Univer- 
sity. But  one  year  later  he  came  west,  joining 
his  only  brother  in  San  Diego  Gounty,  Galifor- 
nia.  In  the  fall  of  1888  he  resumed  his  medical 
studies  at  the  Medical  Department  of  the  Uni- 
versity of  Southern  Galifornia,  at  Los  Angeles, 
and  was  graduated  April  16,  1890. 

UNUSUAL  EXPERIENGES 

Hospital  Internship  — During  the  vacation 
preceding  the  senior  year  at  the  Medical  Gol- 
lege, he  had  been  Head  Night  Nurse  at  the 
Los  Angeles  Gounty  Hospital  — now  the  Los 
Angeles  General  Hospital.  He  continued  this 
position  for  one  month  after  the  opening  of  the 
Medical  Gollege  — sleeping  Saturdays  and  Sun- 
days. Then  a vacancy  occurred  in  the  Intern- 
ship and  he  was  promoted  to  that  position,  serv- 
ing 6 months  before  he  had  received  his  medical 
degree. 

At  the  close  of  his  term  as  Interne  at  the  hos- 
pital he  practiced  medicine  at  Wilmington,  Gali- 
fornia for  one  and  a half  years.  In  April,  1892 
he  came  to  Tucson  to  be  Assistant  to  Dr.  Good- 
fellow,  and  until  his  retirement  in  1929,  was  in 
constant  practice  of  his  profession  there. 


William  Vincent  Whitmore,  M.D. 


Arizona  Medical  Association  — He  joined  the 
Arizona  Medical  Association  in  1897  being  the 
second  man  from  Pima  Gounty  to  attend  its 
session.  One  year  later  he  was  elected  Presi- 
dent of  the  organization,  being  now  (1933)  the 
earliest  President  still  living. 

During  the  last  30  years  he  has  written  more 
obituaries  of  his  colleagues  than  any  medical 
man  in  Arizona.  In  fact,  it  has  been  the  wonder 
of  the  profession  where  Dr.  Whitmore  found  so 
many  “nice  things”  to  say  about  his  confreres  — 
living  and  dead. 

Arizona  Board  Medical  Examiners  — For  7 
year  (1905-1912)  he  was  a member  of  the  Ari- 
zona Board  Medical  Examiners,  being  President 
for  3 years.  During  this  period  the  Board  es- 
tablished the  reputation  of  conducting  rather 
rigid  — though  practical  and  absolutely  fair  — 
examinations. 

Other  Positions  — In  1907-1910  he  served  as 
Health  Officer  of  Pima  Gounty;  and  in  1910 
was  Delegate  from  the  Arizona  Medical  Asso- 
ciation to  the  American  Medical  Association  at 
the  session  held  in  St.  Louis. 

SPEGIALTY 

Dr.  Whitmore  has  preferred  to  be  known  as 


an  entirely  new,  readily  soluble, 
single  sulfonamide  exhibiting 

excellent  antibacterial  action 
at  radically  reduced  dosage 


KYNEX  SETS  A NEW  STANDARD  FOR  SULFA  THERAPY 


LOW  DOSAGE:  a total  maintenance  dose  of  only  2 tablets 
daily. 

SOLUBILITY:  prompt  absorption,  ready  diffusion  into  body 
fluid  and  tissue. 

PROLONGED  ACTION:  therapeutic  blood  levels  within 
the  hour,  blood  concentration  peaks  within  2 hours— 5-10  mg. 
per  cent  blood  levels  persist  24  hours  after  a single  oral  dose 
of  1 Gm. 

BROAD-RANGE  EFFECTIVENESS:  Kynex  is  particularly 
efficient  in  urinary  tract  infections  due  to  sulfonamide-sen- 
sitive organisms,  including  E.  coli,  Aerobacter  aerogenes, 
paracolon  bacilli,  streptococci,  staphylococci.  Gram-negative 
rods,  diphtheroides  and  Gram-positive  cocci. 

•ft£Q.  U.  S.  PAT.  OFF. 


SAFETY:  Kynex  offers  a margin  of  clinical  safety  based  on 
low  required  dosage,  solubility,  slow  excretion  rate.  Although 
Kynex  Sulfamethoxypyridazine  is  a sulfonamide  derivative 
and  the  usual  precautions  regarding  such  drugs  should  be 
observed,  the  low  daily  dose  of  1.0  Gm.  is  all  that  is  required 
for  therapeutic  blood  levels.  No  increase  in  dosage  is  recom- 
mended. 

CONVENIENCE:  The  low  adult  dose  of  1 Gm.  (2tablets)  per 
day  offers  optimal  convenience  and  acceptance  to  patients. 

TABLETS:  Each  contains  0.5  Gm.  (TVa  grains)  sulfamethoxy- 
pyridazine. Bottles  of  24  and  100. 

SYRUP:  Each  teaspoonful  (5  cc.)  contains  250  mg.  sulfa- 
methoxypyridazine. Bottle  of  4 fl.  oz. 
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the  last  “general  practitioner  of  medicine”  in 
captivity.  However,  for  35  years  he  averaged 
100  anesthetics  each  year;  and,  during  the  3 
years  that  he  was  County  Health  Officer,  the 
records,  which  passed  through  his  hands,  reveal- 
ed the  fact  that  more  than  one-third  of  the 
Birth  Certificates  recorded  in  Pima  County  dur- 
ing that  period  bore  his  signature. 

Then,  his  chief  diversion  was  education  ad- 
ministration — Tucson  School  Board  12  years. 
Regent  of  U of  A 2 years,  1897-98  — 7 years  un- 
der Hunt  beginning  1914. 

Domestic  Relations  — On  April  16,  1891  — 
another  birthday  anniversary  — he  was  married 
to  Miss  Lulu  W.  Hill.  She  died  in  1898,  leav- 
ing a son  — William  V.,  Jr.  — Ripon  College, 
’22.  Of  the  son’s  15  months*  service  overseas, 
his  Major  states;  “The  best  known  and  the  brav- 
est man  in  his  regiment.” 

December  31,  1902,  Dr.  Whitmore  married 
Miss  Opal  Le  Baron  McCaughey  — former 
teaeher  of  the  University  of  Arizona.  They  have 
one  son,  Paul  — an  Electrical  Engineer  and  In- 
ventor — University  of  Arizona,  ’23.  He  had 
the  distinction  of  being  the  youngest  student 
to  enroll  in  the  history  of  the  institution. 

Since  Dr.  Whitmore’s  retirement  from  the 
practice  of  medicine,  in  1929,  he  has  devoted 
considerable  time  to  the  preparation  of  various 
articles.  In  the  fall  of  1931  one  of  the  Tucson 
papers  published  a series  of  articles  — 10  in 
number  — “character  Sketches  of  the  Presidents 
of  the  University.”  Letters  most  kind  and  ap- 
preciative were  received  from  several  of  his 
“victims”.  Surprise  was  expressed  at  his  “ac- 
curacy of  details”  and  at  his  ability  to  “remem- 
ber the  spirit  in  which  things  were  done.” 

From  these  10  sketches  the  University  Alum- 
nus published  a single,  condensed  sketch  of  the 
Presidents. 

His  latest  work  has  been  to  assist  Dr.  Orville 
Harry  Brown,  Editor  of  the  History  of  Arizona 
Medicine,  in  securing  data  concerning  many  of 
the  deceased  medical  men  of  Pima  County. 
About  40  such  have  been  resurrected.  Sketches 
of  a few  of  the  most  outstanding  — and  some 
of  these  earlier  men  were  outstanding  — have 
appeared  in  a local  paper.  Of  these  the  State 
Historian  writes:  “These  are  important  contri- 
butions indeed  to  the  general  as  well  as  the 
medical  history  of  Arizona.” 


EVERY  WOMAN 
WHO  SUFFERS 
IN  THE 
MENOPAUSE 
DESERVES 
"PREM  ARIN: 

widely  used 
natural,  oral 
estrogen 


AYERST  LABORATORIES 
New  York,  N.  Y.  • Montreal,  Canada 
.^645 
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CONFIRMED  THERAPEUTIC  UTILITY^ 


Pro-Banthine!.. 

A Primary  Drug  in  Peptic  Ulcer 


relieved 

promptly.^ 


secretion  deir eased 
tJJutilLl\ 


motility  , ' 

inhibited  tonsislenlly 


Among  the  many  clinical  indications  for 
Pro-BanthIne  (brand  of  propantheline  bro- 
mide), peptic  ulcer  is  foremost.  During 
treatment,  Pro-Banthine  has  been  shown 
repeatedly  to  be  a singularly  valuable  agent 
when  used  in  conjunction  with  diet,  antacids, 
sedation  and  psychotherapy  as  required. 
Lichstein  and  his  associates*  report  that 
Pro-Banthine  “proved  almost  invariably 
effective  in  the  relief  of  ulcer  pain,  in  de- 
pressing gastric  secretory  volume  and  in 
inhibiting  gastrointestinal  motility.  The 


incidence  of  side  effects  was  minimal.  . . 

The  therapeutic  utility  and  effectiveness  of 
Pro-Banthine  in  the  treatment  of  peptic  ulcer 
are  repeatedly  confirmed  in  the  medical  lit- 
erature. Dosage:  One  tablet  with  each  meal 
and  two  tablets  at  bedtime.  G.  D.  Searle  & 
Co.,  Chicago  80,  Illinois,  Research  in  the 
Service  of  Medicine. 


*Lichstein,  J.;  Morehouse,  M.  G.,  and  Osmon,  K.  L. : Pro- 
Banthine  in  the  Treatment  of  Peptic  Ulcer.  A Clinical 
Evaluation  with  Gastric  Secretory,  Motility  and  Gastro- 
scopic  Studies.  Report  of  60  cases.  Am.  J.  M.  Sc.  232:156 
(Aug.)  1956. 
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RX.,  DX.,  AND  DRS. 

By  Guillermo  Osier,  M.D. 


the  internists  are  dancing  in  the  streets  and 
hallways  about  the  new  test  for  MYOCARDIAL 
INFARCTION,  ‘SERUM-GOT’.  . . . S-GOT,  as  it 
is  called,  is  an  enzyme  (glutamic-oxalacetic  tran- 
saminase). It  is  widely  distributed  in  all  body 
tissues,  but  especially  in  heart  muscle.  The  nor- 
mal for  serum  is  5 to  33  units  per  ml.  (or  cc.).  It 
is  tested  for  by  a relatively  simple  spectrophoto- 
metric  assay.  The  serum  level  leaps  upward  from 
two  to  thirty  times  normal  when  infarction  occurs, 
due  to  an  escape  of  the  enzyme  from  the  injured 
cells.  . . . The  test  is  therefore  valuable  to  con- 
firm conventional  studies,  or  as  a new  means  of 
establishing  diagnosis  when  an  unequivocal  diag- 
nosis can  not  be  made.  ...  It  may  be  elevated  in 
other  conditions,  including  myocarditis,  active 
liver  damage,  acute  pancreatitis,  pulmonary  and 
cerebral  infarctions,  hemolytic  crises,  surgery  and 
crushing  injuries,  and  dermatomyositis,  so  that  it 
does  not  eliminate  the  need  for  clinical  acumen. 
...  It  is  normal  in  pericarditis,  angina  pectoris  or 
coronary  insufficiency,  infectious  diseases,  plain 
rheumatic  fever,  acute  cholecystitis,  peptic  ulcer, 
and  all  types  of  arthritis.  There  is  no  correlation 
to  the  WBC  count  or  sed.  rate,  tho  body  tempera- 
ture elevations  are  parallel.  . . . The  peak  S-GOT 
values  are  reached  on  the  first  day,  averaging  160 
units,  and  drop  rapidly  to  normal  by  the  fifth  day. 
When  only  ST  and  T wave  changes  were  present 
the  peak  values  were  100  units  at  30  hours,  and 
normal  levels  by  60  hours.  . . . Ostrow,  Ficklin 
and  Evans  found  100%  correlation  in  18  cases 
which  went  to  autopsy  (Med.  Annals  of  the  D. 
of  C.).  Their  graphs  show  very  abrupt  and  im- 
pressive ‘steeple’  curves. 


Dr.  U.  V.  Porlmann  of  Tucson  has  been  able  io 
help  the  edilor  of  'Queries  and  Minor  Notes',  in  a 
recenl  J.A.M.A.,  to  complete  the  treatment  of 
SALIVARY  FISTULA.  He  urges  radiation,  which 
he  has  found  to  be  better  than  radical  surgery, 
and  which  he  has  reported  several  times  between 
1935  and  1950. 


A small  series  of  cases  is  almost  as  futile  as  a 
single  case-report  in  providing  safe  conclusions. 
Gerisch  and  Moehlig  of  Detroit  reported  on  the 
use  of  METHYL  TESTOSTERONE  FOR  MI- 
GRAINE of  women  in  1949.  They  found  relief  in 
88.5%  of  35  patients.  . . . Moehlig  now  reports  60 
cases,  with  a longer  period  of  observation,  and 
has  found  that  81%  were  relieved.  . . . He  has 
changed  the  dosage  from  20  to  10  mg.  per  day  for 
4 weeks,  followed  by  10  mg.  every  other  day  for 
an  additional  8 to  16  weeks.  Therapy  was  stop- 


ped if  there  was  no  relief  by  then.  Some  persons 
continued  every  third  day  for  3 years.  ...  If  a 
relapse  occurred,  as  it  did  in  22%,  the  drug  was 
again  given  for  4 to  8 weeks.  Relapses  were 
usually  very  mild,  and  renewed  use  of  the  drug 
was  regularly  effective.  . . . Eighty  per  cent  had 
a family  history  of  migraine;  71%  had  tall  family 
members;  60%  had  a high-arched  palate;  80% 
had  unilateral  headaches;  90%  had  emeses,  and 
all  were  nauseated  with  attacks.  . . . The  Methyl 
testosterone  caused  hirsutism  in  20%,  acne  in 
45%,  voice  change  in  21%,  irregular  menses  in 
48%,  increase  in  weight  in  66%,  nervousness  in 
30%,  and  an  increase  in  libido  in  46.6%.  (The  last- 
named  change  was  the  only  one  about  which 
patients  did  not  complain). 


Medical  Economics,  a small  journal  which  most 
of  us  know,  fold  of  a method  by  which  a family 
could  SELECT  AN  M.D.  when  they  move  to  a 
new  community.  It  was  supposedly  described  by 
their  former  family  doctor,  — "Ask  your  neigh- 
bors the  names  of  their  physicians.  Try  them  out 
by  finding  how  much  time  they  spend  reading 
medical  journals.  Cancel  off  those  who  don't".  . . . 
The  weakness  of  the  plan  is  how  to  find  out  who 
DOESN'T  read.  ...  I guess  we  can  skip  that  smart 
sports  jacket,  that  conservative  new  car,  or  that 
electro-cardiograph.  Just  carry  a couple  of  medi- 
cal mags  at  all  times. 


Additional  information  on  AGAMMAGLOBU- 
LINEMIA becomes  available  every  few  months. 
The  basic  defect  is  a deficiency  of  immunoglobu- 
lins, mostly  in  the  gamma  globulin  fraction  of 
plasma  proteins.  This  is  due  to  inadequate  pro- 
duction, since  it  is  logical,  and  since  excessive  loss 
and  excessive  catabolism  have  been  ruled  out.  . . . 
(A  secondary  type  may  result  from  nephrosis, 
nutritional  deficiency,  Hodgkin’s,  multiple  mye- 
loma, sarcoidosis,  et  al).  . . . The  idiopathic  syn- 
drome produces  a spontaneous,  recurrent,  severe 
infection,  usually  of  bacterial  origin,  in  an  other- 
wise well  male  or  female.  It  differs  from  the 
congenital  type  in  the  sex,  age,  good  health, 
response,  etc. 


CHEST  DISEASES  may  result  from  AGAM- 
MAGLOBULINEMIA, and  Good  and  Mazzitello 
have  reported  on  8 of  their  own  cases,  and  a total 
of  43  reported  cases.  There  were  24  congenital 
and  19  acquired  cases.  . • . Four  of  each  group 
developed  bronchiectasis.  The  exudate  in  lung 
lesions  shows  a typical  absence  of  plasma  cells. 
. . . The  respiratory  infections  included  lobar  or 
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An  Ethical  Professional 
Service  for  Your  Patients 
Founded  1936 


Doctor,  Mr.  Jones  is  financing  a hospital  bill  and 
has  asked  about  including  your  bill. 

"Would  you  like  your  bill  included?" 

Many  times  patients  ask  about  including  other  bills. 
We  believe  it  to  be  a courtesy  to  the  doctor  to  phone 
and  ask  about  his  bill.  After  all,  M & D is  here  to 
serve  the  professions. 

Some  doctors  have  asked  that  we  include  their  bill 
anytime  we  are  financing  the  hospital  bill.  One 
doctor  remarked,  “If  they  need  to  take  a year  or 
two  on  payments  to  pay  the  hospital.  Til  be  money 
ahead  to  be  paid  now  rather  than  wait  a year  or  two.“ 

It  is  true  that  often  the  reason  a patient  has  trouble 
paying  you  is  that  he  has  a number  of  other  medical 
bills.  It  is  true,  too,  that  people  like  to  group  all 
their  obligations  in  one  monthly  payment. 


p 
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bronchopneumonia,  meningitis,  otitis  media,  sinu- 
sitis, empyema,  lung  abscess,  atelectasis,  and  pul- 
monary fibrosis.  Virus  diseases  did  not  present  a 
serious  problem.  . . . Gamma  globulin  provided 
help  and  replacement  in  children;  antibiotics 
seemed  to  help  many  adults. 


Dr.  Tom  Shaffer  of  the  pediatrics  department  of 
Ohio  State  warns  us  again  that  hospital  staff 
members  may  carry  strains  of  PENICILLIN-RE- 
SISTANT STAPHLOCOCCUS.  (‘HOSPITALS’, 
J.A.H.A.).  They  are  a serious  hazard  to  newborn 
infants.  Seven  nurses  were  found  to  be  carriers 
in  a recent  outbreak  in  his  hospital.  The  infec- 
tions may  not  develop  until  after  discharge,  thus 
masking  evidence  of  an  epidemic.  . . . Erythromy- 
cin is  effective  in  controlling  such  strains. 


The  SERUM  PROTEIN-BOUND  IODINE  level, 
or  PBI,  has  moved  in  to  replace  the  basal  meta- 
bolism rale  (BMR)  and  seum  cholesterol  lest  as 
a diagnostic  measure  in  thyroid  problems,  . . . 
The  PBI  is  an  indication  of  the  circulating  thy- 
roxine, and  therefore  a measure  of  the  metabolic 
status  of  the  patient.  . . . The  B.M.R.  is  only  a 
measure  of  oxygen  consumption,  and  may  be  af- 
fected by  any  factor  which  modifies  that  rate.  The 
PBI  is  NOT  affected  by  non-thyroid  conditions 
which  increase  the  BMR  (essential  hypertension, 
cardiac  failure,  infectious  disease,  etc.)  and  those 
which  decrease  it  (exhaustion,  pituitary  dysfunc- 
tion, sexual  neurosis,  etc.),  as  well  as  conditions 
in  which  it  is  hard  to  make  tests  (infancy,  appre- 
hension, chorea.  Parkinsonism,  cerebral  injuries, 
overaclivity,  etc.). 


The  SAFETY  OF  PATIENTS  IN  PRESSURIZED 
COMMERCIAL  AIRPLANES  has  been  mentioned 
in  ARIZONA  MEDICINE  on  several  occasions 
since  1948.  Dr.  L.  G.  Lederer  of  Capital  Airlines 
adds  a few  items  in  a recent  communication.  The 
usual  cabin  can  be  pressurized  to  8,000  ft.  at  an 
altitude  of  22,000  ft.,  and  the  new  ‘Viscount’  can 
be  kept  at  6,000  ft.  pressure  level.  ...  A person 
with  a pneumonectomy  can  tolerate  an  altitude  of 
10,000  feet  provided  his  mediastinum  is  stable.  . . . 
The  old  fears  were  based  on  lack  of  pressurizing, 
the  presence  of  pneumotherapy,  and  a lack  of 
available  oxygen  supply. 


PHARMACY  NOTES,  — NYSTATIN  (Mycos- 
ialin)  is  a drug  which  has  offered  promise  for 
monilia  and  fungus  infections.  It  is  now  reported 
as  being  very  effective  in  the  treatment  of  MONI- 
LIAL  VAGINITIS  (Pace  and  Schantz,  J.A.M.A.). 
. . . There  were  59  cases  with  monilia  infections 
in  76  consecutive  cases  of  vaginitis.  Thirty-one 
were  in  pregnant  women.  They  were  all  treated 
with  nystatin  tablets  per  vaginum,  and  there  was 
no  toxicity.  All  of  the  pregnant  patients,  and 
98.3%  of  the  entire  59  with  monilia,  responded. 
Fourteen  patients  relapsed  in  a few  weeks  after 


cessation  of  treatment,  but  responded  again  at 
once.  . . . Seventeen  non-monilial  infections,  6 of 
which  were  trichomonas,  had  a poor  response  (2 
cases)  to  Nystatin.  . . . Sounds  like  a good  pros- 
pect. 

Avery  of  Maryland  reports  that  a single  dose 
of  PROMETHAZINE  (Phenergan  HCl)  eradi- 
cated PIN'WORM  INFECTION  in  97%  of  100  chil- 
dren. This  is  a new  claim  for  an  anti-histamine 
drug. 

Wilson  of  Denver  has  found  PHENYLBUTA- 
ZONE (Pyrazolone)  to  be  effective  against  attacks 
of  GOUT.  Again,  a single  dose  does  the  trick 
(using  400  to  800  mg.)  within  4 hours.  Smaller 
doses  (100  mg.  every  4 hours)  controlled  the  pain 
within  24  hours,  and  the  joint  inflammation  in  72 
hours. 

As  the  man  says,  try  them  if  you  need  to,  and 
keep  your  eyes  open  and  your  fingers  crossed. 


An  Anglo-Saxon  medical  manuscript  has 
brought  our  attention  to  some  INERT  DRUGS 
WITH  ODD  NAMES.  Most  of  the  materials  used 
about  200  years  ago  are  now  found  in  candy  or 
beverages.  . . . “For  LUNG  DISEASE,  henbane, 
mulberry,  horehound,  betony;  boil  into  an  ale  and 
drink  at  times”.  . . . “FOR  HEARTACHE,  take 
broad-bishopwort,  field  bishopwort,  great-wort, 
comfrey,  sweet-gale,  hind-heal,  organe,  stitchwort, 
horehound,  sage,  alehoof,  agrimony,  cinquefoil, 
black  hellebore,  gentian,  mugwort,  southernwood, 
pound  all  together;  make  an  ale”.  ...  “A  SALVE 
AGAINST  TUMOURS,  — water  cucumber,  a 
handful  of  spearmint,  dittany,  woodwax,  mul- 
berry; boil  in  malt-ale;  squeeze  thru  a linen  cloth; 
then  take  the  madder,  dry  it  in  an  oven;  grind 
a handful  of  red-cabbage  seed  in  a peppermill; 
boil  it  altogether,  not  too  hard;  use  it  three  times 
a week,  as  is  most  convenient.  . . . Who  cares 
for  tranquilizers?  They  never  serve  them  in  ale! 


You  can  gel  gray  hair  over  Ihe  action  of  tyro- 
sinase. The  GRAYING  OF  HAIR  IS  almost  al- 
ways genetically  induced,  tho  it  may  occasionally 
be  caused  by  vitamin  deficiencies  or  toxic  agents. 
The  basic  cause  is  a loss  of  the  function  of  tyro- 
sinase, since  COLORATION  IS  DUE  TO  THE 
ENZYMATIC  OXIDATION  OF  TYROSINE  IN 
THE  MELANOCYTES,  situated  between  the  ger- 
minative  cells  of  the  hair.  ...  If  the  melanocytes 
don't  have  tyrosinase,  you've  had  it.  young  or  old. 
All  the  melanocytes  in  a hair  lose  their  ability  at 
the  same  time,  so  that  there  are  no  mid-stages  to 
graying. 


Unopposed  General  Practice 

Located  at  15th  Ave.  and  Encanto 
Refrigerated.  Rental  $150.00  per  month. 

CALL  AL  3-5352 
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How 


The  Best  Tasting 
Aspirin  you  can  prescribe. 

The  Flavor  Remains  Stable 
down  to  the  last  tablet. 


25^  Bottle  of  48  tablets  (1^^  grs.  each). 


We  will  be  pleased  to  send  samples  on  request. 


THE  BAYER  COMPANY  DIVISION 

of  Sterling  Drug  Inc. 

1450  Broadway,  New  York  18,  N.  Y, 
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THE  OPERATION  OF  THE  COMPACT 
FOR  WESTERN  REGIONAL 
COOPERATION  IN  HIGHER 
EDUCATION 

RIEFLY,  the  essential  facts  concerning  the 
Western  Interstate  Commission  for  Higher  Edu- 
cation and  the  position  of  Arizona  in  this  or- 
ganization are  these: 

1.  The  Commission  is  organized  under  a 
Compact  between  most  of  the  western  states 
who  have  entered  into  agreements  with  one 
another  so  that  qualified  students  of  states  that 
do  not  possess  certain  professional  schools  are 
enabled  to  attend  such  schools  in  other  states 
at  a cost  that  is  approximately  the  same  as  the 
cost  to  residents  of  the  other  state  in  question. 
The  professional  schools  involved  are  those  of 
medicine,  dentistry  and  veterinary  medicine. 

2.  To  date,  ten  of  the  eleven  western  states 
and  one  territorydiave  joined  the  Compact:  Ari- 
zona, California,  Colorado,  Idaho,  Montana, 
New  Mexico,  Oregon,  Utah,  Washington,  Wyo- 
ming and  Alaska. 

3.  Under  the  Compact,  qualified  students 

from  Arizona  may  be  certified  by  the  Commis- 
sion for:  (1)  the  study  of  medicine  at  the 

University  of  California  (San  Francisco  and 
Los  Angeles),  University  of  Colorado,  Univers- 
ity of  Oregon,  private  schools  within  these  states 
which  elect  to  take  part  in  the  program  (such 
as  Stanford,  U.S.C.,  etc.);  (2)  the  study  of 
dentistry  at  the  University  of  California,  Uni- 
versity of  Oregon  or  the  University  of  Wash- 
ington in  addition  to  any  of  the  private  in- 
stitutions which  elect  to  take  part  in  the  pro- 
gram ( such  as  the  College  of  Physicians  and 
Surgeons  and  U.S.C.);  and  (3)  the  study  of 
veterinary  medicine  at  the  University  of  Cali- 
fornia, Colorado  A and  M or  Washington  State 
College.  Since  this  is  a regional  compact,  no 
provisions  can  be  made  for  study  at  a profes- 
sional school  outside  the  Compact  area  (em- 
bracing the  states  listed  above). 

4.  The  number  of  Arizona  students  to  re- 
ceive these  benefits  depends  on  the  number  of 
Arizona  students  the  schools  in  (jnestion  can 
accept  and  the  funds  supplied  by  the  Arizona 
legislature.  This  number  may  vary  from  year 
to  year. 

5.  The  benefits  are  awarded  on  an  annual 
basis  and  a student  may  receive  them  for  one 
year  or  for  the  entire  period  he  is  in  profes- 


sional school,  assuming  he  remains  eligible  for 
the  benefits  and  assuming  further  that  the  Ari- 
zona legislature  continues  to  appropriate  the 
necessary  funds. 

6.  To  be  eligible  for  state  aid,  an  Arizona 
student  must  be  a citizen  of  the  United  States 
and  have  been  a resident  of  the  state  of  Arizona 
for  the  last  ten  years  or  longer. 

7.  To  receive  aid,  the  student  must  agree  to 
return  to  Arizona  and  practice  in  this  state  for 
two  years  for  each  year  he  received  state  aid 
or  to  repay  to  the  state  the  sums  expended 
in  his  behalf  as  specified  in  paragraph  8 below. 
If  the  student  does  practice  in  Arizona  the 
specified  length  of  time,  his  obligation  to  the 
state  is  discharged  thereby.  If  he  does  not  wish 
to  practice  here,  he  may  repay  all  or  any  portion 
of  the  debt  not  discharged  by  practice  with  4% 
interest  and  be  relieved  of  this  obligation.  (See 
section  4 of  Senate  Bill  115  of  the  Twenty  First 
Legislature). 

8.  The  benefit  to  the  student  who  accepts 
aid  from  the  state  of  Arizona  derives  from  the 
fact  that  the  state  will  pay  to  the  school  con- 
cerned $2000.00  per  year  for  a medical  student, 
$1600.00  per  year  for  a dental  student  and 
$1200.00  per  year  for  a student  of  veterinary 
medicine.  These  sums  have  been  agreed  upon 
by  members  of  the  Compact  as  representing  a 
reasonable  portion  of  the  cost  to  the  school 
concerned  of  educating  one  student  for  one 
year.  The  money  so  received  is  used  by  the 
receiving  institutions  to  defray  the  expense  of 
educating  out-of-state  students  and  to  increase 
their  instructional  facilities  so  that  such  students 
need  pay  only  the  fee  required  of  the  in-state 
students  of  the  school  in  question.  Thus,  Arizona 
students  attending  the  University  of  Colorado 
Medical  School  pay  approximately  the  same 
fees  that  Colorado  residents  pay,  Arizona  stu- 
dents attending  the  University  of  Oregon  Dental 
School  pay  approximately  the  same  fees  that 
Oregon  residents  pay,  etc. 

9.  At  the  time  of  writing,  some  question 
remains  concerning  the  benefits  Arizona  stu- 
dents will  receive  at  private  institutions.  Since 
the  private  institutions  do  not  differentiate  be- 
tween out-of-state  students  and  residents  of  the 
state  in  which  they  are  located,  they  do  not 
seem  to  fit  into  the  scheme  the  Commission  has 
set  up  for  defraying  the  non-resident  tuition. 
At  the  present  time  two  private  medical  schools 
( Stanford  and  The  College  of  Medical  Evangel- 
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ists)  and  tw'O  private  dental  schools  (The  Col- 
lege of  Physicians  and  Surgeons  and  The  Col- 
lege of  Medical  Evangelists)  have  entered  the 
Commission  program  by  arranging  a tuition 
rebate  to  certified  students  from  Arizona.  The 
amount  of  rebate  varies  with  the  institution. 
For  further  infonnation  on  this  point,  the  stu- 
dent is  advised  to  write  the  Executive  Secretary 
of  the  Arizona  Commission. 

10.  The  matter  of  admission  to  any  profes- 
sional school  is  entirely  in  the  hands  of  the 
professional  school  concerned.  The  student  who 
wishes  to  apply  for  financial  aid  must  be  ac- 
cepted by  the  professional  school  of  his  choice 
after  making  application  in  the  usual  way.  Since 
in  some  cases  his  application  may  be  affected 
by  his  eligibility  to  participate  in  the  Compact 
Program,  the  student  should  apply  to  the  Ari- 
zona Commission  for  financial  assistance  under 
the  terms  of  the  Compact  AT  THE  SAME 
TIME  HE  APPLIES  TO  PROFESSIONAL 
SCHOOL  for  admission. 

DIRECTIONS  FOR  APPLYING  FOR 
ASSISTANCE  UNDER  THE  TERMS 
OF  THE  COMPACT 

If,  after  reading  the  above  information,  you 
feel  that  you  are  eligible  for  financial  assistance 
under  the  Compact  and  wish  to  apply  for  it, 
.you  should  take  the  following  steps: 

1.  Apply  directly  to  the  professional  school 
of  your  choice  for  admission.  The  matter  of 
admission  is  administered  entirely  by  the  school 
in  question  and  cannot  be  determined  or  in- 
fluenced by  the  Commission. 

Applications  must  be  in  the  hands  of  the 
professional  schools  concerned  prior  to  the  fol- 
lowing deadlines. 

For  medical  schools.  November  15 

For  dental  schools : December  I 

For  veterinary  schools:  April  I 

2.  AT  THE  SAME  TIME,  submit  your  ap- 
plication for  assistance  to  the  Arizona  Com- 
mission. Your  application  material  must  include: 

a.  A completed  RESIDENCE  AFFIDAVIT 
properly  signed  and  notarized. 

b.  TWO  COPIES  of  an  APPLICATION  FOR 
CERTIFICATION,  properly  signed. 

c.  Two  snapshots  to  fit  the  space  provided 
on  the  application  blank.  Do  not  attach  to  the 
blank. 

d.  A signed  white  copy  of  the  CONTRACT 


WITH  STUDENT.  The  pink  copy  is  for  your 
reference  and  should  be  retained  for  your  files. 

3.  Arrangement  to  have  transcripts  of  all 
your  college  work  sent  directly  to  the  Com- 
mission. If  you  have  attended  more  than  one 
institution  of  college  level,  transcripts  must  be 
obtained  from  each  such  institution.  If  part 
of  your  pre-professional  work  is  in  progress 
at  the  time  this  application  is  made,  supple- 
mental transcripts  of  the  uncompleted  work 
should  be  sent  to  the  Arizona  Commission  as 
soon  as  the  work  in  question  is  completed. 

4.  In  order  to  be  given  full  consideration,  ap- 
plications must  be  received  in  completed  form 
(together  with  all  supporting  material)  in  the 
office  of  the  Arizona  Commission  on  or  before 
the  following  deadlines: 

For  medical  students:  November  15 

For  dental  students:  December  I 

For  veterinary  students:  April  I 

Applicants  received  on  or  before  these  dead- 
lines will  be  given  full  consideration  for  cer- 
tification for  the  classes  beginning  the  following 
September. 

Late  applications  will  be  considered  by  the 
Commission  if  there  are  uncommitted  funds 
available.  The  student  is  urged  to  meet  the 
deadlines,  however,  for  the  Commission  will 
be  unable  to  help  him  if  the  funds  have  been 
entirely  committed  or  the  classes  at  the  pro- 
fessional schools  have  been  filled. 

All  correspondence  with  the  Arizona  Com- 
mission should  be  directed  to  the  Executive 
Secretary  of  the  Commission  at  the  University 
of  Arizona. 

Herbert  D.  Rhodes 
Department  of  Chemistry 
University  of  Arizona 
Tucson,  Arizona 


WIKLE'S 

Specializing  In 

OFFICE  SUPPLIES 

22  East  Monroe 
Alpine  8-1 581 
Phoenix,  Arizona 
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THE  CASE  AGAINST  BIG  GOVERN- 
MENT AND  ITS  POWER  TO  TAX 

L.  D.  Sprague,  M.D. 

T AXATION  has  been  the  cause  of  more  bloody 
revolutions  in  the  history  of  government  than 
any  other  one  provocation.  It  precipitated  our 
own  Revolution  which  resulted  in  the  founding 
of  the  United  States  of  America.  We  are  now 
in  somewhat  the  same  boat  as  were  our  found- 
ing fathers  just  prior  to  1789.  We,  the  people, 
must,  as  they  did  then,  reassert  and  redefine  the 
constitutional  limitations  on  the  functions  of 
government. 

The  Eisenhower  budget  is  the  largest  peace- 
time financial  document  in  our  history  — $71.8 
billion  — and  makes  sort  of  a dime  store  out- 
lay of  the  new  deal  and  the  fair  deal.  Not  in- 
dicated in  budget  expenditures  is  a large  vol- 
ume of  spending  which  is  involved  in  the  so- 
called  trust  funds.  These  expenditures,  added 
to  the  net  budget  spending,  bring  the  figure  up 
to  about  $83  billion.  When  F.D.R.  was  elected 
to  office  on  an  “economy  program”  he  accused 
former  President  Hoover  of  being  a “spend- 
thrift and  throwing  discretion  to  the  winds”. 
Mr.  Hoover  was  then  spending  less  than  $4 
billion  a year  to  run  the  Federal  Government! 
Within  six  months  after  his  election  Roosevelt 
changed  his  course  and  began  an  orgy  of  spend- 
ing which  has  continued  to  this  day  under 
both  Democratic  and  Republican  administra- 
tions. 

In  the  past  twenty  years  the  Federal  debt 
has  risen  from  $22  billion  to  $280.8  billion!  In- 
terest alone  on  this  huge  sum,  amounting  to 
$7.4  billion,  requires  10%  of  the  total  tax  re- 
ceipts. Senator  Byrd,  chairman  of  the  Senate 
Finance  Committee,  has  stated,  “It  is  possible 
and  in  fact  probable  that  before  this  astronom- 
ical sum  is  paid  off,  if  it  ever  is,  the  interest 
charge  will  exceed  the  principal.”  The  Federal 
debt  is  equivalent  to  the  full  value  of  all  the 
land,  all  the  buildings,  all  the  mines,  all  the 
machinery,  all  the  livestock  — everything  of 
tangible  value  in  the  United  States. 

In  addition  to  the  direct  Federal  debt,  Federal 
contingent  liabilities  have  increased  from  prac- 
tically nothing  twenty-five  years  ago  to  $275 
billion  today.  Such  contingent  liabilities  include 
2V2  million  Federal  employees  costing  $10  bil- 
lion each  year.  When  we  speak  of  taxation  we 


think  mainly  in  terms  of  Federal  taxation.  The 
fact  is,  however,  that  there  are  116,000  govern- 
mental units  in  the  United  States,  3,000  coun- 
ties, 16,000  principalities,  17,000  townships  and 
79,000  school  and  special  districts  many  of 
which  have  the  power  to  and  do  levy  taxes. 
State  and  local  debts,  $48  billion,  a figure  apart 
from  Federal  indebtedness,  are  greater  than 
that  of  any  other  nation  in  the  world  with  the 
exception  of  Great  Britain  who  has,  for  all 
practical  purposes,  bowed  down  under  the 
forces  of  Socialism.  Installment  purchases  are 
over  $95  billion  on  homes,  $32  billion  on  cars 
and  other  installment  purchases,  $4  billion  on 
department  store  charge  accounts.  Eight  mil- 
lion American  families  have  pledged  up  to  40% 
of  their  take  home  pay  for  things  bought  on 
time.  All  this  stretches  consumer  credit  to  the 
point  that  even  a small  decline  in  employment 
will  create  havoc.  Inventories  are  estimated 
at  $81  billion  and  at  this  level  no  manufacturer 
will  long  employ  labor  to  increase  the  quan- 
tities of  unsold  goods  in  his  warehouses.  Em- 
ployment, therefore,  must  decline  in  coming 
months. 

The  Eisenhower  budget  of  $71.8  billion  for 
1958  represents  a $16  billion  increase  over  the 
average  Truman  budget  of  $55.8  billion.  Let’s 
reduce  to  more  easily  comprehensive  terms  what 
just  this  $16  billion  increase  alone  might  repre-* 
sent.  It  would  buy,  if  left  in  the  hands  of  the 
American  citizen,  one  million  $16,000  homes, 
or  five  and  one-third  million  $3000  automobiles 
or,  almost  $1000  of  goods  and  services  for  every 
living  person  in  the  United  States! 

The  above  facts  should  serve  to  convince  any 
sober  thinking  indi\'idual  that  the  rapidly  de- 
veloping inflation  that  now  threatens  to  wreck 
our  economy  and  complete  the  progressive  de- 
valuation of  our  dollar,  is  a by  product  of  limit- 
less income  taxation  and  senseless,  irresponsible, 
ever-increasing  spending  by  the  Federal  Gov- 
ernment. The  basic  cause  of  this  waste  of 
money,  your  money,  is  an  unreasoned  convic- 
tion held  by  all  Federal  spenders  that  since 
there  is  no  limit  on  their  power  to  tax,  there 
likewise,  is  no  limit  to  their  available  source 
of  spendable  funds.  They  have  proved  this  to 
the  tune  of  $276  billion  in  the  past  twenty-five 
years.  Congressman  Ralph  Gwinn  of  New  York, 
states  the  challenge  we  face  in  this  way:  “The 
responsible  leaders  of  Congress,  Republican  and 
Democratic,  realize  that  Congress  would  wel- 
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come  constitutional  restrictions  and  limitations 
because  this  would  give  them  their  best  defense 
against  the  unreasonable  demands  made  upon 
them  not  only  by  their  own  constituents  but 
more  especially  by  pressure  groups.  I feel  con- 
vinced that  few  individual  Senators  or  Con- 
gressmen can  resist  the  pressures  of  Socialism 
and  the  forces  of  inflation  unless  and  until  the 
States  and  the  people  enact  constitutional  re- 
strictions and  limitations  on  the  Federal  Gov- 
ernment.” 

Congress  was  first  given  power  to  levy  tax  on 
personal  income  in  1913.  At  the  time  the  amend- 
ment was  considered  its  sponsors  assured  skep- 
tics that  public  opinion  would  never  allow  a 
Congress  to  levy  a tax  beyond  10%  of  a per- 
son’s income.  The  Income  Tax  Amendment 
places  no  limitation  on  the  degree  of  progres- 
sive graduation  of  tax  rates  (one  of  the  basic 
principles  of  Marxism)  nor  the  percentage  of  in- 
come which  may  be  taken.  The  eonfiscatory 
federal  income  tax  rates  of  the  past  decade, 
maximum  rate  — 92%,  illustrate  the  great  prog- 
ress made  toward  the  destruction  of  private 
property  and  personal  freedom.  That  taxes  only 
apply  to  the  rich  can  be  debunked  by  noting 
the  faet  that  83%  of  all  money  collected  by  the 
government  from  personal  income  taxes  is  taken 
from  people  who  make  less  than  $6,000  yearly. 
A goodly  number  of  people  are  irritated  by  the 
Income  Tax  but  they  do  not  comprehend  how 
the  revenue  from  this  tax  has  led  to  the  enor- 
mous new  powers  the  Federal  Government  pos- 
sesses. 

The  Founding  Fathers  revolted  against  such 
totalitarian  rule  and  wrote  a constitution  aimed 
at  preventing  too  much  power  to  be  centralized 
in  government.  The  16th  (Income  Tax)  Amend- 
ment changed  all  this  and  opened  the  door  to 
the  very  thing  which  they  feared  most.  One 
not  need  look  far  to  see  the  danger  always 
present  when  an  all  powerful  government  rules 
the  nation.  As  governments  become  centralized 
and  consolidate  their  power,  the  freedom  of  the 
individual  is  constricted  in  like  amount.  Em- 
pires and  republics  have  declined  for  known 
reasons  in  the  past,  excessive  taxation  and  over- 
centralization. The  lessons  of  human  experi- 
ence cannot  be  repealed.  More  and  more  we 
are  losing  control  over  our  own  earnings.  If 
the  power  to  tax  is  the  power  to  destroy,  as  it 
certainly  is,  then  what  we  are  witnessing,  pas- 
sively, is  the  destruction  of  our  freedom. 


The  former  Commissioner  of  Internal  Rev- 
enue, T.  Coleman  Andrews,  well  summarizes 
the  case  against  the  Income  Tax;  “Remember, 
money  is  power.  Your  money  in  your  hands  is 
power  to  you.  In  the  hands  of  Government,  it 
gives  the  Government  power  over  you.  Gov- 
ernments never  use  unlimited  power  for  good. 
They  quickly  convert  it  to  unlimited  power  and 
unlimited  power  in  any  government  is  oppres- 
sion for  all.” 

The  Boston  Tea  Party  is  still  symbolic.  An- 
other revolution  is  in  the  making  and  its  rum- 
blings are  now  beginning  to  be  heard.  The 
American  taxpayer  is  faced  with  only  one  re- 
eourse  — limitation  of  the  powers  of  Govern- 
ment to  tax  and  spend  by  submitting  to  the 
states  for  ratification  amendments  to  the  Con- 
stitution so  designed  as  to  accomplish  this  pur- 
pose. 

On  February  14,  1957  Representative  Clare 
Hoffman  of  Michigan  introduced  H.J.  Res.  232 
for  repeal  of  the  16th  Amendment  to  the  Consti- 
tution. The  resolution  has  been  referred  to 
the  House  Committee  of  the  Judiciary  which 
has  not  yet  held  scheduled  hearings.  Everyone 
who  has  been  grumbling  about  taxes  or  the 
Eederal  budget  should  get  solidly  behind  the 
Hoffman  Resolution.  Many  organizations  are 
actively  engaged  in  a campaign  to  petition  the 
State  Legislatures  to  either  vote  for  repeal  of 
the  16th  Amendment  or  place  it  on  the  ballots 
so  that  people  can  vote  on  it.  Other  organiza- 
tions are  backing  other  Senators  and  Represen- 
tatives who  have  introduced  measures  they  feel 
wll  combat  big  government  and  its  power  to 
tax. 

The  Reed-Dirksen  Amendment,  eliminates  the 
heavy  progressive  rate  feature  from  the  income 
tax  system  to  a large  extent.  It  would  limit  the 
top  rate  of  income  taxes  but  permit  Congress 
to  exceed  that  limit  by.  a three-fourths  vote.  It 
also  returns  to  the  States  the  sole  right  to  tax 
inheritances  and  gifts. 

The  Byrd-Bridges  Amendment  requires  an- 
nual balancing  of  the  budget  by  limiting  con- 
gressional spending  in  any  fiscal  year  to  the 
estimated  receipts  of  the  Government  for  that 
fiscal  year  with  provisions  for  exceptions  in 
times  of  dire  emergencies. 

Senator  Murray,  Chairman  of  the  Senate  In- 
terior and  Insular  Affars  Committee,  has  intro- 
duced S-325,  “to  permit  the  free  marketing  of 
newly  mined  gold,”  and  SJR  16  which  would 
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establish  a joint  committee  to  study  and  investi- 
gate the  almost  non-existent  gold  mining  indus- 
try in  the  United  States.  How  does  this  enter 
into  the  problem?  One  of  the  greatest  hoaxes 
ever  perpetrated  upon  the  people  is  the  belief 
built  up  in  the  minds  of  our  citizens  that  “our 
money  is  safe  because  of  the  gold  reserves  in 
Fort  Knox.”  With  this  propaganda  screen  we 
have  been  led  into  the  greatest  inflationary  debt 
binges  in  history.  Prior  to  1933  United  States 
currency  was  fully  redeemable  in  gold.  This 
placed  a practical  physical  limitation  upon  the 
power  of  Government  to  destroy  the  value  of 
the  dollar  by  inflationary  spending.  If  too 
much  money  was  pumped  into  the  economy,  citi- 
zens could  protect  themselves  by  requiring  the 
Treasury  to  turn  their  paper  dollars  into  gold. 
This  privilege  was  denied  the  American  citizen 
in  1933,  and  now  all  the  Treasury  can  give  you 
for  paper  dollars  is  more  paper.  Foreign  na- 
tions and  their  citizens,  however,  can  still  de- 
mand and  receive  payment  in  gold  for  the  full 
amount  of  their  American  dollars.  Some  $22 
billion  is  stored  at  Fort  Knox  and  other  U.  S. 
storehouses  against  the  contingency  that  deposi- 
tors in  these  foreign  countries  may  decide  that 
our  paper  dollars  are  worth  less  in  the  market 
than  their  established  value  in  gold  equivalent. 
$14  billion  of  these  foreign  balances  are  now 
located  in  this  country  in  the  form  of  short  term 
banking  liabilities.  Foreign  holders  of  dollars 
have  an  additional  claim  on  our  gold  reserves 
of  about  $8  billion  if  they  choose  to  convert 
their  dollars.  The  consequences  to  the  Amer- 
ican economy  if  these  obligations  had  to  be  sud- 
denly liquidated  upon  demand  by  Foreign  na- 
tions and  their  citizens  can  be  readily  noted  in 
the  fact  that  for  practical  purposes  there  is  no 
“gold  reserve”.  It  is  evident  that  there  is  little 
or  no  gold  at  all  left  in  our  reserve  to  back  up 
the  billions  of  dollars  in  paper  currency  in  the 
hands  of  the  American  citizens.  Foreign  aid 
is  thus  a direct  attack  upon  the  value  of  your 
dollar,  a dollar  which  is  a 50  cent  dollar  compar- 
ed to  1939  and  one  which  has  been  shrinking  in 
value  3 Vs  cents  per  year  for  the  past  17  years. 
Remember  as  the  Federal  debt  goes  up  the  dol- 
lar goes  down  and  it’s  your  dollar  that  is  being 
shrunk  out  of  sight.  We  have  assumed  the 
role  of  an  international  busybody  with  our  For- 
eign Aid  programs.  Evidence  is  in  abundance 
that  our  efforts  in  this  field  have  done  little 
except  make  us  cordially  disliked.  Foreign  aid 


can  be  cut.  Senator  Byrd  has  stated  some  $5 
billion,  others  have  doubled  this  figure.  If  the 
budget  is  trimmed  the  bureaucracy  and  its  pro- 
pagandists for  big  government  spending  would 
be  effectively  throttled.  Income  taxes  could 
be  reduced  in  accordance. 

The  above  represents  only  a small  percentage 
of  the  total  effort  being  waged  today  to  limit 
the  powers  of  Congress  to  tax  and  spend  and 
thereby  put  an  end  to  the  enormous  bureaucracy 
which  threatens  to  destroy  us  all  and  our  way 
of  life.  The  way  to  reduce  government  spend- 
ing, without  disturbing  a single  necessary  func- 
tion of  Government,  was  provided  by  the  sec- 
ond Commission  on  Organization  of  the  Execu- 
tive Branch  of  the  Government,  more  popularly 
known  as  the  Hoover  Commission.  The  Com- 
mission states  that  $155  billion  are  being  wasted 
on  un-needed  goods  by  the  military  services. 
Its  figures  show  that  the  Federal  Government 
is  losing  approximately  $29  billion  a year  in 
business  which  is  in  direct  competition  to  pri- 
vate business.  The  Federal  Government  is  the 
biggest  competitor  and  threat  to  our  private 
enterprise  system  by  virtue  of  which  we  became 
the  greatest  nation  on  earth.  Uncle  Sam  has 
some  19,711  commercial  type  enterprises,  $15 
billion  invested  in  commercial-industrial  facili- 
ties in  the  Department  of  defense  alone,  ranging 
from  shoe  repair  shops  to  tree  and  garden  nur- 
series and  from  cement  plants  to  sawmills.  The 
Commission  stated,  “The  Government  is  con- 
ducting a multitude  of  projects  in  competition 
with  and  to  the  injury  of  the  very  system  upon 
which  our  future  security  and  prosperity  are 
based.”  It  made  twenty-two  recommendations 
to  the  84th  Congress  but  Congress  made  no 
move  to  implement  these  recommendations  with 
laws. 

The  national  debt,  now  some  $280.8  billion 
could  be  cut  some  $30  billion  and  perhaps  more, 
at  one  fell  swoop,  by  sale  of  all  these  Federal 
enterprises.  At  the  same  time  the  taxpayers 
would  be  saved  some  $500  million  per  year  on 
interest  paid  on  the  debt  and  some  $3.5  billion 
yearly  appropriations  by  Congress  could  be  elim- 
inated. Tax  income,  on  the  other  hand,  could 
be  increased  by  $2  billion  a year.  This  would 
mean  a net  saving  to  the  taxpayer  of  $6  billion 
a year  not  withstanding  the  huge  initial  saving 
involved  in  selling  off  the  enterprises.  All  this 
would  not  disturb  a single  necessary  function  of 
government  according  to  the  Commission.  An 
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amendment  to  the  Constitution  to  get  Govern- 
ment out  of  business  is  clearly  indicated.  A pro- 
posed 23rd  Amendment  to  the  Constitution 
states  that  the  Government  of  the  United  States 
shall  not  engage  in  any  business,  professional, 
commercial,  financial  or  industrial  enterprise  ex- 
cept as  specified  in  the  Constitution.  The  sav- 
ings provided  by  such  a move  would  go  a long 
way  toward  providing  the  revenue  which  would 
allow  marked  rdeuction  of  or  even  aboltion  of 
the  income  tax. 

The  propsoals  to  repeal  or  modify  the  16th 
Amendment  have  much  to  warrant  serious  con- 
sideration. One  might  easily  gain  the  impres- 
sion from  various  press  gleanings  that  nobody 
aside  from  a few  right  wing  “fanatics”  has  any 
desire  to  do  anything  about  it.  It  appears  that 
these  few  right  wing  fanatics  have  been  joined 
by  THIRTY-TWO  of  the  forty  eight  state  legis- 
latures. The  Idaho  Legislature  became  the 
thirty-second  state  legislature  to  endorse  a pro- 
posed constitutional  convention  calling  for  a 
ceiling  on  the  income  tax.  Arizona,  we  are 
sorry  to  say,  did  not  see  fit  to  join  her  thirty-two 
sisters  in  their  endorsement,  perhaps  due  to  the 
urgent  press  of  other  pending  legislation  and 
nearness  of  the  end  of  the  session.  The  legisla- 
tures of  two-thirds  of  the  states  having  spoken. 
Congress  must,  under  Article  V of  the  Consti- 
tution, call  a convention  which  will  have  the 
power  of  submitting  a formal  Amendment  to 
the  states  for  ratification.  The  States  should 
then  overwhelmingly  ratify  such  an  Amendment. 
To  do  otherwise  would,  in  our  opinion,  retain 
a governmental  power  utterly  foreign  to  the 
philosophy  of  our  American  Constitutional  Re- 
public (we  are  NOT  a democracy).  It  is  a pro- 
posal to  restore  to  the  States  the  Constitutional 
powers  and  rights  belonging  to  them.  It  will 
free  the  people  of  the  United  States  from 
the  dangers  inherent  in  all  strong  centralized 
government  which  inevitably  leads  to  totalitar- 
ianism and  loss  of  individual  freedom.  If  the 
States  were  required  to  tax  their  people  not 
only  for  the  support  of  the  State  government 
but  Federal  as  well  (another  possible  solution 
revenue-wise)  they  certainly  would  be  more  re- 
luctant to  provide  Federal  Aid  to  other  States, 
or  to  foreign  aid  programs.  The  taxpayer  would 
be  much  better  able  to  make  himself  heard  at 
the  State  and  local  level  than  he  would  in  Wash- 
ington. The  Federal  budget  can  and  should  be 
reduced  to  a sane  level  and  confiscatory  taxa- 


tion brought  to  an  end.  Something  must  be 
done  to  curb  the  size  and  power  of  the  Federal 
Government  and  its  bureaucracy.  It  appears 
that  the  only  solution  is  cutting  down  on  its 
tax  revenue,  the  source  of  both  its  size  and 
power.  As  one  syndicated  columnist,  puts  it, 
“If  the  Government  would  keep  its  cotton  pickin’ 
hands  out  of  my  poke.  I’d  be  glad  to  take  care 
of  myself”! 

REFERENCES: 

Political  and  Economic  Structures,  Bela  Hubbard,  Caxton 
Printers  Ltd.,  Congressional  Record,  Feb.  7,  11,  14,  19,  1957. 

Manion  Fomm  of  Opinion,  Broadcast  No.  118,  Dec.  30,  1956; 
Broadcast  No.  97,  Aug.  5,  1956. 

Human  Events,  Vol.  XIII,  No.  35,  Sept.  1,  1956. 

AP  News  Dispatch,  Arizona  Daily  Star,  Feb.  24,  1957. 

National  Review,  Feb.  9,  Mar.  2,  Mar.  16,  1957. 

The  Conspiracy  Against  Gold,  Harry  Sears,  President,  Cali- 
fornia Gold  Committee,  Address  before  the  National  Western 
Mining  Conference,  Denver,  Colo.,  1955. 

U.S.  News  and  World  Report,  Vol.  XLII,  No.  9,  Mar.  1,  1957. 

Nations  Business,  March  1957. 


ARIZONA  STATE  DEPARTMENT 
OF  HEALTH'S  PROGRAMS 
DISEASE  REPORTING 

Submitted  by  Jack  B.  Eason,  M.D. 

Director  of  Maternal  and  Child  Health 
Arizona  State  Department  of  Health 

M AKING  reports  is  usually  tedious  and  there- 
fore time  consuming.  Reports  which  are  evi- 
dence of  births  and  deaths  are  known  to  be 
necessary  to  the  individual  and  to  the  com- 
munity. The  doctor  makes  these  no  matter  how 
time  consuming.  Many  doctors  question  the 
justification  for  taking  valuable  time  from  medi- 
cal services  to  report  the  incdience  of  com- 
municable diseases  or  unusual  conditions  for 
which  there  are  no  readily  determined  etiology. 

The  prevention  of  spread  of  certain  com- 
municable infections  is  well  accepted.  These 
include  smallpox,  diptheria^  tetanus,  trachoma, 
tuberculosis,  and  the  veneral  afflictions.  These 
must  be  reported  promptly.  Reporing  such  oc- 
currences as  mumps,  German  measles,  measles, 
chicken  pox  and  whooping  cough  may  seem 
to  be  a waste  of  time.  These  diseases  may  be 
faetors,  however,  in  the  incidence  of  congenital 
defects  of  the  infant  whose  maternal  parent 
suffered  one  or  another  of  these  so-called  minor 
communicable  ailments  during  the  first  tri- 
mester of  the  pregnancy.  It  will  no  doubt  in 
time  become  important  history  in  each  prenatal 
medical  record  whether  the  mother  has  had 
certain  of  these  diseases. 

Bacterial,  viral,  protozoal  or  fungus  disease 
of  the  mother’s  blood  stream  at  any  time  in 
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the  course  of  pregnancy  may  predispose  to 
premature  birth  of  the  infant.  It  is  only  when 
we  have  all  facts  documented,  assembled  and 
analyzed  that  the  physician  can  best  serve  the 
family,  the  mother  and  child  in  particular.  Pre- 
vention of  some  communicable  diseases  in  early 
childhood  may  seem  to  be  undesirable.  Pro- 
motion of  good  health  may  require  natural 
immunity  to  certain  diseases  for  which  there 
are  not  satisfactory  vaccines. 

Knowledge  that  is  obtained  by  disease  re- 
porting becomes  knowledge  useful  to  sur\ival. 


JOINT  MEDICO-LEGAL  PLAN 
FOR  SCREENING  MEDICAL 
MALPRACTICE  CASES 

T HE  FUNDAMENTAL  purposes  of  this  plan 
are  two-fold;  on  the  one  hand,  to  prevent  where 
possible  the  filing  in  court  of  actions  against 
physicians  and  their  employees  for  professional 
malpractice  in  situations  where  the  facts  do  not 
permit  at  least  a reasonable  inference  of  mal- 
practice; and,  on  the  other  hand,  to  make 
possible  the  fair  and  equitable  disposition  of 
such  claims  against  physicans  as  are,  or  reason- 
ably may  be,  well  founded. 

Both  professional  groups  recgonize  that  the 
mere  filing  of  a malpractice  action  in  court, 
however  unjustified  medically  it  may  be,  causes 
substantial  harm  to  the  reputation  and  practice 
of  the  physician  concerned.  Both  groups  recog- 
nize, at  the  same  time,  that  persons  having 
legitimate  and  meritorious  grievances  against 
physicians  have  heretofore  often  encountered 
the  greatest  difficulty  in  substantiating  their 
claims  with  expert  testimony  in  court. 

The  instrumentality  hereby  jointly  created  for 
the  purposes  outlined  above  shall  be  known  as 
the  joint  Screening  Panel  of  the  Pima  County 
Medical  Society  and  Pima  County  Bar  Associa- 
tion, hereafter  referred  to  as  the  Panel. 

II. 

COMPOSITION  OF  THE  PANEL 
The  permanent  Panel  shall  consist  of  all  of 
the  members  of  the  Medico-Legal  Committees 
of  the  Medical  Society  and  Bar  Association; 
provided,  however,  that  neither  the  Society  or 
the  Association  shall  be  represented  by  more 
than  ten  members  on  the  Panel.  The  Panel 
may,  by  a majority  vote  of  its  permanent  mem- 
bers, call  in  one  or  more  other  physicians  or 


attorneys  to  sit  as  members  of  the  Panel  in 
consideration  of  any  particular  case.  Any  per- 
manent member  of  the  Panel  shall  disqualify 
himself  from  consideration  of  any  case  with 
which,  by  virtue  of  his  circumstances  or  official 
position,  he  has  or  may  have  any  personal  or 
official  connection,  or  as  to  which  he  feels 
that  his  presence  on  the  Panel  is  for  any  reason 
inappropriate,  considering  the  purposes  of  the 
Panel. 

III. 

CASES  SUBMITTED 

Any  attorney  may  submit  a case  for  the 
consideration  of  the  Panel  by  addressing  a 
request,  in  writing,  signed  by  both  himself 
and  his  client,  to  the  Chairman  of  the  Medico- 
Legal  Committee  of  the  Bar  Association.  This 
letter  request  shall  contain  the  following: 

1.  A brief  statement  of  the  facts  of  the  case, 
showing  the  persons  involved,  the  dates,  and 
the  circumstances,  so  far  as  they  are  known, 
of  the  alleged  act  or  acts  of  malpractice. 

2.  A statement  authorizing  the  Panel,  through 
its  Chairman,  to  obtain  access  to  all  medical 
and  hospital  records  and  information  pertaining 
to  the  incident  and,  for  the  purposes  of  its 
consideration  of  the  matter  only,  waiving  his 
client’s  privilege  as  to  the  contents  of  those 
records.  Nothing  in  that  statement  shall  in  any 
way  be  construed  as  waiving  that  privilege  for 
any  other  purpose  or  in  any  other  context,  in 
or  out  of  court. 

3.  An  agreement  that  the  deliberations  and 
discussions  of  the  Panel  and  of  any  member 
of  the  Panel  in  its  deliberation  of  the  case  will 
be  confidential  within  the  Panel  and  privileged 
as  to  any  other  person,  and  that  no  Panel 
member  will  be  asked  in  any  action  to  testify 
concerning  the  deliberations,  discussion  and 
internal  proceedings  of  the  Panel. 

4.  A request  that  the  Panel  consider  the 
merits  of  the  claim  and  render  its  report  to  him. 

5.  A statement  that  the  attorney  has  read, 
understands  and  subscribes  to  the  plan  for 
screening  medical  malpractice  cases  and  has 
advised  his  client  thereof  and  that  the  client 
agrees  to  the  submission  of  the  facts  pursuant 
to  the  plan. 

Cases  which  the  Panel  will  consider  shall  in- 
clude all  cases  involving  any  alleged  act  of 
professional  negligence  occurring  in  Pima 
County,  Arizona,  by  a member  of  (he  Society, 
his  servants,  agents,  or  employees. 
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IV. 

PROCEDURE  BEEORE  THE  PANEL 

Requests  for  review  submitted  to  the  Chair- 
man of  the  Medico-Legal  Committee  of  the  Bar 
Association  shall  be  brought  before  the  next 
regularly-scheduled  monthly  meeting  of  the 
Joint  Medico-Legal  Committee  of  the  Medical 
Society  and  Bar  Association.  At  that  time  the 
Joint  Committee,  sitting  as  the  permanent  mem- 
bers of  the  Panel,  shall  determine  what,  if  any, 
additional  physicians  or  attorneys  shall  be  called 
to  sit  in  review  of  each  case,  and  a date  and 
time  shall  be  set  for  the  Panel’s  hearing  of 
and  consultation  on  each  case.  In  no  instance 
shall  the  date  assigned  be  more  than  fortv-five 
days  after  the  receipt  by  the  Chairman  of  the 
Medico-Legal  Committee  of  the  Bar  Association 
of  the  request  for  review.  In  any  hearing  of 
any  case  brought  before  the  Panel  for  review 
a quorum  of  the  Panel  for  the  purpose  of  de- 
ciding the  issues  submitted  to  it,,  shall  consist 
of  a majority  of  those  permanent  members  of 
the  Panel  who  have  sat  on  all  hearings  of  the 
issues. 

At  the  time  set  for  hearing  of  the  case  the 
attorney  submitting  it  for  review  shall  be  present 
and  shall  state  his  case,  including  a resume 
of  the  facts  constituting  alleged  professional 
negligence  which  he  is  prepared  to  prove.  The 
physician  or  physicians  against  whom  the  claim 
is  brought  may  be  present  and  may  make  a 
statement  of  his  or  their  case.  The  monetary 
damages  in  any  case,  if  there  are  any,  shall 
not  be  subject  of  inquiry  or  discussion.  The 
hearing  will  take  the  form  of  an  informal 
discussion,  and  no  official  record  shall  be  kept. 
When  the  parties  present  have  been  heard  the 
Panel  may  take  the  case  under  advisement  or 
it  may  request  that  additional  facts,  records 
or  other  information  be  obtained  and  presented 
to  it  at  a supplemental  hearing,  which  shall 
be  set  for  a date  and  time  certain,  not  longer 
than  15  days  from  the  date  of  the  original 
hearing  unless  the  attorney  bringing  the  matter 
for  review  shall  in  writing  consent  to  a longer 
period.  Any  second  hearing  shall  be  held  in 
the  same  manner  as  the  original  hearing,  and 
the  attorney  and  physician  concerned  may  be 
present. 

Each  case  shall  be  taken  under  advisement 
by  the  Panel  which  shall  consider  all  of  the 
relevant  material  made  available  to  it  at  the 
hearings  or  otherwise,  in  the  form  of  statements 


or  records.  The  Panel  shall  consider  only 
whether,  in  the  light  of  the  material  presented, 
there  is  a reasonable  possibility  that  the  acts 
complained  of  constitute  professional  negli- 
gence, and  whether  there  is  a reasonable  medical 
probability  that  the  claimant  was  injured  there- 
by. The  Panel  shall  make  no  effort  to  resolve 
disputed  questions  of  fact  except  to  determine 
whether  in  its  judgment  there  is  any  substantial 
evidence  to  support  the  facts  alleged  by  the 
claimant.  The  Panel  shall  make  no  findings 
respecting  the  quantum  of  damages  in  the  case, 
if  any  there  are. 

The  Panel  shall  not  make  any  effort  to  settle 
or  compromise  any  claim,  or  express  any 
opinion  on  the  monetary  value  of  any  claim. 
All  votes  of  the  Panel  on  any  such  question 
before  it  will  be  by  secret  ballot.  All  decisions 
shall  be  taken  by  a majority  vote  of  those 
permanent  members  of  the  Panel  present  who 
have  sat  on  all  hearings  of  the  issue. 

Its  answers  to  these  questions  shall  be  sub- 
mitted in  writing,  to  the  attorney  bringing  the 
matter  for  review,  and,  if  he  or  his  representa- 
tive has  appeared  before  it,  the  physician  con- 
cerned. A copy  of  each  report  shall  be  retained 
in  the  permanent  files  of  the  Panel.  The  de- 
liberations of  the  Panel  shall  be  and  remain 
secret.  The  written  opinion  shall  in  every  case 
be  signed  for  the  Panel  by  its  elected  chairman, 
and  shall  contain  only  the  conclusions  reached 
by  a majority  of  its  members,  except  that  any 
Panel  member  may  request  in  writing  that  his 
dissent  from  the  conclusions  of  the  Panel  be 
noted  in  the  official  records  of  the  Panel,  and 
may,  at  his  election,  append  to  the  written 
report  submitted  to  the  parties  concerned  his 
own  written  dissenting  opinion.  The  opinion 
reached  in  any  case  shall  be  treated  in  every 
respect  as  confidential  between  the  Panel  and 
its  members  on  the  one  hand  and  the  persons 
directly  concerned  in  the  case  on  the  other. 

In  any  case  where  the  Panel  has  determined 
that  the  acts  complained  of  were  or  reasonably 
might  be  professional  negligence  and  that  the 
claimant  was  or  reasonably  may  have  been  in- 
jured thereby,  the  Panel,  its  members  and  the 
Medical  Society  will  cooperate  fully  with  the 
claimant  in  retaining  a physician  or  physicians 
qualified  in  the  field  of  medicine  involved,  who 
will  consult  with  and  testify  on  behalf  of  the 
claimant,  upon  his  payment  of  a reasonable  fee, 
to  the  same  effect  as  if  the  said  physician  or 
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physicians  had  been  employed  originally  by  the 
claimant.  In  a case  where  the  Panel  has  de- 
termined that  there  is  no  reasonable  possibility 
that  the  acts  complained  of  constituted  pro- 
fessional negligence  and/or  no  reasonable  medi- 
cal probability  that  the  claimant  was  injured 
thereby,  the  attorney  bringing  the  matter  for 
review  shall  therefore  refrain  from  filing  any 
court  action  based  upon  it  unless  personally 
satisfied  that  strong  and  overriding  reasons 
compel  such  action  to  be  taken  in  the  interest 
of  his  client,  and  that  it  is  not  done  to  harrass 
or  gain  unfair  advantage  in  negotiation  for 
settlement.  It  is  not  intended  that  the  submission 
of  any  case  to  the  Panel  shall  be  considered 


as  a waiver  by  the  attorney  or  his  client  of 
their  ultimate  right  to  decide  for  themselves 
whether  the  case  shall  be  filed.  However,  any 
attorney  who  brings  a case  before  the  Panel 
shall  weigh  its  conclusions  in  the  greatest  pro- 
fessional good  faith. 

EDITORS  NOTE:  This  is  a plan  submitted 
by  the  Joint  Medical  Legal  Committee  of  Pima 
County  for  the  screening  of  medical  malpractice 
cases.  It  represents  a proposal  under  considera- 
tion but  not  passed.  However,  it  incor^iorates 
a group  of  thoughts  worthy  of  consideration  by 
the  various  component  medical  societies  of  the 
State  and  the  State  Organization. 


BLUE  CROSS-BLUE  SHIELD 


Pictured  are  Dr.  Frank  Edel,  Phoenix,  Col.  Earl  C. 
Lowry,  Medical  Corps,  Washington,  D.C.,  Dr.  Carlos 
Craig,  Phoenix,  all  seated,  and  Robert  Carpenter,  execu- 
tive secretary,  Arizona  Medieal  Assoeiation,  and  L. 
Donald  Lau,  executive  director,  Arizona  Blue  Cross- 


Blue  Shield.  Occasion  was  a meeting  of  Arizona  Medi- 
cal Association  representatives  and  Blue  Shield  officials 
to  discuss  the  Dependents’  Medical  Care  program,  better 
known  as  Medieare  with  Col.  Lowry  who  is  Deputy 
Executive  Director  of  the  program. 


NEW  VA  POLICY  STATEMENT 

T HE  COUNCIL  on  Medical  Service  and  its 
Committee  on  Federal  Medical  Services  recom- 
mended to  the  House  of  Delegates  this  winter 
a revision  and  clarification  of  the  A.M.A.  policy 
statement  on  V.A.  medical  care  for  non-service- 
connected  disabilities. 


The  following  reference  committee  statement, 
presented  at  Seattle  on  November  29,  1956,  was 
adopted  by  the  House: 

“Your  committee  feels  that  the  suggested  re- 
vision of  the  A.M.A.  policy  on  veterans  care 
deserves  consideration. 

“With  respect  to  the  provision  of  medical  care 
and  hospitalization  benefits  for  veterans  in  Vet- 


Vol.  14,  No.  5 


Arizona  Medicine 


305 


erans  Administration  and  other  federal  hospitals 
that  new  legislation  be  enaeted  limiting  such 
care  to  veterans  with  peaeetime  or  wartime 
service  whose  disabilities  or  diseases  are  serv- 
ice-ineurred  or  aggravated. 

“Your  eoiDmittee  reeognizes  that  the  change 
suggested  by  the  Council  on  Medical  Service  is 
in  line  with  past  expressions  of  the  American 
Medical  Association  and  endorses  in  principle 
the  paragraph  as  quoted  above.  Your  Com- 
mittee recognizes  the  laws  and  administrative 
extensions  of  the  law  that  are  now  in  operation. 
It  feels  that  under  the  circumstances  it  will 
be  to  the  best  interests  of  the  public  in  general, 
and  veterans  in  particular,  if  medical  societies, 
county  and  state  as  well  as  national,  develop 
committees  to  assist  in  guaranteeing  Veterans 
Administration  hospital  admission  to  service- 
connected  cases. 

“While  the  present  law  exists,  we  should 
help  assure  that  veterans  whose  illness  con- 
stitutes economic  disaster  will  not  be  displaced 
by  those  suffering  short-term  remediable  ills 
that,  at  the  worst,  constitute  financial  incon- 
venience.” 

The  House’s  second  recommendation,  also, 
falls  within  the  sphere  of  the  local  physician. 
Who  knows  better  whether  a veteran’s  illness 
will  break  him  financially  or  merely  incon- 
venience him  and  who  knows  better  what  local 
facilities  can  do? 

VETERANS  ADMINISTRATION 
HOSPITAL 

7th  Street  and  Indian  School  Road 

ETERANS  are  eligible  for  outpatient  treat- 
ment at  Government  expense  only  for  those 
disabilities  which  have  been  adjudicated  as 
service  connected  by  the  Veterans  Administra- 
tion. The  only  exceptions  are  Spanish  American 
War  Veterans  who  may  be  furnished  outpatient 
treatment  for  any  disability,  and  veterans  who 
are  in  training  for  vocational  rehabilitation  un- 
der the  provisions  of  Public  Law  16  or  Public 
Law  894  and  are  in  need  of  treatment  to  pre- 
vent interruption  of  this  training. 

Treatment  of  such  veterans  by  private  physi- 
cians may  be  authorized  only  when  treatment 
at  a VA  facility  is  not  feasible.  In  such  cases, 
the  veteran  himself  or  his  phyiscian  may  re- 
quest the  necessary  authorization.  Such  requests 


should  be  addressed  to  Chief,  Outpatient  Serv- 
ice, VA  Hospital,  Phoenix,  Arizona.  If  the 
veteran’s  condition  is  not  emergent,  he  should 
be  informed  that  treatment  cannot  be  ren- 
dered until  authorization  has  been  received  from 
the  Veterans  Administration.  If  the  applicant’s 
condition  is  emergent,  you  may  render  treatment 
and  then  immediately  request  authority  for  treat- 
ment by  telephone  (AM  6-2471  Ext.  261  between 
8:00  A.M.  and  4:30  P.M.)  on  that  date  or  on 
the  first  working  day  following,  or,  by  mail  on 
your  own  letterhead  stationery.  All  inquiries 
regarding  other  phases  of  outpatient  care,  such 
as  physiotherapy,  home  nursing  care,  ambulance 
service  etc.  should  be  addressed  as  indicated 
above.  In  case  of  a medical  emergency,  col- 
lect telephone  calls  are  accepted. 

Hospital  treatment  in  a VA  hospital  may  be 
furnished  veterans  for  service  connected  disabili- 
ties and  also  for  non-service  connected  disabili- 
ties when  a bed  is  available  and  when  the 
veteran  is  unable  to  pay  his  private  medical 
and  hospital  care.  When  no  medical  emer- 
gency exists,  the  application  for  hospitalization 
should  usually  be  referred  to  the  Veterans  Hos- 
pital at  Phoenix  or  may  be  referred  to  the  Vet- 
erans Hospital  nearest  to  the  veteran’s  place  of 
residence.  In  cases  where  immediate  hospitali- 
zation is  required,  the  nearest  Veterans  Hospital 
should  be  contacted'  by  telephone. 

Summaries  of  veteran’s  medical  histories  will 
be  furnished  to  private  physicians  upon  receipt 
of  requests  signed  by  the  veteran.  The  subject 
of  prescriptions  is  fully  discussed  in  the  Instruc- 
tions to  Designated  Physicians”.  Copies  of  these 
instructions  will  be  furnished  to  any  physician 
upon  request. 

M.“J.  WOLLENMAN,  M.D. 

Chief,  Outpatient  Service 

ABILITY  TO  PAY  FOR  VA  CARE 
(Court  Decision) 

T HE  LAW  authorizing  non-service-connected 
care  states  that  the  veteran’s  statement  ,under 
oath  of  inability  to  pay  for  hospitalization  shall 
be  considered  sufficient  evidence.  For  some 
twenty  years,  this  has  been  taken  to  mean 
that,  once  a veteran  has  signed  the  statement 
that  he  is  unable  to  pay,  he  is  eligible  for 
care  as  soon  as  a bed  vacancy  occurs;  regard- 
less of  his  income  or  net  worth,  the  enabling 
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legislation  FOR  V.A.  CARE  does  not  provide 
for  questioning  his  statement. 

In  recent  years,  an  addendum  has  been  added 
to  the  Form  lO-P-10,  the  application  for  admis- 
sion to  V.A.  hospitals,  on  which  the  veterans 
list  their  assets  and  liabilities.  Since  this  is  a 
factual,  checkable  statement,  a veteran  can  be 
prosecuted  for  perjury  if  he  makes  a false  state- 
ment in  this  addendum.  However,  the  addendum 
itself  does  not  affect  the  validity  of  the  state- 
ment of  inability  to  pay.  A veteran  could,  for 
instance,  state  an  income  of  half  a million  dol- 
lars and  still  sign  with  statement  of  inability 
to  pay  without  breaking  the  V.A.  enabling  acts. 

In  theory,  regardless  of  the  amount  of  a 
veteran’s  income,  the  decision  as  to  ability  to 
pay  was  still  a matter  of  his  own  opinion. 

This  winter,  however,  John  Petrick,  a veteran 
of  World  War  I,  was  brought  before  a United 
States  District  Court  on  charges  that  he  falsely 
stated  he  was  unable  to  pay  for  non-service- 
connected  care  at  the  Wichita  V.A.  Hospital. 
Mr.  Petrick  was  reported  to  have  admitted 
holding  property  and  cash  worth  over  $50,000 
and  to  have  a larger  than  average  monthly  in- 
come from  farming.  According  to  reports  based 
on  the  court  records,  Mr.  Petrick  did  not  perjure 
himself  in  his  statement  of  assets  and  liabilities, 
but  listed  them  all  in  sufficient  detail  that  it 
would  be  apparent  he  could  afford  private  treat- 
ment for  his  acute  illness. 

Since  Mr.  Petrick  did  not,  apparently,  perjure 
himself  in  his  financial  statement  and  since 
V.A.  legislation  would  prohibit  V.A.  authorities 
from  questioning  his  eligibility,  on  what  basis 
was  he  tried?  There  is  an  act  in  our  laws  (U.S.C. 
31,  Sec.  231)  covering  “Liability  of  persons 
making  false  claims”  against  the  government. 
Anyone  not  in  the  anned  forces  who  know- 
ingly makes  a false  statement  in  order  to  obtain 
payment  of  a claim  against  the  government 
and  is  so  convicted  must  pay  the  government 
$2,000  plus  double  the  amount  of  damages  sus- 
tained by  the  United  States  as  a result  of  the 
claim. 

The  Federal  judge  hearing  the  case  ruled 
that  Mr.  Petrick  knowingly  made  a “false,  ficti- 
tious and  fradulent”  claim  against  the  govern- 
ment for  the  medical  and  hospital  care  received 
from  the  V.A.,  on  the  basis  that  his  statement 
of  assets  clearly  indicated  the  falsity  of  his 
statement  that  he  was  unable  to  pay  for  hospital 
care.  At  last  report,  the  fine  had  not  yet  been 


set,  but  was  expected  to  amount  to  the  $2,000 
plus  twice  the  cost  of  the  hospital  and  medical 
care  received. 

The  only  question  remaining  is:  Why  has  it 
taken  some  twenty  years  of  V.A.  care  of  non- 
service-connected ailments  for  this  statute  to  be 
applied  to  a fradulent  statement  of  inability  to 
pay? 

INDIGENT  MEDICAL  CARE 

T HE  AMENDMENTS  to  the  Social  Security 
Act  passed  in  1956  provide,  among  other  items, 
for  a change  in  the  method  of  financing  Feder- 
ally-aided medical  care  for  the  indigent.  As  of 
July  1,  1957,  any  vendor  payments  (to  phy- 
sicians, hospitals,  etc. ) for  medical  care  of 
Public  Assistance  clients  come  under  a new 
matching  formula:  the  Federal  government  will 
reimburse  the  states  for  half  their  expenditures, 
up  to  an  average  of  $6  per  adult  and  $3  per 
child  state  expenditure  per  month. 

The  amendments  require  coverage  of  all 
clients  of  a particular  program,  and  equal  bene- 
fits for  all  clients  within  a program.  Although 
not  strictly  a Federal  medical  program,  this  new 
method  of  reimbursement  seems  likely  to  spark 
renewed  interest  in  medical  care  for  the  in- 
digent on  the  part  of  state  legislatures.  The 
Council  on  Medical  Service’s  Committee  on  In- 
digent Care  has  prepared  a question-and-answer 
study  of  the  new  amendments,  which  has  been 
sent  to  all  state  medical  associations,  and  will 
be  glad  to  receive  any  questions  from  the  states 
concerning  this  Act. 

INDIAN  HEALTH  PROGRAMS 

A RECENT  survey  by  the  Public  Health  Serv- 
ice again  emphasizes  the  problem  of  Indian 
health;  this  segment  of  our  population  still  has 
a health  record  better  suited  to  1857  than  1957. 
According  to  the  survey,  the  average  age  at 
death  for  Indians  is  39  (23  years  less  than  the 
general  population);  65  Indian  infants  out  of 
every  100  live  births  die  in  the  first  year  of 
life  (about  2Vz  times  the  general  average).  In- 
dian death  rates  from  diarrheal  diseases  are 
eleven  times  the  national  average,  from  tuberbu- 
losis  five  times  the  national  average,  and  from 
pneumonia  and  influenza  three  times  the  na- 
tional average. 

The  Indian  Health  Division  of  the  Public 
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Health  Service  proposes  a cooperative  five-year 
program  to  improve  Indian  sanitary  facilities 
with  Federal  aid  at  a cost  of  some  $29  million; 
it  has  also  requested  appropriations  to  improve 
hospitals  and  curative  facilities  and  to  expand 
public  health  services. 

A noteworthy  part  of  the  projected  program 
is  a plan  to  train  more  Indians  as  professional 
assistants  in  the  health  sciences.  There  appears 
to  be  already  an  active  interest  among  the  In- 
dian tribal  councils  in  improvement  of  health 
conditions;  reports  indicate  that  current  utiliza- 
tion of  Indians  trained  as  medical  and  dental 
assistants  and  sanitarians  has  helped  build  up 
local  interest  in  health  needs. 

The  Public  Health  service  has  requested,  for 
1958,  $43  million  for  Indian  Health,  an  increase 
of  $5  million  over  1957,  to  augment  work  on 
this  problem.  Some  370,000  Indians  receive  care 
through  Public  Health  Service  programs. 

COMMITEE  ON  FEDERAL  MEDICAL 
SERVICES 

Louis  M.  Orr,  M.D.,  Chairman 
Orlando,  Florida 
Vincent  W.  Archer,  M.D. 
Charlottesville,  Virginia 
Russell  B.  Roth,  M.D. 

Erie,  Pennsylvania 
J.  Lafe  Ludwig,  M.D. 

Los  Angeles,  California 
Richard  L.  Meiling,  M.D. 

Columbus,  Ohio 
Oscar  B.  Hunter,  M.D. 

Washington,  D.C. 

Donald  C.  Conzett,  M.D. 

Dubuque,  Iowa 

Thomas  H.  Alphin,  M.D.  (Consultant) 
Washington,  D.C. 

Mr.  C.  Joseph  Stetler  (Consultant) 
Chicago,  Illinois 

Ceorge  Cooley,  Committee  Secretary 
Chicago,  Illinois 

James  H.  Fleming,  Staff  Assistant 
Chicago,  Illinois 


HEALTH  BILLS  INTRODUCED 
IN  CONGRESS 

ATIONAL  legislators  have  not  held  back  on 
the  sponsoring  of  many  health  and  medical 
bills.  They  cover  just  about  every  phase  of 
medicine  and  human  welfare.  Most  of  them, 
of  course,  never  get  past  committees.  But  as 
an  indicator  of  the  growing  interest  in  health 


legislation  these  figures  on  bills  introduced  are 
illuminating: 

250  measures,  1951-1952,  82nd  Congress. 

407  measures,  1953-1954,  83rd  Congress. 

571  measures,  1955-1956,  84th  Congress. 

POTENTIAL  BENEFICIARIES  OF 
FEDERAL  MEDICINE 

OME  of  the  greatest  activity  in  the  health 
field  has  involved  laws  and  amendments  to  laws 
that  widen  the  scope  of  medical  care  for  fed- 
eral beneficiaries.  The  very  latest  is  Medciare 
voted  last  year  for  military  dependents.  Today 
nearly  one  out  of  every  four  persons,  including 
over  22  million  veterans,  is  eligible  to  receive  at 
no  cost  to  them  some  degree  of  medical  care 
from  the  Federal  Government. 

22.599.000  living  veterans  as  of  January  1, 
1957. 

5.200.000  military  personnel  and  their  depen- 
dents. 

300.000  beneficiaries  of  the  Public  Health 
Service,  including  200,000  seamen,  but  exclud- 
ing beneficiaries  of  Federal  Employees  Com- 
pensation Act  and  Indians. 

5.100.000  public  assistance  recipients. 

370.000  Indians  and  Alaskan  natives  receiving 
care  in  56  federal  hospitals  or  in  private  facili- 
ties under  contract. 

4.000. 000  beneficiaries  of  the  Federal  Bureau 
of  Employees’  Compensation  Act  (at-work  in- 
juries only). 

48,627  PHS  hospital  admissions  in  16  hospi- 
tals in  1956. 

1.042.000  out-patient  visits  in  121  PHS  out- 
patient facilities  during  1956. 

Foreign  Economic  Aid  Programs  (entirely 
U.S.)  and  the  World  Health  Organization  (U.  S. 
largest  contributor)  give  limited  health  care  in 
92  foreign  countries.  Example:  25,300,000  chil- 
dren were  vaccinated  in  1956. 

7.000. 000  federal  employees  and  their  depen- 
dents (will  be  eligible  for  health  care  if  pro- 
posed legislation  is  enacted). 

FEDERAL  HEALTH  SPENDING 

NDER  the  impetus  of  new  legislation  enact- 
ed during  the  last  few  years  and  particularly 
the  new  emphasis  on  medical  research  — the 
federal  health  budget  is  rising  steadily.  Bills 
introduced  in  the  present  (85th)  Congress  seek 
to  expand  many  existing  programs  or  set  up  new 
ones.  The  following  table  gives  the  total  federal 
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health  bill  for  the  current  and  last  fiscal  year 
and  a breakdown  of  health-spending  for  the  top 
three  departments  of  government. 


Fiscal  1957  Fiscal  1956  Increase 

Total,  all 

agencies  ..  .$2,558,719,168  $2,268,826,576  12.8% 
Veterans’ 

Adm 825,024,300  790,185,800  4.4% 

Dept,  of 

Defense  790,105,000  818,104,500 


Dept,  of  HEW.  772,661,800  526,935,400  46.6% 

SOCIAL  SECURITY 

F all  the  programs  of  government  enacted 
in  the  last  several  decades,  none  has  had  greater 
impact  on  the  population  or  has  been  subject 
to  more  liberalizing  amendments  than  the  So- 
cial Security  Act  of  1935.  It  began  on  a rela- 
tively modest  scale,  with  retirement  payments 
of  up  to  $10  a month  for  wage-earners  who 
reached  age  65.  At  that  time,  there  were  no 
benefits  for  the  surviving  spouse  and  children. 

Now,  22  years  later,  the  law  has  been  amend- 
ed to  include:  (1)  survivorship  benefits,  (2)  maxi- 
mum monthly  family  survivorship  payments  as 
high  as  $200,  and  (3)  a program  enacted  in  1956 
and  effective  this  July  1 for  payment  of  social 
security  benefits  to  disabled  workers  at  age  50. 
Efforts  continue  to  be  made  to  amend  the  law, 
including  a program  of  free  hospitalization  of 
the  aged,  disability  benefits  at  all  ages,  and 
compulsory  national  health  insurance.  Statistics 
on  the  program  as  it  exists  today: 

9,250,000  persons  received  OASI  monthly 
checks  in  January,  1957. 

70,00,000  wage-earners  are  covered  and  be- 
ing taxed;  9 out  of  10  persons  in  the  U.S.  are 
primarily  “insured”  or  are  their  beneficiaries. 

$22,519,000,000  in  U.  S.  bonds  in  OASI  Trust 
Fund. 

Payments  from  the  OASI  Trust  Fund  and  con- 
tributions to  it  are  now  about  equal. 

Tax  rate  is  2V4%  for  employees  & employers 
(4V2%  total);  3%%  for  self-employed. 

Under  present  law,  1975  rate  will  be  4V4% 
for  employees  & employers  (8V2%  total);  6%% 
for  self-employed. 

Under  a 1956  law,  permanently  and  totally 
disabled  persons  aged  50-65  can  get  payments 
equal  to  retirement  payments. 

Over  1,000,000  inquiries  already  have  been 
made  for  disability  payments  or  “disability 
freeze”;  about  one-half  of  the  more  than  half 
a million  formal  applications  have  been  ap- 
proved. 


DR.  E.  A.  GRAHAM  DIES  AT  73 

11  R.  EVARTS  A.  GRAHAM,  73,  who'  received 
the  A.M.A.  Distinguished  Service  Award  in 
1950  for  his  pioneer  work  in  lung  surgery  for 
cancer,  died  at  Rarnes  hospital  in  St.  Louis 
on  Monday,  March  4.  Ironically,  his  death  was 
due  to  cancer  of  the  lung.  The  diagnosis  was 
confirmed  six  weeks  ago. 

The  internationally  known  pioneer  in  chest 
surgery  received  many  honors  during  his  life- 
time. He  served  as  president  of  the  Ameriean 
College  of  Surgeons,  1940-41,  and  was  chairman 
of  its  Board  of  Regents  from  1951  to  1954.  He 
was  also  one  of  the  founders  of  the  American 
Board  of  Surgery.  From  1920  to  1945  he  served 
as  co-editor  of  the  A.M.A.  Archives  of  Surgery. 

During  the  past  several  years.  Dr.  Graham 
was  a strong  exponent  of  a link  between  eigaret 
smoking  and  lung  cancer.  He  himself  was  a 
chain-smoker  at  one  time,  but  gave  up  smoking 
10  years  ago. 

DR.  SEALE  HARRIS  DIES  AT  87 

Hr.  SEALE  HARRIS,  who  received  the  A.M.A. 
Distinguished  Service  Award  in  1949  for  his 
research  on  hyperinsulinism  and  its  control, 
died  at  his  home  in  Birmingham,  Ala.,  on  Mareh 
18.  He  was  87. 

Dr.  Harris,  an  international  figure  in  medicine, 
edited  War  Medicine”  in  Paris  during  World 
War  I and  later  was  cited  by  General  Pershing 
for  conspieuous  and  meritorious  service  in 
France.”  He  received  many  awards  during  his 
lifetime,  including  a citation  from  the  Medical 
Association  of  Alabama. 

A year  after  the  discovery  of  insulin.  Dr. 
Harris  spent  a week  in  Toronto  with  Bantin^^ 

O’ 

Best,  Collip,  and  McLeod  studying  many  cases 
and  witnessing  insulin  reactions.  These  observa- 
tions led  him  to  recognition  of  the  effects  in 
nondiabetic  patients  of  excessive  secretion  of 
insulin. 


TEMPE  CLINIC-HOSPITAL 

25  West  Eighth  Street 
TEMPE,  ARIZONA 


the  original  tranquilizer-corticoid 


prednisolone  and  hydroxyzine 


provides  the  emotional  tranquilizer,  Atarax®  (hydroxyzine)  and  the  pre- 
ferred corticoid,  Sterane®  (prednisolone)  • control  of  emotional  factors 
by  tranquilization  enhances  response  to  the  corticoid  for  greater  clinical 
improvement  • often  permits  substantial  reductions  in  corticoid  dosage, 
accompanied  by  reduction  of  hormonal  side  effects  • confirmed  by  marked 
success  in  95%  of  1095  cases  of  varied  corticoid  indications^ 


Ataraxoid  now  written  as 


t 

Q . 

1 

i 

■ - 

m 

X> 

5 mg.  prednisolone,  10  mg.  hydroxyzine  hydro- 
chloride, in  green,  scored  tablets.  Bottles  of  30 
and  100. 


and  now  available  as  NEW 


2.5  mg.  prednisolone,  10  mg.  hydroxyzine 
hydrochloride,  in  blue,  scored  tablets.  Bottles 
of  30  and  100. 


and  N 


in 

1.0  mg.  prednisolone,  10  mg.  hydroxyzine 
hydrochloride,  in  orchid,  scored  tablets.  Bottles 
of  100. 

advantages:  (1)  greater  flexibility  of  dosage 
(2)  effective  tranquilization  permits  lower 
corticoid  dosage 

l.  Personal  communications  *Trademark 

I.  Pfizer  <6  Co.,  Inc.  Brooklyn  6,  New  York  (^PfizBIy 
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CIVIL  DEFENSE 

HE  BOARD  of  Trustees  recently  authorized 
the  A.M.A.  Council  on  National  Defense  to 
go  ahead  with  a research  project,  proposed  by 
the  Federal  Civil  Defense  Administration,  to 
study  the  best  method  of  pro\  iding  medieal  care 
to  the  surx’iving  population  — casualty  and  non- 
casualty — in  the  event  of  an  enemy  attack. 

Planning  for  such  an  exhaustive  study  is 
now  underway,  and  Council  Secretary  Frank 
W.  Barton  estimates  the  project  will  recpiire  12 
to  15  months  to  complete.  The  cost,  estimated 
at  $150,000,  will  be  financed  by  the  Federal 
Civil  Defense  Administration. 

The  Trustees  looked  with  favor  on  the  study 
because  they  felt  that  physicians  would  caiTy 
the  primary  burden  and  final  responsibility 
for  providing  medieal  care  for  the  American 
people  in  the  event  of  an  all-ont  war  or  na- 
tional emergency. 

In  explaining  the  project  to  the  Board,  Mr. 
Barton  said  that  a special  committee,  under  the 
direction  of  the  Council,  will  be  responsible 
for  the  establishment,  planning  and  direction 
of  the  study.  Membership  will  consist  of  two 
members  of  the  Council  on  National  Defense, 
two  from  the  Council  on  Medical  Service,  and 
two  physicians,  who  will  be  selected  from  the 
geographieal  area  in  which  a field  study  will 
be  made.  Representatives  of  the  Federal  Civil 
Defense  Administration,  U.  S.  Public  Health 
Service  and  national  health  and  medical  or- 
ganizations will  assist  the  six-member  committee. 

The  committee  members  will  be  named  early 
in  April  during  the  regular  meetings  of  the 
Council  on  National  Defense  and  the  Council 
on  Medical  Service.  The  committee  will  then 
meet  with  Civil  Defense  Administration  offi- 
cials in  Battle  Creek  for  briefing  purposes  and 
also  to  select  the  metropolitan  area  to  be 
studied.  Later,  the  state  and  local  medical 
societies  in  that  area  will  be  asked  to  name 
two  local  physicians  who  will  also  serve  on 
the  committee. 

As  an  example  of  medical  and  health  prob- 
lems associated  with  an  enemy  attack,  Mr. 
Barton  cited  “Operation  Alert  1956”  which  in- 
volved a mythical  attack  last  July  on  Wash- 
ington, D.C.  and  45  of  70  critical  civilian 
target  areas.  As  a part  of  the  test,  the  President 
and  key  government  officials  and  agencies  set 
up  distant  relocation  headcjuarters. 

As  a result  of  this  selected  attack  pattern 


there  were  25  million  casualties  of  which  about 
19  million  died  by  the  60th  day.  In  addition 
there  was  a minimum  of  40  million  displaced 
persons.  There  were  32,650  casualties  among 
physicians  and  55,630  among  nurses.  The  loss 
of  acute  general  beds  was  37,300  and  123,900 
were  radioactive;  the  loss  of  long-term  beds  was 
14,400  and  35,100  were  radioactive. 

The  potential  loss  of  professional  health  per- 
sonnel and  facilities  is  tremendous.  Approxi- 
mately 60  per  cent  of  such  personnel  live  in 
the  70  critical  target  areas.  There  are  5,436 
general  hospitals  in  the  United  States;  3,466  are 
less  than  100  beds  and  contain  146,153  beds; 
1,955  are  more  than  100  beds  and  contain 
539,502  beds.  The  majority  of  the  latter  are  in 
the  metropolitan  target  areas. 


TEN  CANCER  FILMS  FOR 
PHYSICIANS 

HIS  series  of  10  kinescopic  films  was  origin- 
ally telecast  live  and  in  color  as  part  of  a 
medical  education  program  sponsored  by  the 
American  Cancer  Society  and  the  Columbia 
Broadcasting  System.  They  originated  from 
the  Frances  Delafield  Hospital  and  Memorial 
Center  for  Caneer  and  Allied  Diseases  in  New 
York  City. 

These  films  are  now  available  without  cost  to 
professional  audiences  throughout  the  State. 
They  will  be  shipped  post  paid  anywhere  in  Ari- 
zona. Bookings  should  be  made  through  the 
Arizona  Division,  American  Cancer  Society  at 
1429  North  First  St.,  Phoenix,  Arizona.  ALpine 
4-7192. 

A summary  of  each  program  has  been  writ- 
ten, and  will  be  furnished  free  if  the  Cancer 
Society  is  given  notification  and  the  approxi- 
mate number  of  people  expected  to  attend.  If 
requested,  a motion  picture  sound  projector  and 
screen  can  also  be  made  available  without 
charge. 

The  films  available  at  present  are: 

Lymphomas  and  Leukemias,  16  mm.  in  color, 
sound;  55  minutes. 

Moles  and  Melanomas,  16  mm.  in  color,  sound; 
49  minutes. 

Kinescope  Promotional  Trailer,  16  mm.  in 
color,  sound;  5 minutes. 

Differential  Diagnosis  of  Uterine  Bleeding, 
16  mm.,  color,  sound;  45  minutes. 

Chemotherapy;  A Research  Frontier,  16  mm., 
color,  sound;  44  minutes. 
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Tumors  of  the  Bone,  16  mm.,  color,  sound; 
49  minutes. 

Cancer  of  the  Cervix,  16  mm.,  color,  sound; 

47  minutes. 

The  Diagnosis  of  Breast  Cancer,  16  mm.,  color, 
sound;  45  minutes. 

Cancer  Detection,  16  mm.,  color,  sound;  38 
minutes. 

Tumors  of  Childhood,  16  mm.,  color,  sound; 
44  minutes. 

Hormonal  and  Chemical  Treatment  of  Can- 
cer, 16  mm.,  color,  sound;  52  minutes. 

BUSINESS  MANAGEMENT  IN 
MEDICAL  PRACTICE 

SERIES  of  10  film  presentations  dramatiz- 
ing the  business  problems  of  starting  a new 
practice  is  now  being  released  by  Mead  John- 
son & Company  for  showing  to  medical  students, 
interns;  and  residents. 

Entitled  “Business  Management  in  Medical 
Practice,”  the  copyrighted  series  consists  of  the 
films  with  accompanying  commentaries  by  spe- 
cially trained  Mead  Johnson  representatives. 
Showings  will  be  available  to  medical  teaching 
centers  and  hospitals. 

The  first  film,  “Where  Should  I Practice?” 
was  released  April  1. 

The  second  and  third  films,  “Financing  the 
New  Practice”  and  “Solo,  Partnership,  or  Group 
Practice?”  will  be  released  about  July  1. 

Other  films  in  the  series,  whcih  will  be  re- 
leased individually  at  appropriate  intervals: 

“How  to  Establish  Proper  Fees  and  Promote 
Collection.” 

“How  Much  Liability,  Property  and  Health 
and  Accident  Insurance  Do  I Need?” 

“Doctor-Patient  Relations  . . . Public  Rela- 
tions.” 

“Personnel  Selection  and  Training.” 

“A  Personal  Life  Insurance  and  Basic  Estate 
Program.” 

“Office  Layout  and  Design.” 

PRINT  FAMILY  HEALTH  RECORD 
BOOKLETS 

HE  A.M.A.  Board  of  Trustees  has  authorized 
preparation  of  a Family  Health  Record.  It  is 
planned  to  have  this  attractive,  12-page  bocLlet 
distributed  through  state  medical  societies.  The 
booklet  will  serve  as  a repository  for  pertinent 
medical  information  on  each  member  of  a 
family.  Full  distribution  plans  will  be  announced 
shortly. 


LOCATION  OPPORTUNITIES 

ASHFORK  - Pop.  700  - North  centrally 
located  — Railroad  center  — Contact  the 
Women  s Club,  Ashfork,  Arizona. 

BENSON  — Excellent  opportunity  for  GP  — 
This  St.  David-Benson  trade  area  has  about 
5000  population  with  only  one  doctor  available. 
Contact  Mrs.  Thomas  Allen,  Secretary,  Benson 
Business  Association,  Benson,  Arizona. 

CAMP  VERDE  — Located  in  the  heart  of 
a large  farming  and  ranching  area  on  the  Verde 
River.  Approximately  100  miles  north  of  Phoe- 
nix. Badly  in  need  of  a medical  doctor.  Contact 
Ivy  N.  Moser,  R.  N.,  Camp  Verde,  Arizona. 

GILA  BEND  - Pop.  2,500  - 80  miles  west 
of  Phoenix  — Nearest  town  to  the  Painted  Rock 
Dam  Project  — Good  opportunity  for  general 
practitioner.  Gattle,  cotton  and  general  farm- 
ing. Office  and  equipment  available.  $150 
monthly  income  from  Board  of  Supervisors. 
Gontact  Mrs.  J.  F.  Allison,  Box  485,  Gila  Bend, 
Arizona. 

LAS  GRUGES,  NEW  MEXIGO  - In  South 
Gentral  part  of  State  and  not  too  distant  from 
El  Paso,  Texas.  Population  is  approximately 
22,000,  boasts  State  Gollege  and  White  Sands 
proving  grounds.  General  Hospital,  85  beds, 
fully  accredited  and  staffed  by  fourteen  (14) 
doctors.  Need  Urologist,  Anesthesiologist  and 
Obstetrician-Gynecologist.  For  full  details  write: 
A.  M.  Babey,  M.D.,  President  of  the  Staff,  250 
West  Gourt  Street,  Las  Gruces,  New  Mexico. 

MORENGI  — Mining  community  located  near 
New  Mexico-Arizona  border  — Pop.  10,000.  Has 
vacancy  at  hospital  for  GP.  Gontact  Garl  H. 
Gans,  M.D.,  Morenci  Hospital,  Morenci,  Ari- 
zona. 

PAYSON  — Pop.  1,800  - Have  completed 
and  equipped  a new  clinic.  Are  badly  in  need 
of  a medical  doctor  and  the  closest  medical 
facilities  are  80  miles  away.  For  further  infor- 
mation contact  Mr.  Walter  Surrett,  President, 
Payson  Glinic,  Payson,  Arizona. 

TUCSON  — The  V.A.  Hospital  has  two 
vacancies  at  the  present  time  — one  is  for 
an  internist  on  the  Medical  Service  and  the 
other  is  for  either  a general  or  thoracic  surgeon. 
State  license  is  necessary,  but  not  necessarily 
an  Arizona  license.  Contact  S.  Netzer,  M.D., 
Director,  Professional  Service,  V.A.  Hospital, 
Tucson,  Arizona. 

TUCSON  — Opening  for  a board  certified 
or  board  eligible  Orthopedist  to  form  and 
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liead  in  Orthopedic  Department  in  the  Tucson 
Clinic.  Must  have  had  good  training  in  pediatric 
orthopedics  as  well  as  acute  trauma  and  re- 
constructive work.  Are  looking  for  a younger 
man;  however,  are  willing  to  consider  any  well- 
trained  physician  regardless  of  age.  If  in- 
terested, contact  D.  J.  Heim,  M.D.,  The  Tucson 
Clinic,  116  North  Tucson  Boulevard,  Tucson, 
Arizona. 

YOUNGSTOWN  - Pop.  130  - Located  16 
miles  from  Phoenix,  4 miles  from  Peoria,  IV2 
miles  from  El  Mirage,  1 mile  from  Surprise, 
each  a potential  field  of  practice.  Most  resi- 
dents are  60  years  of  age  or  older  and  are  in 
need  of  medical  care.  Office  space  is  currently 
provided  at  no  rental.  A medical  center  is  being 
planned.  Interested  doctors  may  contact  Mr.  Sid 
Lambert,  Box  61,  Marionette,  Arizona. 

YUMA  - Pop.  15,000  - Situated  in  the  South- 
west corner  of  the  State  on  the  Colorado  River 
— Semi-retired  medical  doctor,  possibly  a CP, 
may  work  part  time  or  full  time.  He  may  do 
his  own  surgical  procedures  or  may  call  upon 
local  surgeons  to  do  surgical  procedures.  If  he 
would  wish,  he  may  be  director  of  the  Yuma 
County  Health  Unit  which  is  an  administrative 
position.  Now  paying  $6,600  annually  for  a 
permanent  part  time  physician.  However,  it 
could  be  revised  upward  considerably  if  he 
would  handle  his  own  surgery  and  the  heaPh 
unit.  If  interested,  eontact  Mr.  R.  L.  Odom, 
P.  O.  Box  1112,  Yuma,  Arizona. 

FOR  INFORMATION  ON  OPPORTUNI- 
TIES IN  THE  FIELD  OF  INDUSTRIAL 
MEDICINE,  CONTACT: 

Harold  ].  Mills,  M.D.,  Phelps  Dodge  Hospital, 
Ajo,  Arizona. 

Carl  H.  Cans,  M.D.,  Phelps  Dodge  Hospital, 
Morenci,  Arizona. 

Ira  E.  Harris,  M.D.,  Miami-Inspiration  Hos- 
pital, Miami,  Arizona. 

Charles  B.  Huestis,  M.D.,  Box  928,  Hayden, 
Arizona. 

Elvie  B.  Jolley,  M.D.,  Copper  Queen  Hospital, 
Bisbee,  Arizona. 

H.  W.  Finke,  M.D.,  Magma  Copper  Company 
Hospital,  Superior,  Arizona 

John  Edmonds,  M.D.,  Kennicott  Copper  Cor- 
poration Hospital,  Ray,  Arizona. 

LOCATION  INQUIRIES 

BARTON,  DAVID  W.,  M.D.,  Cohocton,  New 
York,  CP,  1944  graduate  of  Cornell  University. 


Presently  in  active  practice.  Interested  in  clin- 
ical practice.  Available  summer  of  1957. 

DAVIS,  BERNARD  MARTIN,  M.D.,  101  j 
Tunbridge  Road,  Baltimore  12,  Maryland,  ObG,  j 
1951  graduate  of  Georgetown  University  Medical  j 
School.  Was  originally  a general  practitioner,  | 
but  will  complete  three  years  of  residency  train-  I 
ing  in  July  and  then  wishes  to  locate  for  spe- 
cialty practice.  Particularly  interested  in  clinic 
with  preferably  9 to  12  physicians. 

EITEL,  GEORGE  D.,  M.D.,  1409  Willow  St, 
Minneapolis,  Minnesota,  S,  1924  graduate  of 
University  of  Minnesota.  Particularly  interest- 
ed in  position  as  chief  surgeon  or  medical  direc- 
tor in  industrial  medicine.  Desires  regular  hours. 
Has  current  Arizona  license. 

FUGLESTAD,  EDSON  VERCEL,  M.D.,  1157 
Randolph,  St.  Paul,  Minnesota,  CP,  1953  gradu- 
ate of  Baylor  University.  Diplomate  of  National 
Board.  Interested  in  partnership,  assistant  or 
associate  praetice.  Available  July  1,  1957. 

IDDLES,  ALAN,  M.D.  (Capt.  MC  04035232) 
16th  Field  Hospital,  APO  696,  New  York,  New 
York,  CP,  Has  had  residencies  in  obstetrics 
and  gynecology  and  general  surgery.  Available 
in  March.  Interested  in  starting  a small  group 
practice  with  several  other  physicians  who  are 
leaving  the  Army  a few  months  later. 

JENSEN,  RALPH,  M.D.,  307  LaMarina,  Santa 
Barbara,  California,  CP,  1955  graduate  of  Uni- 
versity of  Cincinnati.  Desires  assistant  or  asso- 
ciate general  practice  in  the  Phoenix  area.  Now 
completing  residency  in  general  surgery.  Avail- 
able July  1st  of  this  year. 

KASE,  SIDNEY,  M.D.,  440  West  Cowles 
Street,  Long  Beach,  California,  GS  and  Or. 
Interested  in  general  or  industrial  practice.  Will 
be  released  from  military  service  in  July  of  this 
year. 

McGANLESS,  EDGAR  S.,  M.D.,  318  Avenue 
B West,  Barksdale,  AFB,  Shreveport,  Louisiana, 
Pel.  Interested  in  group  or  associate  practice  in 
pediatrics.  Will  be  available  in  April. 

STERN,  GERTRUDE  S.,  M.D.,  910  West  End 
Avenue,  New  York,  New  York,  Pel.  Board  cer- 
tified pediatireian  and  at  present  Assistant  Clin- 
ical Director  of  the  Pediatric  OPD  at  the  New 
York  Hospital.  Wishes  to  relocate  with  husband 
(Below.) 

STERN,  SEYMOUR  H.,  M.D.,  910  West  End 
A\enue,  New  York  City,  S-TS.  Has  had  resi- 
dencies in  thoracic  and  general  surgery,  post 
graduate  training  in  surgical  anatomy  and  sur- 
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gical  pathology.  Wishes  to  relocate  with  wife. 
(Above). 

CARDONA,  ARISTIDES,  M.D.,  108  Sims 
Road,  Syracuse,  New  York,  GS,  Wishes  to  re- 
locate to  finish  residency.  Interested  in  clinic, 
associate  or  institutional  practice.  Available  in 
June  of  this  year. 

CORWIN,  JAMES  HOWELL,  M.D.,  North 
Avenue  Apartments,  B-7,  Washington,  Pennsyl- 
vania, GP,  1956  graduate  of  Jefferson  Medical 
College.  Desires  general,  assistant  or  associate 
practice.  Available  August  1,  1957. 

CRONIN,  JOHN,  JR.,  M.D.,  1100  Lathrop 
Avenue,  River  Forest,  Illinois,  OALR,  1942 
grarluate  of  Loyola  Medical  School.  Presently 
practicing  the  specialty  of  otolaryngology;  en- 
doscopy, neck  surgery  in  Illinois.  Desires  clinic, 
associate  or  assistant  practice. 

FISHMAN,  RONALD,  M.D.,  Grace-New 
Haven  Community  Hospital,  New  Haven,  Con- 
necticut, I,  1953  graduate  of  Temple  University. 
Presently  resident  physician  in  cardiology.  Pre- 
fers assistant  or  associate  practice.  Available 
July  1,  1957. 

JORDAN,  ROBERT  HENRY,  M.D.,  1517 
Roseland  Drive,  Birmingham  9,  Alabama,  I,  1953 
graduate  of  University  of  Virginia.  Interested 
in  general,  clinic  or  associate  practice.  Avail- 
able in  July  of  this  year. 

MORAN,  THOMAS  WESLEY,  M.D.,  107 
Gerry  Road,  Chestnut  Hill,  Massachusetts,  GS, 
1947  graduate  of  Jefferson  Medical  College.  Six 
years  of  training  in  specialty.  Board  qualified. 
Desires  clinic  or  associate  practice.  Available 
August,  1957. 

ORR,  ISRAEL,  M.D.,  7016  South  Cregier 
Avenue,  Chicago  49,  Illinois,  Anes,  1954  grad- 
uate of  Chicago  Medical  School.  Presently  serv- 
ing residency  in  Anesthesiology.  Available  Sep- 
tember 1,  1957. 

PERLE,  MARTIN  HAROLD,  M.D.,  122  - 56th 
Street,  West  New  York,  New  Jersey,  Or,  1949 
graduate  of  Indiana  University.  Board  certified. 
Interested  in  clinic,  associate  or  institutional 
practice.  Available  now. 

NATUROPATHS 

OVERNOR  Collins  of  Florida  recently  re- 
leased a report  which  deals  a heavy  blow  to 
naturopaths  in  that  state. 

The  governor’s  report,  based  on  an  investi- 
gation which  was  begun  last  September,  recom- 


mends that  the  Florida  legislature  “abolish  the 
practice  of  naturopathy.”  It  is  estimated  that 
there  are  about  350  naturopaths  in  Florida. 

The  109-page  report,  a copy  of  which  was 
received  by  the  A.M.A.  Bureau  of  Investigation, 
reviewed  among  other  things  the  details  of 
so-called  schools  claimed  as  sources  of  diplomas 
by  naturopaths  licensed  in  Florida.  The  report 
said: 

“Information  pertaining  to  naturopathic  edu- 
cation is  difficult  to  obtain  because  schools  are 
small  affairs  of  a fly-by-night  character  with 
few  students,  and  several  months  of  investiga- 
tion, including  correspondence  and  on-the-spot 
visiting,  revealed  no  school  which  confines  its 
teachings  to  naturopathy.  In  every  instance 
where  any  type  of  school  existed,  naturopathy 
was  nothing  more  than  part  of  a course  given 
for  the  training  of  chiropractors.” 

The  investigator  further  reported: 

“None  of  the  so-called  schools  had  even  one 
adequately  trained  teacher  on  the  faculty,  for 
there  is  no  naturopathic  school  where  they 
could  be  adequately  trained;  none  has  one 
worthily-equipped  laboratory;  none  conducted 
a clinic  in  which  a wide  variety  of  common 
diseases  could  be  studied;  none  had  any  afillia- 
tion  with  a worthy  hospital,  and  none  existed 
where  any  internship,  externship  or  preceptor- 
ship  is  required.” 

The  naturopathic  situation  in  Florida  is  unique 
since  these  so-called  drugless  healers  are,  by 
reason  of  judicial  interpretation  of  licensing 
laws,  able  to  dispense  and  prescribe  narcotics 
and  antibiotics. 


CORONARY  HEART  DISEASE:  Angina  Pectoris  — Myocardial 
Infarction  by  Milton  Plotz,  M.D.  353  pages.  Illustrated.  (1957) 
Hoeber-Harper.  $12. 

From  the  foreword;  “The  era  just  dawning, 
when  illness  is  managed  by  physiologic  prin- 
ciples and  not  by  custom  and  when  a great  de- 
crease in  second  attacks  of  coronary  disease 
seems  attainable,  is  fully  described  in  the  meticu- 
lous treatise  to  which  Milton  Plotz  has  devoted 
many  years  of  preparation  — by  study,  by  dis- 
cussion with  leaders  in  the  field,  and  by  daily 
practical  experience.  The  subject  demands  a 
full  and  up-to-date  presentation,  and  the  prac- 
ticing physician  and  the  beginner  in  medicine 
are  fortunate  to  have  such  a volume  as  Dr.  Plotz 
has  given  us.”  — William  Dock,  M.D. 

Stacey’s  Medical  Books,  San  Francisco 
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WAYLAND 

PRESCRIPTION  PHARMACIES 
INC. 

☆ 

13  E.  Monroe  Street 
Phone  Alpine  4-4171 
PHOENIX,  ARIZONA 

☆ 

FREE  DELIVERY 


New  Copy  Maker 
cuts  billing  costs 


All-Elecfric  process  directly  copies  your 
itemized  account  cards  in  just  4 seconds! 

The  All’Ekctric  THERMO-FAX  ’'Secretary”  Copying  Machine 
makes  statements  directly  from  your  itemized  office  account  cards  in  just 
4 seconds!  Copies  are  exact.  No  proofreading  necessary.  No  time 
consuming  retyping.  Exclusive  All-Electric  process  uses  no  chem- 
icals or  negatives... you  copy  originals  in  one  direct  step.  Cost  per  copy 
as  low  as  No  special  installations  needed. 

C .11  now  for  demonstration  on  the  new  all-Electric 
V-  to  si*>->nrfv  vnnr  bil’inc. 


STATIONERS  - OFFICE  OUTFITTERS 

Since  1918 

Inside  Parking  — Phone  AL  8-7161 


A COMPLETE  SURGICAL 
APPLIANCE  SERVICE  FOR 
YOUR  PATIENT 

Hospital  and  Home  calls  made  at  your  direction 
Rentals  of  Wheel  Chairs,  Walkers,  Crutches, 
etc.  — Supports  Fitted  Exactly  As  Prescribed 
Graduate  Men  & Women  Fitters 
Clean  Private  Fitting  Rooms 

Grove's  Surgical  Supports 
Store 

3123  N.  Central  Ave. 

2Vz  blocks  north  of  Thomas  Rd. 

Phone  CR  4-5562 
PHOENIX,  ARIZONA 


He's  An 
Investor 

But  no 
decisions 
to  make  . . . 
no  details 
to  handle. 


This  man  sleeps  well.  He  doesn't  toss  in  bed  at  night' 
wondering  whether  to  buy  XYZ  stock  . . . whether  he 
should  sell  PDQ  . . . how  to  handle  the  warrents  he  just 
received  . . . what  to  do  about  the  rights  lying  on  his' 
desk.  At  night  he  sleeps  peacefully.  During  the  day  he 
concentrates  on  his  business  affairs.  He  considered  the 
risks  and  the  advantages  and  invested  in  Mutual  Fund^ 
Shares. 

Ed.  Murray  & Co. 

409  North  Central  Ave. 

AL  4-0315  Phone  AL  2-9192 
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jj-uture  i^Viectingfs 

The  Twelfth  Annual  Meeting  of  the 
Ogden  Surgical  Society 

The  OGDEN  Surgical  Society  is  pleased  to 
announce  the  Scientific  program  of  the  annual 
meeting  to  be  held  May  22,  23  and  24,  1957. 

PLACE:  Ogden,  Utah,  The  Seientific  meet- 
ings will  be  held  at  the  Egyptian  Theatre,  2439 
Washington  Blvd. 

PROGRAM:  The  following  doctors  have  been 
obtained  as  guest  speakers: 

J.  W.  Cole,  Associate  Professor  of  Surgery, 
Western  Reserve  University  School  of  Medicine, 
Cleveland,  Ohio. 

Robert  L.  Craig,  Instructor  in  Surgery,  North- 
western University  Medical  School,  Chicago, 
Illinois. 

Clement  A.  Finch,  Professor  of  Medicine, 
University  of  Washington  School  of  Medicine, 
Seattle  Washington. 

Louis  Goodman,  Professor  of  Pharmacology, 
University  of  Utah  College  of  Medicine,  Salt 
Lake  City,  Utah. 

Stuart  W.  Harrington,  Professor  of  Surgery, 
Mayo  Foundation,  Rochester,  Minnesota. 

Dwight  E.  Harken,  Assistant  Professor  of 
Surgery,  Harvard  Medical  School,  Boston,  Mas- 
sachusetts. 

Joseph  L.  Hollander,  Assistant  Professor  of 
Medicine,  University  of  Pennsylvania  School  of 
Medicine,  Philadelphia,  Pennsylvania. 

John  C.  Jones,  Associate  Clinical  Professor 
of  Surgery,  University  of  Southern  California 
School  of  Medicine,  Los  Angeles,  California. 

Raymond  E.  Jordan,  Assistant  Professor  of 
Oto-Laryngology,  University  of  Pittsburgh,  Pitts- 
burgh, Pennsylvania. 

D.  Frank  Kaltreider,  Professor  of  Obstetrics 
& Gynecology,  University  of  Maryland  School 
of  Medicine,  Baltimore,  Maryland. 

Walter  G.  Maddock,  Professor  of  Surgery, 
Northwestern  University  Medical  School, 
Chicago,  Illinois. 

Alton  Ochsner,  Chief  Surgical  Staff,  Ochsner 
Foundation,  New  Orleans,  Louisana. 

James  T.  Priestley,  Professor  of  Surgery,  Mayo 
Foundation,  Rochester,  Minnesota. 

Charles  B.  Puestow,  Clinieal  Professor  of  Sur- 
gery, University  of  Illinois  College  of  Medieine, 
Chicago,  Illinois. 


William  M.  Wallace,  Professor  of  Pediatrics, 
Western  Reserve  University  School  of  Medicine, 
Cleveland,  Ohio. 

Jack  K.  Wickstrom,  Professor  of  Orthopedie 
Surgery,  Tulane  University  School  of  Medicine, 
New  Orleans,  Louisiana. 

ENTERTAINMENT:  Informal  parties  will  be 
held  on  Wednesday  and  Thursday  evenings  for 
all  who  have  registered  and  their  wives.  Soeial 
events  will  be  arranged  for  the  ladies  in  at- 
tendance. 

REGISTRATION:  Make  hotel  registrations 
at  onee  through  the  chairman  of  the  Registration 
Committee,  Doctor  L.  D.  Nelson,  Washington 
Terrace,  Ogden,  Utah. 


AMA  PLANS  OUTSTANDING 
MEDICAL  MEETING  IN  JUNE 

P HYSICIANS  attending  the  AMA’s  I06th  An- 
nual Meeting  in  New  York  City  June  3-7  will 
find  a star-studded  revue  of  exhibits,  scientific 
lectures,  medical  films  and  color  television  pro- 
grams lined  up  for  their  pleasure  and  enlighten- 
ment. Approximately  18,000  physicians  from  all 
over  the  country  are  expected  to  participate  in 
this  world-famous  “short  course”  in  postgradu- 
ate medical  education.  Focal  point  of  the  scien- 
tific program  will  be  the  Coliseum  — New  York’s 
new  exhibition  hall  — with  four  floors  devoted 
to  technical  and  scientific  exhibits,  many  of  the 
scientific  meetings  and  the  color  television  pro- 
gram. A number  of  section  meetings  plus  the 
seientific  film  program  will  be  held  in  hotels 
near  the  exhibit  hall.  Headquarters  for  the 
House  of  Delegates  will  be  the  Waldorf  Astoria. 

An  outstanding  seientifie  lecture  program  is 
being  arranged  by  the  Council  on  Scientific  As- 
sembly. Kicking  off  the  general  scientific  pro- 
gram on  Monday  morning,  June  3,  will  be  a 
review  of  recent  progress  in  surgery  while  the 
afternoon  session  will  deal  with  recent  advances 
in  medicine.  Tuesday  morning’s  general  meet- 
ing will  feature  a discussion  on  the  use  and 
abuse  of  mood-altering  dmgs  in  daily  praetice. 

Formal  section  meetings  will  run  from  Tues- 
day afternoon  through  Friday  morning.  Many  of 
the  sections  will  combine  to  present  special 
symposiums  and  panel  discussions.  The  Section 
on  Miscellaneous  Topics  is  arranging  sessions 
on  allergy,  legal  medieine  with  a moek  trial 
involving  the  testing  of  drinking  drivers,  and 
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methods  of  improving  communication  in  medi- 
cine. A number  of  exhibit-symposiums  and  ques- 
tion-and-answer  conferences  also  will  be  held. 
Special  exhibits  on  fractures,  diabetes,  perinatal 
mortality,  pulmonary  function  testing,  fresh 
tissue  pathology,  arthritis,  and  nutrition  also  will 
be  presented. 

The  color  television  program  presenting  live 
surgical  procedures  from  Roosevelt  Hospital  will 
again  be  sponsored  in  cooperation  with  Smith, 
Kline  & French  Laboratories. 

A foreign  air  is  being  added  to  the  regular 
medical  film  program  for  the  first  time.  More 
than  20  foreign  countries  are  sending  special 
films  dealing  with  many  aspects  of  medical 
science  to  the  “international  medical  film  pro- 
gram.” Both  the  international  and  regular  film 
programs  will  be  held  at  the  Barbizon  Plaza 
Hotel. 

Registration  officially  opens  at  the  Coliseum 
Monday  at  8:30  a.m.  and  closes  Friday  noon. 
Advance  registrations  will  be  accepted  Sunday 
from  12  noon  to  4:00  p.m.  The  exhibit  hall  will 
be  open  to  “doctors  only”  on  Tuesday  and  Wed- 
nesday mornings  to  give  physicians  an  opportun- 
ity to  circulate  more  freely  among  the  technical 
and  scientific  exhibits.  For  your  comfort,  the 
new  Coliseum  has  many  facilities,  including 
air  conditioning,  escalators,  elevators,  a cafe- 
teria, and  snack  bars. 

Physicians  and  their  wives  should  plan  now 
to  attend  this  worthwhile  medical  conclave. 
Further  details  will  be  published  in  the  Journal 
of  the  AMA. 


AMERICAN  MEDICAL  ASSOCIATION 
POST-SESSION  TOURS 

P OST-SESSION  tours  to  Europe  and  Bermuda 
are  being  offered  A.M. A.  members  following  the 
Association’s  Annual  Session  in  New  York  City, 
June  3-7,  1957.  Two  European  tours  are  offered 
— one  of  24  days  to  France,  Italy,  Switzerland, 
Belgium,  and  France,  and  one  of  38  days,  which 
is  a longer  holiday,  visiting  England,  Belgium, 
Holland,  Cermany,  Switzerland,  Austria,  Italy 
and  France. 

In  cooperation  with  the  World  Medical  As- 
sociation, special  scientific  sessions  of  exceptional 
interest  have  been  planned  in  London,  Pari-; 
and  Geneva. 

In  addition  to  Europe,  the  post-session  prO’ 
gram  includes  three  trips  to  Bermuda,  designed 


for  those  who  may  not  have  sufficient  time  for  a 
European  vacation.  One  trip  is  five  days  long 
— the  other  eight  days,  with  an  opportunity 
to  make  the  round  trip  by  air,  or  go  one  way 
by  steamer. 


ELEVENTH  ANNUAL  ROCKY 
MOUNTAIN  CANCER  CONFERENCE 
Denver,  July  10,  11,  1957 

UEST  speakers  are:  Drs.  Richard  H.  Over- 
holt, Boston,  Surgeon;  L.  Henry  Garland,  San 
Francisco,  Radiologist;  Seymour  M.  Farber,  San 
Francisco,  Internist;  Joseph  Bank,  Phoenix,  Gas- 
troenterologist; Alton  Ochsner,  New  Orleans, 
Surgeon;  Joseph  A.  Cunningham,  Birmingham, 
Pathologist;  and  Arthur  T.  Hertig,  Boston,  OB- 
GYN  Pathologist.  The  two  symposia  will  be 
based  upon  Cancer  of  the  Lung  and  Cancer  of 
the  Stomach. 


THE  AMERICAN  CONGRESS  OF 
PHYSICAL  MEDICINE  AND 
REHABILITATION 

T 

1 HE  35th  annual  scientific  and  clinical  session 
of  the  American  Congress  of  Physical  Medicine 
and  Rehabilitation  will  be  held  September  8-13, 
1957  inclusive,  at  Hotel  Statler,  Los  Angeles. 

Scientific  and  clinical  sessions  will  be  given 
September  9,  10,  11,  12  and  13.  All  sessions 
will  be  open  to  members  of  the  medical  pro- 
fession in  good  standing  with  the  American 
Medical  Association. 

In  addition  to  the  scientific  sessions,  annual 
instruction  seminars  will  be  held.  These  lec- 
tures will  be  open  to  physicians  as  well  as  to 
therapists,  who  are  registered  with  the  Amer- 
ican Registry  of  Physical  Therapists  or  the 
American  Occupational  Therapy  Association. 

Full  information  may  be  obtained  by  writing 
to  the  Executive  Secretary,  Dorothea  C.  Augus- 
tin, American  Congress  of  Physical  Medicine 
and  Rehabilitation,  30  North  Michigan  Avenue, 
Chicago  2,  Illinois. 


MODERN  OFFICE  GYNECOLOGY  by  George  Blinick,  M.D. 
and  Sherwin  A.  Kaufman,  M.D.  218  pages.  Illustrated.  (1957) 
Lea  & Febiger.  $4.50. 

This  is  about  as  condensed  as  you  could  wish. 
The  first  two  sections  will  prove  readily  useful  to 
general  practitioners.  The  third  section,  giv- 
ing an  annotated  bibliography,  is  alone  worth 
the  price  of  admission. 

Stacey’s  Medical  Books,  San  Francisco 
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Rauwiloid 

A Better  Antihypertensive 


“We  prefer  to  use 

alseroxylon  (Rauwiloid) 

since  it  is  less  likely  to  produce  excessive  fatigue  and 
weakness  than  does  reserpine.”^  Up  to  80%  of  patients 
with  mild  labile  hypertension  and  many  with  more 
severe  forms  are  controlled  with  Rauwiloid  alone. 

1.  Moyer,  J.H.:  J.  Louisiana  M.  Soc. 

108-.23X  (July)  1956. 


A Better  Tranquilizer,  too 

"...relief  from  anxiety  resulted  in  generally  in- 
creased intellectual  and  psychomotor  efficiency  with 
a few  exceptions. Rauwiloid  is  outstanding  for  its 
nonsoporific  sedative  action  in  a long  list  of  unre- 
lated diseases  not  necessarily  associated  with  hy- 
pertension but  burdened  by  psychic  overlay. 

2.  Wright,  W.T.,  Jr.,  et  al.:  J.  Kansas  M.  Soc. 

57:410  (July)  1956. 

Dosage:  Merely  two  2 mg.  tablets  at  bedtime. 

After  full  effect  one  tablet  suffices. 

Best  first  step  when  more  potent  drugs  are  needed 


Rauwiloid  is  recognized  as  basal 
medication  in  all  grades  and  types 
of  hypertension.  In  combination  with 
more  potent  agents  it  proves  syner- 
gistic or  potentiating,  making 
smaller  dosage  effective  and  freer 
from  side  actions. 

Rauwiloid  +Veriloid® 

In  moderate  to  severe  hyperten- 
sion this  single-tablet  combination 
permits  long-term  therapy  with  de- 
pendably stable  response.  Each  tablet 
contains  1 mg.  Rauwiloid  (alseroxy- 
lon) and  3 mg.  VerHoid  (alkavervir). 
Initial  dose,  1 tablet  t.i.d.,  p.c. 


Rauwiloid°+ 

Hexamethonium 

In  severe,  otherwise  intractable  hy- 
pertension this  single-tablet  com- 
bination provides  smoother,  less 
erratic  response  to  hexamethonium. 
Each  tablet  contains  1 mg.  Rauwi- 
loid and  250  mg.  hexamethonium 
chloride  dihydrate.  Initial  dose, 
tablet  q.i.d. 

RiUer 
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OFFICE  EQUIPMENT 
1636  NORTH  CENTRAL 

(just  north  of  McDowell) 


Serving  Arizona 
Health  Needs 
Since  1908 


Phoenix  - Tempe  - Globe  - Miami  - Superior 
Casa  Grande  - Glendale 
Wickenburg  - Tucson 


Times  have  Changed 

AND 

BUILDINGS 
TOO! 


\f  medical 


BUILDING 


Equipment  Is  Sometimes 
No  Better  Than  The 
Follow-up  Service  Needed. 


WE  SERVICE  PROPERLY 


Surgical  Supply  Co. 

1030  E.  McDowell  Rd.  - AL  4-5593 
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The  Case  History  in  this  discussion  is  selected 
from  the  Case  Records  of  the  Massachusetts  Gen- 
eral Hospital,  and  reprinted  from  the  New  England 
Journal  of  Medicine.  The  discussant  under  Differ- 
ential Diagnosis  is  a member  of  the  staff  of  the 
Massachusetts  General  Hospital.  The  other  dis- 
cussants are  members  of  the  Phoenix  Clinical  Club. 


MASSACHUSETTS  GENERAL 
HOSPITAL 

PRESENTATION  OF  CASE  41352 

1 FIFTY-THREE-YEAR-OLD  man  was  ad- 
mitted to  the  hospital  because  of  severe  ab- 
dominal pain. 

Five  days  before  admission,  when  fever  and 
a sore  throat  developed,  he  was  ordered  to  bed 
by  his  physician.  He  had  no  cough  or  pain  in 
the  chest.  Three  days  later  vague  epigastric  dis- 
tress and  gaseous  eructations  began.  On  the 
morning  of  admission,  four  hours  before  ad- 
mission, he  was  suddenly  siezed  by  epigastric 
pain,  which  became  generalized  within  a short 
time.  He  was  nauseated  and  vomited  recently 
ingested  food.  The  pain  did  not  radiate  to  the 
back  or  shoulder.  He  had  had  no  melena,  hema- 
temesis,  constipation  or  diarrhea. 

A peptic  ulcer  (?  duodenal  or  gastric)  had 
been  demonstrated  by  a gastrointestinal  x-ray 
series  five  years  previously  after  symptoms  of 
epigastric  pain.  He  was  treated  by  his  physician 
with  medications  and  a bland  diet  that  he  had 
since  followed  only  as  dictated  by  symptoms. 
He  experienced  periodic  episodes  of  epigastric 
pain  and  “heartburn.” 

Physical  examination  revealed  a flushed,  toxic- 
appearing man  in  acute  pain  and  very  reluctant 
to  change  position.  The  heart  was  normal.  The 
lungs  were  clear  except  for  a few  inspiratory 
stickly  rales.  The  abdomen  was  tense  and  tender 
throughout.  The  tenderness  was  rated  four 
plus  in  the  epigastrium  and  two  plus  in  the 
right  lower  quadrant.  Very  rare  peristaltic  wave> 
were  heard.  Rectal  examination  was  negative. 

The  temperature  was  102°  F.,  the  pulse  120, 
and  the  respirations  30.  The  blood  pressure  was 
130  systolic,  80  diastolic. 

The  urine  was  normal  except  for  granular  and 
hyaline  casts  and  a few  red  and  white  cells  per 


high-power  field  in  the  sediment.  Examination 
of  the  blood  revealed  a hemoglobin  of  17  gm. 
per  100  cc.  and  a white-cell  count  of  7400.  The 
sodium  was  136  miliequiv.,  the  potassium  3.5 
milliequiv.,  and  the  chloride  94  miliequiv.  per 
liter;  the  nonprotein  nitrogen  was  47  mg.,  and 
the  amylase  8 Russell  units  per  100  cc.  A guaiac 
test  on  the  stool  from  the  rectal  examination 
was  negative.  A plain  film  of  the  abdomen 
showed  gas-filled  loops  of  small  and  large  bowel 
and  free  air  under  both  leaves  of  the  diaphragm. 
An  x-ray  film  of  the  chest  showed  linear  atelecta- 
sis in  both  bases.  An  exploratory  laparotomy  was 
done  three  hours  after  admission,  and  a per- 
forated gangrenous  appendix  with  abscess  for- 
mation was  found.  An  appendectomy  and  drain- 
age were  perfomed. 

The  patient  did  fairly  well  postoperatively. 
His  temperature  remained  practically  stable  be- 
tween 98  and  100.5°  F.  On  the  ninth  post- 
operative day  he  had  a chill  followed  by  a 
temperature  of  102°  F.  On  the  eleventh  post- 
operative day  he  complained  of  sudden  weak- 
ness, and  melena  developed.  The  hemoglobin 
dropped  from  13.1  gm.  per  100  cc.  postoperative- 
ly to  8.5  gm.;  the  white-cell  count  two  days 
after  operation  was  15,200,  rising  to  36,000  a 
week  later,  and  the  hematocrit  fell  from  48.5 
to  30  per  cent.  He  was  given  three  tranfusions 
on  the  eleventh  postoperative  day  and  seven  the 
next  day.  He  continued  to  have  loose,  black 
stools  estimated  to  amount  to  2100  cc.  On  the 
thirteenth  postoperative  day  he  slipped  into 
borderline  collapse  and  vomited  a small  amount 
of  blood.  The  blood  pressure  had  a tendency 
to  fall,  and  the  pulse  to  rise.  After  three  more 
transfusions  had  been  given,  a sub-total  gas- 
trectomy and  an  anterior  Hofmeister  antiperis- 
taltic  anastomosis  with  double  jejunostomy  were 
performed  on  the  thirteenth  day  after  appendec- 
tomy. At  operation  a greatly  dilated,  blood-filled 
stomach  was  found.  A preliminary  gastrotomy 
was  done  to  evacuate  the  clots,  and  shallow 
ulcerations  were  seen  along  the  lesser  curvature. 
In  addition  to  the  gastrectomy,  two  ulcers  of 
the  duodenum  were  excised.  Pathologically,  the 
gastric  and  duodenal  lesions  showed  active 
peptic  ulceration.  Thirteen  transfusions  were 
given  during  and  immediately  after  the  opera- 


320 


Arizona  Medicine 


May,  1957 


tion.  Postoperatively,  the  gastric  tubes  drained 
more  blood  clots,  and  he  continued  to  have 
bloody  stools  totaling  approximately  4000  cc. 
on  the  second  postgastrectomy  day.  He  con- 
tinued to  receive  transfusions.  Peristalsis  was 
scant.  He  complained  of  extreme  abdominal 
pain  on  the  fourth  postgastrectomy  day,  which 
was  relieved  after  the  jejunostomy  was  un- 
damped and  about  500  cc.  of  red  and  chocolate 
fluid  drained.  Abdominal  distention  precipitated 
separation  of  the  edges  of  the  wound  on  the 
tenth  postgastrectomy  day,  and  about  500  cc.  of 
purulent  foul-smelling  small-bowel  contents  was 
drained  from  the  wound.  The  abdomen  was 
quiet. 

The  electrolyte  losses  sustained  from  jejunal 
catheter  drainage  were  replaced  by  parenteral 
injections  of  fluids.  The  course  was  one  of  a 
gradual  decline,  but  he  remained  conscious  and 
alert  and  was  never  in  severe  pain.  The  per- 
sistent postoperative  gastrointestinal  blood  loss 
through  the  tubes  and  the  rectum  was  treated 
with  26  blood  transfusions.  The  hemoglobin 
varied  from  6.5  gm.  to  13.5  gm.  per  100  cc. 
during  the  postgastrectomy  course.  The  pro- 
thrombin, clotting  and  clot  retraction  times  were 
normal.  The  blood  fibrinogen  level  was  0.34  gm. 
per  100  cc.  A tourniquet  test  was  negative.  He 
died  eleven  days  after  the  gastrectomy. 

ROBERT  S.  FLINN,  M.D. 

This  53  year  old  man  with  a history  of  peptic 
ulcer  five  years  previously  entered  the  hospital 
because  of  abdominal  pain  and  was  operated 
upon  three  hours  after  admission.  A perforated 
gangrenous  appendix  with  abscess  was  found.  On 
the  11th  post-operative  day,  he  developed  gastro- 
intestinal bleeding  manifest  by  weakness  and 
melena.  In  spite  of  ten  transfusions  in  two  days 
he  continued  to  show  evidence  of  gastro-in- 
testinal  bleeding  with  hematemesis,  melena  and 
collapse.  Thirteen  days  following  the  first  opera- 
tion, he  was  operated  upon  again  and  small 
ulcerations  were  seen  along  the  lesser  curvature 
of  the  stomach  and  two  ulcers  in  the  duodenum 
were  seen.  A gastrectomy  was  done.  Thirteen 
transfusions  were  given  during  and  immediately 
after  the  operation  with  a total  of  26  trans- 
fusions. In  spite  of  this  he  continued  to  have 
bloody  stools,  abdominal  distension  and  eventu- 
ally separation  of  edges  of  the  wound. 

Apparently  the  patient  continued  to  bleed  in 
spite  of  transfusions,  however  the  prothrombin 


time,  clotting  time  and  clot  retraction  were 
normal,  as  was  also  the  blood  fibrinogen  level. 
A tourniquet  test  was  negative.  The  patient 
died  eleven  days  after  gastrectomy. 

It  thus  appears  that  the  differential  diagnosis 
is  that  of  hematemesis  and  melena,  and  it  might 
be  well  at  the  outset  to  list  the  causes  of  such 
disorders.  Bockus  divides  them  into  intra  and 
extra  gastric  causes.  Intra-gastric  causes  include 
peptic  ulcer,  gastritis,  duodenal  erosion,  cancer 
of  the  stomach,  tuberculosis,  benign  tumors  of 
the  stomach,  post-operative  hemorrhage,  rupture 
of  a sclerotic  vessel,  gastric  crisis  of  syphilis, 
supra  diaphragmatic  stomach  and  trauma. 

Among  the  extra  gastric  causes  should  be 
mentioned  cirrhosis  of  the  liver,  portal  and 
mesenteric  thrombosis,  diseases  of  the  spleen 
(splenic  anemia).  Band’s  syndrome  and  other 
splenomegalies,  disease  of  the  esophagus,  poly- 
cythemia, purpura,  hemophilia,  pernicious  ane- 
mia, Hodgkin’s  disease,  leukemia,  jaundice  and 
hemolytic  icterus.  Also  disease  of  the  gall  blad- 
der, stomach  and  pancreas,  lesions  of  the  small 
intestines,  cardiac  and  pulmonary  disease  and 
other  systemic  disorders  such  as  toxic,  infectious 
and  nutritional  conditions  and  finally  he  lists 
rupture  of  aneinysms  and  new  growth. 

By  far  the  most  common  cause  of  massive 
gastro-intestinal  bleeding  is  peptic  ulcer.  It  ac- 
counts for  85%  of  the  cases  of  massive  bleeding. 
Ruptured  esophogeal  varicies  and  carcinoma  of 
the  stomach  cause  less  than  10%  of  such  bleed- 
ing. A hemorrhagic  diathesis  is  a cause  for 
gastric  hemorrhage  less  than  once  in  a hundred 
cases.  One  of  the  causes  for  hemorrhage  little 
recognized  is  hiatus  or  diaphragmatic  hernia. 
Bleeding  may  also  be  due  to  polyps.  Carcinoma 
of  the  stomach  of  the  usual  type  rather  in- 
frequently causes  severe  hemorrhage.  Meckle’s 
diverticulum  may  cause  massive  hemorrhage 
from  the  intestinal  tract. 

In  view  of  the  history  and  the  course  of  the 
disease  together  with  the  normal  prothrombin, 
clotting  and  clot  retraction  time,  I believe  that 
we  can  rule  out  blood  dyscrasias.  In  as  much 
as  this  patient  undoubtedly  must  have  had  large 
amounts  of  antibiotics  for  the  treatment  of  his 
peritonitis  one  must  consider  a pseudo-mem- 
branous entero-colitis  as  a cause  for  the  gastric 
bleeding.  However  this  more  or  less  massive 
gastro-intestinal  bleeding  does  not  have  the 
usual  aspects  of  an  entero-colitis.  Indeed  it 
appears  to  be  that  there  can  be  little  question 
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that  the  bleeding  came  from  the  stomach  or 
duodenum.  The  question  that  arises  is  why 
an  individual  whose  stomach  was  resected  and 
whose  duodenal  ulcer  excised  should  continue 
to  bleed. 

It  is  possible  of  course,  that  the  bleeding 
comes  from  the  gastric  remnant  from  an  ulcer 
which  may  have  not  been  detected  at  the  time 
of  the  operation  or  again  may  have  come  from 
the  so-called  hypertrophic  erosive  gastritis. 
Bockus,  in  his  excellent  text  book,  describes  this 
condition  very  well.  It  is  possible  that  a patient 
may  continue  to  bleed  following  gastrectomies. 
In  fact  Bockus  subjected  a patient  of  his  to 
gastectomy  because  of  inability  to  control  the 
gastric  hemorrhage  and  found  eight  large  ero- 
sions or  superficial  ulcers  scattered  throughout 
the  resected  stomach.  The  patient  continued 
to  bleed  after  operation,  the  bleeding  probably 
coming  from  several  similar  lesions  in  the 
duodenum  or  the  remaining  portion  of  the 
stomach.  The  patient  died.  Further  examination 
failed  to  reveal  any  suggestion  of  blood  dyscrasia 
or  liver-spleen  disease.  Bockus  continues  “in  the 
absence  of  ulcer  symptoms  it  is  possible  that 
many  patients  who  have  had  repeated  bouts  of 
hematemesis  or  melena  bleeding  from  small 
erosions  or  ulcerations  in  the  gastric  stomach. 
A number  of  instances  of  massive  bleeding  are 
seen  subsequent  to  gastroenterostomy  and  sub- 
total gastrectomy  performed  for  peptic  ulcer. 
Ofter  a post-operative  ulcer  cannot  be  demon- 
strated and  the  gastric  changes  found  by  the 
endoscopic  examination  have  been  thought  to 
account  for  the  bleeding.” 

This  brings  up  the  relationship  between  gas- 
tritis, duodenitis  and  erosions.  Studies  performed 
upon  about  half  the  cases  of  massive  hemorrhage 
within  two  or  three  weeks  after  the  cessation  of 
bleeding  fail  to  elicit  any  objective  findings 
which  establish  unequivicably  the  exact  cause 
and  site  of  the  bleeding.  The  bleeding  in  many 
cases  may  be  due  to  acute  ulcerations  or  erosions 
secondary  to  gastritis.  Thus  it  appears  there  are 
many  causes  of  bleeding  from  the  gastro-in- 
testinal  tract  other  than  frank  ulceration.  How- 
ever it  seems  to  me  that  this  is  a rather  open 
and  shut  case  of  an  individual  with  acute 
appendicitis  who  developed  bleeding  from  his 
gastro-intestinal  tract  following  the  first  opera- 
tion, was  subjected  to  a gastrectomy  but  con- 
tinued to  bleed  from  what  I presume  was  an 
ulcer  at  the  site  of  the  gastric  remnant  or  from 


hypertrophic  erosive  ulcerations  within  the 
duodenum. 

DIFFERENTIAL  DIAGNOSIS 

Dr.  S.  Peter  Sarris:  The  simplest  explanation 
of  massive  bleeding  in  a man  with  a long- 
standing peptic  ulcer  (who  also  had  a perfora- 
tion of  a gangrenous  appendix,  which  is  rather 
common)  is  that  postoperatively  the  peptic 
ulcerations  became  reactivated.  He  may  have 
been  one  of  the  unfortunate  ones  in  whom 
serious  complications  set  in  after  gastrectomy, 
particularly  an  emergency  gastrectomy  in  a bled- 
out  patient.  All  the  symptoms  and  signs  that 
he  had  we  see  from  time  to  time  as  the  result 
of  complications  of  gastric  surgery,  as  compli- 
cations of  the  peptic-uleer  diathesis  or  as  com- 
plications of  errors  in  technique  during  opera- 
tion. For  instance,  the  duodenal  stump  may 
have  blown  out,  with  subsequent  peritonitis 
that  finally  reached  the  wound  level  and  pro- 
duced the  foul-smelling  abscess.  The  suture  line 
may  have  leaked  and  resulted  in  peritonitis,  or 
a loop  of  bowl  may  have  been  caught  in- 
advertently in  the  wound  closure.  I assume 
that  the  double  jejunostomy  was  done  through 
a stab  wound,  as  it  usually  is,  and  that  the 
jejunum  was  not  brought  out  through  the 
wound,  so  that  a loop  of  bowel  may  have  been 
caught.  The  jejunostomy  tube  may  have  pro- 
duced an  obstruction  or  volvulus,  which  is  a 
complication  that  we  oecasionally  see  after  a 
jejunostomy.  He  may  have  bled  from  an  un- 
sutured vessel  in  the  Hofmeister  turn-in  or  in 
the  anastomosis.  Bleeding  can  also  occur  after 
a posterior  gastroenterostomy  from  a so-called 
retrograde  intussusception  of  the  afferent  loop 
with  gangrene,  although  that  is  a rare  com- 
plication. He  may  have  continued  to  bleed  from 
superficial  ulcerations  remaining  in  the  gastric 
stump  that  were  not  seen  at  operation.  A 
major  vessel  such  as  the  superior  mesenteric 
artery  may  inadvertently  have  been  completely 
or  partly  sutured.  Unfortunately,  we  see  all 
those  complications  from  time  to  time;  they 
are  risks  of  gastric  surgery,  particularly  emer- 
gency gastric  surgery. 

Why  do  I not  say  that  this  explained  the  en- 
tire picture?  I have  three  reasons  for  probing 
further.  In  the  first  place  I do  not  think  that 
Dr.  Castelman  asked  me  to  discuss  this  case  to 
emphasize  the  pitfalls  of  gastric  surgery  or  of 
bleeding  peptic  ulcer.  Secondly,  it  is  unusual  for 


322 


Arizona  Medicine 


Maij,  1957 


a patient  to  have  so  many  complications  of 
gastric  surgery.  Thirdly,  and  most  important, 
there  was  free  air  under  both  leaves  of  the 
diaphragm.  I daresay  that  since  there  was  free 
air  under  both  leaves  of  the  diaphragm  with  the 
evidence  of  peritonitis,  the  surgeons  first  made 
an  incision  in  the  upper  abdomen  and  explored 
for  a perforated  duodenal  ulcer  because  in  a 
patient  with  a known  peptic  ulcer  that  would 
be  by  far  the  more  likely  diagnosis.  I shall  ask 
later  to  be  told  whether  that  was  so  because  it 
will  mean  a great  deal  when  I decide  what  the 
patient  had.  My  impression  is  that  free  air  under 
the  diaphragm,  certainly  in  any  substantial 
amount,  is  rare  with  a perforated  appendix.  To 
be  sure,  we  do  not  do  an  x-ray  study  in  the  sitting 
position  on  every  patient  who  has  a ruptured  ap- 
pendix, but  in  the  great  number  that  I have  seen, 
I have  not  seen  free  air  under  the  diaphragm.  I 
am  not  talking  about  the  development  of  bilater- 
al subdiaphragmatic  abscesses,  which  were  par- 
ticularly common  before  antibiotics  and  with 
which  there  may  be  bubbles  of  air  free  under 
both  leaves  of  the  diaphragm,  fluid  levels  and 
so  forth.  I am  talking  about  the  initial  phase 
of  the  perforation.  There  are  good  reasons  for 
that:  an  acutely  inflamed  appendix  over  95  per 
cent  of  the  time  does  not  perforate  at  the  junc- 
tion of  the  cecum,  where  there  is  a fair  amount 
of  air,  but  distally,  where  there  is  very  little 
air.  Moreover,  and  more  important,  the  inflam- 
matory process  around  the  appendix  precedes 
the  perforation,  and  usually  fairly  successfully 
walls  off  the  perforation  — at  least  sufficiently 
so  that  free  air  does  not  escape. 

Could  this  man  have  had  simultaneously  a 
perforated  ulcer  and  a perforated  appendix? 
If  so,  when  the  operator  found  the  perforated 
appendix,  which  was  a perfectly  adequate  ex- 
planation for  the  symptoms,  he  did  not  look 
around  for  more  disease.  I myself  have  never 
seen  simultaneous  perforation  of  the  two,  bnt 
I have  seen  them  within  a few  days  of  each 
other.  I shall  be  able  to  settle  that  if  the  infor- 
mation is  available.  At  any  rate  I have  to 
determine  on  the  one  hand  what  events,  if  not 
all,  may  have  been  due  to  the  two  known  dis- 
eases, the  gangrenous  appendix  and  the  peptic 
ulceration  or  to  the  complications  of  the  diseases 
and  operations  or  both;  and  on  the  other  hand 
what  may  have  been  due  to  another  underlying 
disease. 

May  I see  the  x-ray  films? 


Dr.  Joseph  Hanelin:  We  have  only  films 
made  before  the  first  operation,  which  show  a 
small  amount  of  air  under  each  leaf  of  the 
diaphragm  slightly  greater  in  amount  on  the 
right.  I certainly  agree  that  it  is  rare  to  see 
free  air  under  the  diaphragm,  from  a ruptured 
appendix.  Air  may  enter  the  abdomen  in  strange 
ways.  Recently,  we  saw  free  air  under  the 
diaphragm  after  irrigation  of  a ruptured  bladder. 
One’s  first  impression  in  the  case  under  dis- 
cussion is  that  of  a perforated  peptic  ulcer. 
There  is  a large,  dilated,  fairly  fixed  loop  of 
small  bowel  in  the  abdomen  slightly  to  the 
right  of  the  midline,  which  seems  to  maintain 
its  position  in  the  films  taken  both  in  the 
upright  and  in  the  supine  position.  This  may 
be  nothing  more  than  localized  paralytic  ileus, 
but  one  wonders  about  fixation  of  a loop  of 
bowel  for  some  other  reason.  There  is,  in  ad- 
dition, gas  in  the  region  of  the  ascending  colon 
and  cecum,  suggesting  that  these  structures  are 
displaced  somewhat. 

Dr.  Sarris;  Is  there  any  evidence  of  gas  in 
the  intestinal  wall  itself? 

Dr.  Hanelin:  I cannot  be  sure  of  gas  in  the 
wall  itself.  The  lungs  look  quite  all  right  except 
for  the  atelectasis. 

Dr.  Sarris:  Could  I ask  whether  the  upper 
abdomen  was  explored  at  the  time  of  the  ap- 
pendectomy? 

Dr.  Austin  L.  Vickery:  The  preopertaive  diag- 
nosis was  perforated  peptic  ulcer,  and  the 
upper  abdomen  was  thoroughly  explored. 

Dr.  Sarris:  I shall  go  over  the  possible  causes 
of  postoperative  bleeding.  If  this  patient  had 
peritonitis,  he  was  probably  on  Levin-tube  drain- 
age. We  have  occasionally  seen  massive  hemor- 
rhage, particularly  along  the  lesser  curvature, 
from  ulcerations  caused  by  long-standing  in- 
tubation of  a patient.  That  would  not  explain 
the  future  course.  Did  he  have  cortisone 
therapy?  Sometimes,  a patient  does  not  get 
along  too  well  postoperatively  and  is  given 
cortisone  for  a boost.  Of  course,  eortisone  can 
precipitate  bleeding  in  a patient  with  an  ulcer 
diathesis.  A possibility  that  should  be  seriously 
entertained  is  a severe  staphylococcal  entero- 
colitis. As  a rule  that  attacks  the  small  and 
the  large  bowel,  but  there  have  been  several 
cases  in  which  the  entire  gastrointestinal  tract 
from  the  esophagus  down  was  involved.  This 
man  with  a ruptured  appendix  probably  had 
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antibiotic  therapy.  Did  we  have  that  after  the 
appendectomy? 

Dr.  Vickery:  Yes;  he  was  given  Terramycin 
( chlortetracycline ) intravenously  for  two  days 
after  operation  and  then  Chloromycetin  (chlora- 
mphenicol) by  mouth  was  substituted. 

Dr.  Sarris:  For  how  many  days? 

Dr.  Vickery:  He  was  on  antibiotic  therapy 
continuously. 

Dr.  Sarris:  Unfortunately,  we  are  seeing  with 
increasing  frequency  severe  gastrointestinal 
manifestations,  many  of  them  fatal,  as  a com- 
plication of  antibiotic  therapy.  The  antibiotic 
therapy  knocks  out  the  usual  intestinal  flora 
and  permits  a resistant  staphylococcus  to  grow. 
Diarrhea,  shock  and  high  fever  are  the  usual 
manifestations,  but  massive  gastrointestinal 
hemorrhage  has  been  seen.  Was  a stool  culture 
or  blood  culture  done  on  this  patient? 

Dr.  Vickery:  No. 

Dr.  Sarris:  I cannot  make  that  diagnosis 
without  help  from  the  Department  of  Bac- 
teriology, but  I have  to  consider  it  seriously. 

This  patient  may  have  had  an  underlying 
blood  dyscrasia  — that  is,  a leukemia  — that 
was  not  noticed  in  the  blood  smear.  To  be 
sure,  he  had  a perforated  appendix  and  bleeding 
from  a peptic  ulcer,  but  the  underlying  disease 
may  have  been  the  leukemia,  with  massive  gas- 
trointestinal bleeding  and  finally  death.  It  may 
have  been  a peculiar  disturbance  in  the  blood- 
clotting mechanism.  The  prothrombin  time  and 
clotting  time  appear  to  have  been  normal,  so 
that  I cannot  make  that  diagnosis.  I am  in 
no  position  to  make  a diagnosis  of  a rare  bleed- 
ing tendency.  I assume  that  all  the  transfusions 
were  not  of  citrated  blood.  We  know  that  a 
patient  who  is  going  to  require  many  tranfusions 
certainly  should  not  receive  only  tranfusions  of 
citrated  blood. 

I have  seen  a bleeding  Meckel  diverticulum 
that  was  confused  with  an  acute  appendicitis 
hy  a competent  surgeon.  The  Meckel  diverti- 
culum had  perforated  and  produced  a severe 
reaction  around  the  appendix,  with  pus  forma- 
tion. The  appendix  was  removed,  and  later  the 
perforated  Meckel  diverticulum  was  found.  That 
would  not  explain  the  blood  in  the  stomach  of 
the  patient  under  discussion. 

Peculiar  multiple  septic  emboli  from  an  under- 
lying septicemia  may  have  to  be  considered,  but 
again  I cannot  make  that  diagnosis  without  a 
blood  culture.  What  about  varices?  I do  not 


believe  that  the  surgeon  could  have  resected 
the  stomach  without  noticing  the  presence  of 
portal  hypertension.  Nor  could  he  have  missed 
congenital  multiple  telangiectases.  Midbrain 
lesions  can  produce  peptic  ulcerations,  but  there 
was  no  evidence  of  such  lesions. 

The  bleeding  lesion  may  have  been  missed  at 
operation.  It  may  have  been  a bleeding  duodenal 
ulcer  that  was  turned  in  with  the  duodenal 
stump  — two  ulcerations  were  removed.  A bleed- 
ing lesion  such  as  a small  carcinoma  or  lieo- 
myoma  may  have  been  left  in  the  fundus  of 
the  stomach.  I was  stumped  in  this  amphi- 
theater nine  years  ago  by  a case  of  a cirsoid 
aneurysm  of  the  stomach,  which  produced  mas- 
sive bleeding.  Perhaps  after  nine  years  Dr. 
Castleman  thought  he  had  better  give  me  a 
similar  case.  I am  sorry,  but  I cannot  make 
that  diagnosis. 

One  other  disease  that  demands  serious  con- 
sideration — I was  hoping  to  get  help  from 
the  radiologist  — is  pneumatosis  cystoides  in- 
testinalis,  a disease  that  I discussed  here  about 
a year  ago.  Free  air  under  the  diaphragm  that 
is  asymptomatic  and  peptic  ulceration  are  two 
findings  that  are  almost  pathognomonic  ac- 
cording to  some  experts.  In  this  case  under 
discussion  there  was  free  air  under  the  dia- 
phragm and  long-standing  peptic  ulceration,  but 
there  was  also  a ruptured  appendix.  Then,  can 
I explain  the  free  air  under  the  diaphragm  on 
the  basis  of  a ruptured  appendix  alone?  Air 
under  the  diaphragm  with  a perforated  appendix 
is  sufficiently  infrequent  to  warrant  the  con- 
sideration of  such  a rare  disease  as  pneumatosis 
cystoides  intestinalis.  This  can  explain  the  entire 
picture,  for  a perforated  appendix  may  be  a 
complication  of  it.  Massive  gastrointestinal 
bleeding,  although  very  common  in  children 
with  pneumatosis,  is  unusual  in  adults,  but 
several  patients  have  had  exsanguinating  gas- 
trointestinal bleeding.  There  is  a sign,  which  I 
do  not  see  here:  the  so-called  floating  sign; 
because  of  the  air  sacs  around  the  small  bowel, 
it  floats  up  under  the  diaphragm.  In  this  film, 
particularly  in  front  of  and  above  the  liver,  one 
should  see  large  or  small  bowel  if  this  were 
pneumatosis.  The  other  sign  that  I looked  for 
was  the  scalloping  rings  of  air  around  the  bowel. 
In  the  absence  of  positive  evidence  all  I can  do 
is  mention  that  diagnosis.  Also,  this  small  amount 
of  free  air  could  have  come  from  the  ruptured 
appendix. 
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My  first  diagnosis  will  have  to  be  on  a 
statistical  basis  — that  is,  bleeding  from  an 
ulcerating  lesion  of  the  fnndus  of  the  stomach 
that  was  missed  at  the  time  of  operation  to- 
gether with  a train  of  postoperative  complica- 
tions. I should  like  to  mention  almost  equally 
seriously  pneumatosis  cystoides  intestinalis. 

CLINICAL  DIACNOSIS 
Perforated  peptic  ulcer. 

DIL  S.  PETER  SARRIS’S  DIAGNOSIS 
Bleeding  peptic  ulcer  of  stomach. 

? Pneumatosis  cystoides  intestinalis. 

ANATOMICAL  DIAGNOSIS 
Acute  peptic  ulcerations  in  stomach  remnant, 
with  massive  bleeding..  Ruptured  stump  of 
appendix,  with  generalized  peritonitis. 

Operations,  recent:  appendectomy  for  acute 
perforated  appendicitis;  sid^total  gastrectomy. 

Partial  intestinal  obstrnction,  transverse  colon, 
by  afferent  loop  of  jejunum  of  gastrojejunostomy. 

PATHOLOGICAL  DISCUSSION 
Dr.  Vickery:  When  the  abdomen  was  opened 
at  autopsy  there  was  a large  amount  of  pimdent, 
fecal-smelling  e.xudate  scattered  over  the  serosal 
surfaces  in  addition  to  distinct  pockets  of  pus. 
The  gastrojejunostomy  stoma  was  intact,  and 
the  jejunostomy  stomas  were  likewise  in  good 
order.  There  was,  in  other  words,  no  evidence 
of  leak  from  the  previous  gastrectomy  procedure 
— all  the  anastomoses  and  tums-in  were  intact. 
The  stomach  remnant  was  filled  with  clotted 
blood,  and  two  large,  superficial  mucosal  ulcera- 
tions were  noted.  One  of  these  was  located  near 
the  gastroesophageal  junction  and  measured  3 
cm.  in  diameter.  There  were  numerous  bleeding 
points  in  this  ulcer  base.  The  other  ulceration 
was  situated  along  the  margin  of  the  distal 
closed  end  of  the  stomach,  and  this  measured 
3..5  cm.  in  length.  In  addition  the  mucosa  of 
the  distal  esophagus  showed  superficial  ulcera- 
tions. These  ulcerative  lesions  proved  to  be  of 
the  active,  peptic  type  and  undoubtedly  were 
the  source  of  the  protracted  gastrointestinal 
bleeding.  No  mucosal  lesions  or  ulcerations  were 
found  in  any  portion  of  the  small  or  large  in- 
testine. The  gastric  ulcerations  found  at  post- 
mortem examination  appeared  to  be  of  fairly 
recent  duration  whereas  those  removed  at 
operation  showed  more  fibrosis  in  their  bases. 
Now  we  have  a cause  for  the  bleeding.  Do 


we  have  an  explanation  for  the  clinical  sequence 
of  events  on  which  Dr.  Sarris  has  theorized? 
Another  finding  of  note  in  the  abdomen  was 
the  blown-out  stump  of  the  appendix,  which 
thus  accounted  for  the  generalized  peritonitis, 
wound  dehiscence  and  general  wound  sepsis. 
When  did  the  rupture  of  the  appendiceal  stump 
take  place?  We  cannot  be  certain  of  that.  It 
seems  that  it  took  place  a considerable  time 
before  death,  probably  antedating  by  at  least 
several  days  the  wound  infection  and  dehiscence. 
Still  another  complicating  factor  was  a partial 
obstruction  of  the  proximal  transverse  colon, 
which  was  distended  to  18  cm.  in  diameter.  This 
was  caused  by  extrinsic  pressure  of  the  afferent 
limb  of  the  jejunum  leading  to  the  gastro- 
jejunostomy, which  passed  anteriorly  over  the 
transverse  colon.  Exactly  what  role  this  might 
have  played  in  the  sequence  of  events  is  de- 
batable. Whether  it  preceded,  with  its  dilata- 
tion and  pressure,  the  blowing  out  of  the 
appendiceal  stump  is  difficult  to  say. 

I think  the  important  part  about  this  case, 
which  has  been  touched  upon  by  Dr.  Sarris,  is 
that  it  reveals  some  of  the  complications  of 
gastric  surgery.  This  man  had  a predilection  for 
developing  peptic  ulcers,  and  the  ulcerations 
that  formed  postoperatively  and  caused  the  mas- 
sive bleeding  are  a known  complication  in  such 
patients  — a complication  that  is  poorly  under- 
stood. 

Dr.  Allen  G.  Brailey:  Was  there  any  evidence 
of  enteritis? 

Dr.  Vickery:  No;  there  was  not.  Nor  did  he 
have  any  other  complications.  He  had  more 
than  his  share  . 

Dr.  Edward  B.  Benedict:  Do  you  think  that 
he  had  perforated  the  uleer  in  the  beginning? 

Dr.  Vickery:  No;  there  was  no  evidence  of 
perforation  of  any  of  the  peptic  ulcers. 

Dr.  Benedict:  Erom  where  did  the  air  under 
the  diaphragm  come? 

Dr.  Vickery:  I assume  from  the  appendix. 


WHITLA’S  DICTIONARY  OF  MEDICAL  TREATMENT  by 
R.  S.  Allison,  M.D.,  and  T.  H.  Crozier,  M.D.  854  pages.  (1957) 
Williams  & Wilkins.  $10.50. 

Laying  no  claim  to  comprehensiveness,  em- 
phasis is  put  on  the  management  of  relatively 
common  medical  problems  rather  than  upon 
rare  conditions.  The  merely  speculative  has 
been  rejeeted  but  special  attention  is  given  to 
well-tried  and  to  promising  new  methods. 

Stacey’s  Medical  Books,  San  Francisco 
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SCHERING  RELEASES 
ARTHRITIS  FILM 

I new  16  mm.  color  motion  picture  on  the 
JSCS  of  steroids  in  the  treatment  of  rheumatiod 
irthritis  has  been  released  for  showing  to  pro- 
bssional  groups  by  the  research  division  of 
5chering  Corporation. 

The  film  reviews  the  chemistry,  physiology 
md  clinical  application  of  the  new  “Meti”  ster- 
oid hormones  in  rheumatoid  arthritis  and  other 
collagen  diseases.  It  presents  the  most  common- 
y accepted  theories  of  adrenal  corticosteroid 
;herapy  and  reflects  the  current  knowledge  of 
:he  subject. 

The  25  minute  film,  which  is  the  fourth  in 
ichering’s  series  on  hormone  therapy  and  the 
sndocrines,  was  produced  by  the  company’s 
Clinical  Research  Division  and  Biochemical 
Research  Department.  Three  leading  rheuma- 
tologists and  endocrinologists  cooperated:  Dr. 
foseph  Eidelsberg,  Associate  Professor  of  Clin- 
ical Medicine  at  New  York  University’s  Post 
Graduate  Medical  School  and  Chief  of  the  En- 
iocrine  Clinic  at  University  Hospital,  New  York, 
Dr.  Abraham  Kolodin,  Senior  Attending  in  Medi- 
fine  at  Mountainside  Hospital,  Montclair,  N.  J. 
md  Dr.  Evelyn  Merrick,  Rheumatologist  at  the 
Grange  Medical  Center,  Orange,  N.  J. 

The  film  is  available  to  medical  and  allied 
professional  groups  on  loan  without  charge. 
“Meti’  Steroids  in  Rheumatoid  Arthritis”  and 
Dther  Sobering  films  may  be  obtained  by  writ- 
ing to  The  Audio-Visual  Department,  Sobering 
Corporation,  Bloomfield,  N.  J. 


EICHENAUER 
NUTRITION  CENTER 

Arizona's  Most  Complete  Service  Institution 
Devoted  To  Nutrition  — Established  1938 
SALT-FREE  & ALLERGY  FOODS 
DIEBETIC  FOODS  & SPECIALTIES 
FRESH  FRUIT  & VEGETABLES  JUICES 
ALSO  COMPLETE  LINE  OF 

Wm.  T.  Thompson  Co. 

STANDARDIZED  VITAMINS  - 
Every  Vitamin  For  Every  Need 

1 8 S.  Central 

PHONE:  AL  3-2880  MAIL  ORDERS  FILLED 


SRAND  of  meclizine  HYDROCHLORiDE 

prevents  nausea, 
dizziness,  vomiting 
of  motion  sickness 
in  minutes 

^Trademark 


FAST  FREE  DELIVERY 


DRIVE-IN  PRESCRIPTION  WINDOW 

PEOPLE'S  DRUG  STORE 


111  E.  Dunlap 
WE  3-9152  - WI  3-9964 
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MENTAL 

M 

ill  ENTAL  Hygiene,  measured  in  sociological 
time,  is  a very  recent  movement.  Its  object  has 
been  clear  from  the  start,  but  the  means  of 
achieving  this  objective  has  been  greatly  in- 
fluenced by  experience,  and  by  the  need  of  en- 
listing the  attention  of  the  lay  public.  The  inci- 
dence of  mental  illness  in  the  general  population 
presents  a national  problem  of  great  urgency;  in 
fact,  it  has  become  America’s  No.  1 health 
problem. 

There  are  more  people  in  hospitals  with  men- 
tal illness  than  with  heart  disease,  tuberculosis, 
cancer,  polio  and  other  physical  diseases  put 
together.  We  are  going  all  out  to  save  the  vic- 
tims of  these  diseases,  but  we  are  doing  so  little 
for  the  people  who  need  us  so  much  — the  men- 
tally ill.  The  outlook  for  mental  illness  however 
is  today  far  more  hopeful  than  for  any  other 
serious  chronic  disease. 

The  National  Association  for  Mental  Health 
has  done  much  to  promote  good  mental  health, 
help  the  mentally  ill,  and  to  cut  down  the  tre- 
mendous toll  of  mental  illness.  Modern  methods 
of  treatment  are  making  it  increasingly  possible 
to  restore  mental  patients  to  their  homes  and 
jobs. 

One  of  the  characteristics  of  a person  with 
good  mental  health  is  being  able  to  meet  the 
demands  of  life.  On  a recent  visit  to  our  own 
Arizona  State  Hospital,  I was  made  aware  of 
some  of  the  ways  in  which  we  as  individual 
auxiliary  members  can  meet  these  demands.  Here 
there  is  no  limit  to  the  needs  of  the  patients, 
who  are  after  all  members  of  our  families,  our 
neighbors,  and  our  friends.  One  of  the  greatest 
needs  of  these  patients  is  to  know  that  they  are 
loved  by  some  one,  and  to  be  accepted. 

Here  is  a way  in  which  we  can  help!  Either 
individually,  or  in  groups,  we  can  request  the 
names  of  the  patients  who  have  no  family,  or 
loved  ones,  and  we  can  do  so  much  towards  that 
patient’s  recovery  by  remembering  his  or  her 
birthday.  Perhaps  a small  gift,  or  just  a card, 
will  show  them  that  we  are  truly  interested  in 
their  problems.  This  is  just  one  small  way  in 


HEALTH  I 

which  we  can  acquaint  ourselves  with  the  needs  i 
of  the  mentally  ill,  and  as  a result  spread  interest  i 
in  the  field  of  mental  health.  The  attitude  of  the 
individual  citizen  is  an  important  factor  in  deter- 
mining whether  or  not  a mentally  ill  person  can 
be  rehabilitated.  We  must  do  all  we  can  to 
make  these  patients  feel  whole  heartedly  ac-  i 
cepted. 

Since  our  first  State  and  County  Mental  Health 
Chairmen  were  appointed  in  September  1953, 
there  has  been  increasing  interest  in  mental 
health  activity.  More  auxiliary  members  are 
seeing  the  need  of  directing  their  activities  to- 
wards this  worthy  cause  and  much  is  being  ac- 
complished. 

The  auxiliary  members  of  the  Gila  County 
Medical  Society  donated  sixty  dollars  to  the 
Colony  at  Coolidge,  Arizona.  It  was  approved 
by  general  membership  that  profits  from  the 
Maricopa  Auxiliary’s  project,  the  Rummage  Sale, 
should  go  to  the  benefit  of  the  Child  Guidance 
Clinic.  This  amounted  to  fifteen  hundred  dol- 
lars. A benefit  play  was  given  by  this  Auxiliary, 
and  proceeds  were  given  to  the  local  Mental 
Health  Association. 

Realizing  that  the  school  is  an  important  en- 
vironment to  the  older  student  as  well  as  the 
child,  the  members  of  Gila  County,  in  coopera- 
tion with  the  Committee  on  Mental  Health,  are 
purchasing  and  distributing  the  material  “Mile- 
stones to  Marriage”  to  all  High  School  seniors  in 
the  County.  This  represents  a lot  of  work  for 
this  small  group,  but  I am  sure  much  good 
will  come  from  their  effort.  They  also  have 
put  on  a series  of  radio  programs,  sponsored  hy ' 
the  American  Medical  Association,  for  a period 
of  thirteen  weeks. 

Pima  County  had  a meeting  on  Mental  Health, 
and  a talk  was  given,  “Know  Your  Child.”  Five 
members  donated  thirty-five  hours  of  work  on 
a Mental  Health  Survey. 

Yavapai  reports  members  joined  with  the  local 
Mental  Health  group  in  a survey  for  the  Mental 
Health  Association.  They  also  worked  with 
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schools  and  clubs  in  creating  an  interest  in 
Mental  Health. 

Maricopa  reports  a film  shown  at  a regular 
meeting,  followed  by  a talk  from  a psychiatrist 
from  the  Child  Guidance  Clinic.  The  material, 
“Milestones  to  Marriage,”  was  also  made  avail- 
able to  the  Y-teen  program  director  and  is  be- 
ing used  by  that  group.  The  members  of  this 
group  worked  closely  with  the  Mental  Health 
Association  in  promoting  and  publicizing  then- 
lectures  and  discussion  panels.  A progress  re- 
port on  the  new  Commitment  Bill  was  given  to 
the  members  of  the  Maricopa  Auxiliary. 

Despite  the  fact  that  we  still  have  much  to 
learn  about  mental  illness,  there  is  much  we 
can  do  to  give  new  hope  and  comfort  to  the 
mentally  ill.  Mental  Health  is  something  all 
of  us  want  for  ourselves,  and  one  of  the  best 
means  of  acquiring  it  is  to  feel  a sense  of  re- 
sponsibility to  our  neighbors  and  friends,  and  to 
consider  the  interests  of  others. 

“He  profits  most  who  serves  best.” 

Mrs.  Ruland  W.  Hussong 
Mental  Health  Chairman  of  the 
Auxiliary  to  the  Arizona 
Medical  Association 


WOMAN'S  AUXILIARY  TO  THE 
AMERICAN  MEDICAL  ASSOCIATION 
THIRTY-FOURTH  ANNUAL 
CONVENTION 

NEW  YORK,  N.  Y.,  JUNE  3-7,  1957 

Headquarters:  HOTEL  ROOSEVELT 
Convention  Chairman 
Mrs.  Harry  F.  Pohimann 
Co-Chairman 

Mrs.  Elliott  V.  B.  Vurgason 

THE  DOCTOR  AS  A WITNESS  by  John  Evarts  Tracy.  221 
pages.  (1957)  Saunders.  $5.50. 

A clear  and  comprehensive  guide  points  out 
the  rights,  duties,  privileges,  and  compensation 
of  physicians  who  must  appear  as  witnesses  in 
legal  proceedings.  The  author  describes  the 
legal  proceedings  in  which  a physician  may  be 
called  to  testify,  how  they  are  conducted,  and 
what  is  expected  from  a medical  witness. 
Whether  he  is  a witness  in  a malpractice  suit, 
testifies  on  sanity,  or  is  involved  in  compensa- 
tion cases,  the  author  explains  exactly  the  phy- 
sician’s rights,  his  duties,  what  sort  of  questions 
he  is  obliged  to  answer  and  which  he  may  re- 
fuse to  answer,  what  assistance  to  expect  from 
his  lawyer,  and  what  compensation  to  expect. 

Stacey^s  Medical  Books,  San  Francisco 


Get  acquainted  with  a 
new  kind  of  pleasure! 

Enjoy  the  luxurious  comfort,  the 
inner  satisfaction,  the  obvious  fine 
quality  of  Hickey-Freeman  suits 
and  sportswear.  There  is 
nothing  finer.  Suits,  $130  up. 


DRESS  RIGHT  - YOU  CAN’T  AFFORD  NOT  TO! 
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Orand 


POLYMYXIN  B-BACITRACIN  OINTMENT 


oiA 


For  topical  use:  in  'A  oz.  and  1 oz.  tubes. 


For  ophthalmic 


use:  in  '/«  oz.  tubes. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 
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who  develop  nasal  congestion 


(Reserpine,  Lilly) 


(Pyrrobutamine,  Lilly) 


About  50  percent  of  all  patients 
experience  this  annoying  side-effect. 
'Sandrir  c 'Pyronil'  relieves  75  percent 
of  those  affected. 

TABLETS  of  0.25  mg.  'Sandr-il'  plus  7.5-mg.  ‘Pyronil, 
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CELONTIN  Kapseals  (Metlisuximide,  Parkc-Da%  is) 
0.3  Gm.,  bottles  of  100. 


DILANTIN®  Sodium  (Diplienylhydantoin  Sodium,  Parke-Davis) 


is  supplied  in  a variety  of  forms  — including 


Kapseals  of  0.03  Gm.  and  0.1  Gm.  in  bottles  of  100  and  1,000. 


MILONTIN®  Kapseals  (Pliensu.ximidc,  Parke-Davis) 
0.5  Gm.,  bottles  of  100  and  1,000. 
Ml  LONTIN  Suspension,  2.50  mg.  per  4 cc.,  16-ounce  bottles. 


KAPSEALS’ 

CELONTIN 


PHEUANTIN®  Kapseals  (Dilantin  100  mg.,  phenobarbital 
30  mg.,  desoxyephedrine  hydrochloride  2.5  mg.),  bottles  of  100. 


MCTHSUXIMIOE* 


0.3  GRAM 


Caution — Federal  law 
prohibits  dispensing 
without  prescription. 


U.  S.  .v.ttri? 


•.x-ni.thy!  ilfifu,  »Ipha- 
nj.thjlph<-nji»u, , iaimi.l, 


Stock  15-525-4 
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M.  Chesser,  M.D.  (Tucson);  Don  E.  Matthiesen,  M.D. 
(Phoenix);  Darwin  W.  Neubauer,  M.D.  (Tucson). 
lEDICARE  ADJUDICATION  COMMITTEE;  Frank  W.  Edel, 
M.D.,  Chairman  (Phoenix);  Joseph  Bank,  M.D.  (Phoenix); 
James  D.  Barger,  M.D.  (Phoenix);  Lindsay  E.  Beaton,  M.D. 
(Tucson);  W.  Albert  Brewer,  M.D.  (Phoenix);  Robert  E. 
Hastings,  M.D.  (Tucson);  Paul  B.  Jarrett,  M.D.  (Phoenix); 

C.  C.  Piepergerdes,  M.D.  (Phoenix);  Robert  A.  Price,  M.D. 
(Phoenix);  E.  Henry  Running,  M.D.  (Phoenix);  Stuart  San- 
ger, M.D.  (Tucson);  Morris  E.  Stern,  M.D.  (Phoenix);  Laddie 

L.  Stolfa.  M.D.  (Phoenix);  Ashton  B.  Taylor,  M.D.  (Phoenix); 
Charles  E.  Van  Epps,  M.D.  (Phoenix). 

lEDICARE  COMMITTEE:  Frank  W.  Edel,  M.D.,  Chairman 
(Phoenix);  G.  Robert  Barfoot,  M.D.  (Phoenix);  Ernest  A. 
Bom,  M.D.  (Prescott);  Walter  T.  Hileman,  M.D.  (Tucson); 
Paul  B.  Jarrett,  M.D.  (Phoenix):  ADVISORY  TO  MEDICARE 
— Walter  D.  Bigford,  M.D.  (Kingman);  William  E.  Bishop, 

M. D.  (Globe);  Edward  H.  Bregman,  M.D.  (Phoenix);  Ellis 
V.  Browning,  M.D.  (Springerville);  W.  Scott  Chisholm, 
M.D.  (Eloy);  Charles  B.  Daniell,  M.D.  (Morenci);  Orin  J. 
Farness,  M.D.  (Tucson);  C.  Herbert  Fredell,  M.D.  (Flagstaff); 
T.  Richard  Gregory,  M.D.  (Phoenix);  Ronald  S.  Haines, 
M.D.,  (Phoenix);  Delmar  J.  Heim,  M.D.  (Tucson);  Robert 


S.  Keller,  M.D.  (Safford);  Joseph  M.  Kinkade,  M.D.  (Tuc- 
son); Daniel  W.  Kittredge,  Jr.,  M.D.  (Flagstaff);  Leo  L. 
Lewis,  M.D.  (Winslow);  Charles  S.  Powell,  M.  D.  (Yuma); 
George  D.  Reay,  M.D.  (Douglas);  Kenneth  Reichardt,  M.D. 
(Yuma);  Norman  A.  Ross,  M.D.  (Phoenix);  Stuart  Sanger, 
M.D.  (Tucson);  Milton  C.  F.  Semoff,  M.D.  (Tucson);  Charles 
S.  Smith,  M.D.  (Nogales);  Lorel  A.  Stapley,  M.D.  (Phoenix); 
John  M.  Vivian,  M.D.  (Phoenix);  Lowell  C.  Wormley,  M.ID. 
(Phoenix);  C.  E.  Yount.  Jr.,  M.D.  (Prescott). 

MEDICOLEGAL  COMMITTEE:  Jesse  D.  Hamer,  M.D.,  Chair- 
man (Phoenix);  Otto  L.  Bendheim,  M.D.  (Phoenix);  Ian 
M.  Chesser,  M.D.  (Tucson);  John  R.  Green,  M.D.  (Phoenix); 
Walter  T.  Hileman,  M.D.  (Tupson);  Robert  A.  McCulley, 
M.D.  (Phoenix). 

NURSING  SERVICES,  JOINT  COMMITTEE  ON  IMPROVE- 
MENT OF:  Lucille  M.  Dagres,  M.D.,  Chairman  (Phoenix); 
Francis  J.  Bean,  M.D.  (Tucson);  Bertram  L.  Snyder,  M.D. 
(Phoenix). 

OSTEOPATHY  LIASION  COMMITTEE:  Reed  D.  Shupe,  M.D., 
Chairman  (Phoenix);  Sebastian  R.  Caniglia,  M.D.  (Phoenix); 
David  E.  Engle,  M.D.  (Tucson);  Millard  Jeffrey,  M.D. 
(Phoenix);  A.  I.  Podolsky,  M.D.  ( /uma). 

POISONING  CONTROL,  AD  HOC  COMMITTEE  ON:  Virginia 
M.  Cobb,  M.D.,  Chairman  (Tucson);  Paul  B.  Jarrett,  M.D. 
(Phoenix);  Maurice  Rosenthal,  M.D.  (Phoenix);  Martin  S. 
Withers,  M.D.  (Tucson). 

PROFESSIONAL  LIABILITY  INSURANCE  INVESTIGATING 
COMMITTEE;  Howard  C.  Lawrence,  M.D.,  Chairman 
(Phoenix);  Ernest  A.  Born,  M.D.  (Prescott);  Jesse  D.  Hamer, 
M.D.  (Phoenix);  Paul  B.  Jarrett,  M.D.  (Phoenix);  Stuart 
Sanger,  M.D.  (Tucson). 

PROFESSIONAL  LIASION  COMMITTEE:  William  B.  Steen, 

M. D.,  Chairman  (Tucson);  Raymond  J.  Jennett,  M.D.  (Phoe- 
nix); Harold  W.  Kohl,  M.D.  (Tucson). 

SAFETY  COMMITTEE:  MacDonald  Wood,  M.D.,  Chairman 

(Mesa);  Donald  F.  DeMarse,  M.D.  (Holbrook);  Paul  B. 
Jarrett,  M.D.  (Phoenix);  Henry  P.  Limbacher,  M.D.  (Tucson). 
SCHOOL  HEALTH,  CO-ORDINATING  COMMITTEE  ON:  Mar- 
cus W.  Westervelt,  M.D.,  Chairman  (Tempe);  Jack  H.  Dem- 
low,  M.D.  (Tucson);  Noel  G.  Smith,  M.D.  (Phoenix);  Robert 

N.  Stratton,  M.D.  (Yuma). 

VETERANS  MEDICAL  AFFAIRS  LIASION  COMMITTEE; 
Hilary  D.  Ketcherside,  M.D.,  Chairman  (Phoenix);  John  L. 
Cogland,  M.D.  (Phoenix);  John  A.  Eisenbeiss,  M.D.  (Phoe- 
nix); Robert  E.  Hastings,  M.D.  (Tucson);  Walter  T.  Hile- 
man, M.D.  (Tucson);  Frederick  J.  Lesemann,  M.D.  (Tucson); 
C.  Selby  Mills,  M.D.  (Phoenix);  John  F.  Stanley,  M.D. 
(Yuma). 

ADVISORY  COMMITTEE  TO  THE  WOMAN’S  AUXILIARY: 
Charles  S.  Powell,  M.D.,  Chairman  (Yuma);  Melvin  A. 
Phillips,  M.D.  (Prescott);  Donald  A.  Poison,  M.D.  (Phoenix); 
Harry  E.  Thompson,  M.D.  (Tucson). 
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By  Kenneth  C.  Baker,  M.D.* 
Tucson,  Arizona 


I N 1955  1(1)  reported  my  results  with  San- 
dostene  (l-methyl-4-amino-N’-phenyl-N’-(2  the- 
nyl)-piperidine-tartrate)  a new  antihistaminic 
which  has  a pronounced  antipruritic  effect,  in 
120  patients  complaining  of  various  types  of 
dermatoses,  including  23  cases  of  neuroderma- 
titis, 12  urticaria,  2 Schamberg’s  disease,  24  der- 
matitis venenata,  14  atopic  eczema,  5 derma- 
titis medicamentosa  with  drug  eruptions,  20  con- 
tact dermatitis,  10  eczematous  and  exudative 
seborrhea  and  10  asthma  with  allergic  mani- 
festations. In  this  group  of  120  patients,  57  ob- 
tained excellent  results,  49  good  and  14  fair. 
The  results  were  so  encouraging  that  I decided 
to  continue  its  use.  I found  that  Sandostene 
tablets,  each  containing  25  mg.  of  Sandostene, 
and  Sandostene  plus  calcium  in  ampul  solution 
for  intravenous  use,  each  cc.  containing  50  mg. 
of  Sandostene  in  10  per  cent  calcium  gluco- 
nogalactogluconate,  have  a strong  antipermeabil- 
ity, anticholinergic  and  antihistaminic  action,  as 
was  shown  by  Rothlin  and  Cerletti(2).  Sando- 
stene plus  calcium  in  lotion  form  was  also  em- 
ployed and  was  found  to  be  a useful  adjuvant 
to  the  strong  anticholinergic,  antipruritic  and 


“Member  of  Staffs  of  Tucson  Medical  Center,  St.  Mary’s  Hospital 
and  Pima  County  Hospital.  Consultant,  Southern  Pacific  Hospital 
and  Veterans  Hospital. 


antihistaminic  action  of  the  tablets  and  ampul 
solution.  For  the  sake  of  brevity,  an  extensive 
review  of  the  literature  dealing  with  Sandostene 
will  not  be  entered  into  here,  but  a few  pertinent 
references  will  be  given. 

Nasemann(3)  treated  169  cases  of  itching  der- 
matoses of  allergic  or  non-allergic  nature  with 
78  per  cent  relief  of  itching  after  intravenous 
injections  of  Sandostene  and  calcium.  Dobes(4), 
Lapa(5),  Clein(6),  Cueva  and  Rodriguez(7),  Saf- 
fron(8),  Schuppli(9),  Desai(lO),  Parker(ll),  Craig 
(12)  and  Modi(13)  reported  excellent  results 
with  Sandostene  and  Sandostene  plus  calcium 
as  an  anti-allergic  and  exudative  agent.  Bereston 
(14)  reported  excellent  results  with  Sandostene 
as  an  antipruritic  and  for  allergic  dermatoses. 
Smith(15)  reported  excellent  results  with  Sand- 
ostene tablets,  Sandostene  plus  calcium  ampuls, 
syrup  and  lotion  in  various  allergic  disturbances 
including  contact  dermatitis,  drug  rash  and 
pruritus. 

In  our  previous  study,  we  observed  the  effect 
of  Sandostene  in  generalized  seborrheic  derma- 
titis, drug  eruptions,  and  urticaria,  atopic  eczema 
and  neurodermatitis,  acute  exacerbation,  derma- 
titis venenata,  contact  (plant  and  occupational), 
and  pruritus  associated  with  other  syndromes.  In 
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the  present  study,  I observed  the  effect  of 
Sandostene  tablets,  Sandostene  plus  calcium 
ampuls  intravenously  and  Sandostene  plus 
calcium  lotion  in  105  additional  cases.  (See 
Table  I).  In  the  acute  stage,  10  cc.  of  Sandostene 
plus  calcium  was  given  intravenously  every  day 
or  every  other  day,  supplemented  with  tablets 
of  Sandostene  in  doses  of  4 to  6 daily.  If  the 
itching  persisted,  topical  application  in  the  form 
of  a lotion  containing  Sandostene  plus  calcium 
was  employed  with  good  results  and  without  side 
effects.  In  a few  instances  it  was  observed,  es- 
pecially in  the  chronic  case,  that  Sandostene 
was  found  equally  as  effective  as  the  steroids 
without  untoward  incident.  Evans  and  Racke- 
mann(16),  Feinberg,  Dannenberg  and  Malkiel 
(17),  stated  that  the  effects  of  ACTH  and  corti- 
sone, cannot  be  due  to  antihistaminic  action. 
Pillsbury,  Steiger  and  Gibson(lS)  have  shown 
that  certain  types  of  allergic  reactions  such  as 
urticaria,  can  be  treated  with  antihistaminic 
drugs. 

More  recently  I have  employed  Sandostene 
Spacetabs,  each  containing  75  mgs.  of  Sando- 
stene, in  50  cases,  one  tablet  two  to  three  times 
daily  for  adults.  This  applies  also  to  young 
adults,  although  occasionally  the  dose  was  re- 
duced to  one-half  tablet  twice  dail>',  for  the 
treatment  of  chronic  urticaria,  drug  eruption, 
contact  dermatitis,  neurodermatitis  and  allergic 
dermatitis.  Of  the  50  patients  treated  with 
Sandostene  Spacetabs,  two  patients  complained 
of  drowsiness  which  was  transient,  or  disap- 
peared when  dose  was  reduced.  Sandostene 
Spacetabs  were  administered  to  infants  and 
children,  with  good  tolerance,  by  crushing  the 
tablet  and  adding  to  water  and  sugar.  A decided 
therapeutic  advantage  of  the  Spacetab  is  that 
it  provides  sustained  therapy  from  8 to  10  hours 
and  is  safe.  None  of  the  patients  complained  of 
drug  eruption,  gastrointestinal  complaints,  fre- 
quency in  urination,  insomnia,  irritability,  or 
other  side  effects. 

CASE  REPORTS 

N.  N.,  male,  30  years  old,  diagnosis,  sebor- 
rheic dermatitis,  generalized.  Patient  had  history- 
of  seborrheic  dermatitis  which  became  general- 
ized due  to  tension  and  possibly  a new  drug  he 
took.  He  was  seen  only  once  because  his  condi- 
tion cleared  up  practically  overnight,  after  San- 
dostene intravenously,  tablets  and  lotion.  Pre- 


scription also  prescribed  for  scalp,  but  it  had 
nothing  to  do  with  his  rapid  improvement  due 
to  Sandostene. 

A.  H.,  female,  30  years  old,  diagnosis  eczma- 
tous  dermatitis,  contact  with  generalization. 
Patient  had  been  seen  by  previous  doctors  be- 
cause of  a contact  dermatitis  which  started  in 
her  axillae  from  a deodorant.  Before  seeing  me, 
she  developed  a generalized  dermatitis  from 
several  new  contacts  and  had  used  cortico-ster- 
oids  orally  and  acthar  jel  intramuscularly  with- 
out much  improvement.  With  Sandostene  plus 
calcium  intravenously,  lotion  locally,  Sandostene 
tablets  orally  and  a small  fractional  dose  of 
x-ray,  she  completely  cleared  up  in  one  week, 
\ery  happy  and  well  satisfied. 

L.  L.,  female,  50  years  old,  diagnosis,  atopic 
eczema  with  asthma.  Patient  has  been  seen 
periodically  because  of  her  atopic  eczema. 
On  June  29,  1956  she  had  a recurrence  which 
was  not  controlled  by  acthar  jel  intramuscularly 
or  cortico-steroids  orally  given  by  her  allergist. 
When  I saw  her,  she  had  a generalized  derma- 
titis which  was  brought  under  control  by  Sand- 
ostene plus  calcium'  intravenously,  locally,  and 
Sandostene  orally.  Later  it  was  necessary  to 
hospitalize  her  because  of  her  recent  sensitivity 
to  Bermuda  and  alfalfa  inhalants.  The  sedative 
effect  of  Sandostene  plus  calcium  was  remark- 
able and  gave  her  more  relief  than  other  tran- 
quilizing  drugs. 

D.  H.,  male,  43  years  old,  Sept.  9,  1956,  diag- 
nosis dermatitis  venenata  with  superimposed 
contact  dermatitis.  Patient  had  contact  derma- 
titis from  poison  ivy  for  one  week,  with  super- 
imposed chemical  dermatitis  48  hours  before 
consulting  me.  All  measures  he  used  gave  him 
no  relief.  Patient  slept  for  practically  24  hours 
after  intravenous  Sandostene  plus  calcium  and 
lotion  locally.  Marked  improvement  noticed  in 
24  hours  — very  little  itching. 

R.  S.,  female,  31  years  old.  May  14,  1956, 
diagnosis,  dermatitis  venenata  with  treatment 
dermatitis.  Patient  developed  a weed  dermatitis 
three  weeks  before  seeing  me.  Was  badly  over- 
treated so  her  itching  was  intense  when  I first 
saw  her.  She  was  greatly  relieved  by  Sandostene 
plus  calcium  intravenously  and  locally  and 
Sandostene  tablets,  and  completely  cleared  up  in 
10  days.  X-ray  therapy  given  to  eczematous 
areas. 
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E.  M.,  male,  34  years  old,  diagnosis,  derma- 
titis venenata.  Four  days  before  the  patient  saw 
me  he  had  been  on  a picnic  and  contacted 
poison  ivy.  All  medication  used  locally  and 
internally  failed  to  give  him  relief.  Numerous 
new  vesicles  appeared  every  day.  Sandostene 
plus  calcium  intravenously  had  amazing  effect 
on  the  patient,  practically  causing  cessation  of 
new  eruptions.  Response  was  very  gratifying. 
Patient  was  dismissed  in  8 days  — clear. 

S.  M.,  male,  68  years  old,  diagnosis,  contact 
dermatitis,  chlorine  and  chlorodine.  This  patient 


had  a beginning  generalized  dermatitis  which 
responded  nicely  to  Sandostene  plus  calcium 
intravenously  and  Sandostene  orally.  After  in- 
advertently using  another  ointment  he  flared 
up  again  but  is  being  brought  under  control 
by  Sandostene  plus  calcium  intravenously.  Cal- 
cibronat  intravenously  did  not  seem  to  give  as 
good  results.  Sandostene  plus  calcium  lotion  was 
very  helpful  in  controlling  new  eruptions. 

L.  S.,  female,  25  years  old,  diagnosis,  urticaria, 
cause  unknown.  This  patient  was  only  seen  once 
by  me.  I saw  her  in  rather  an  emergency  situa- 


TABLE  I 

No.  of 

Diagnosis  Patients 

Excel. 

Results 

Good 

Poor 

Side  Effects 

Seb.  Derm,  generalized  . . . 

5 

3 

2 

0 

None 

Drug  eruptions  and 
urticaria,  other  causes  .... 

30 

16 

10 

4 

One  developed  severe  headache. 
One  became  drowsy  and  had  to 
reduce  dosage.  One  had  itching 
aggravated. 

Atopic  eczema  and 
neuroderm,  acute  exacerb. 

20 

9 

6 

5 

One  developed  sleeplessness. 
One  developed  mild  headaches. 
One  became  quite  nervous.  Two 
developed  dry  mouth. 

Derm.  Venen.,  contact 
(plant  occupational) 

20 

10 

8 

2 

One  had  itching  become  worse. 
One  developed  dry  mouth. 

Pruritus  assoc,  with  blood 
dyscrasias,  lichen  planus, 
diabetes  mellitus,  hepatitis, 
scabies  

30 

10 

14 

6 

One  became  too  drowsy  so  dis- 
continued tablets.  One  thought 
dermatitis  became  worse.  One 
developed  headaches  after  first 
i.v.  injection. 

TOTAL  

105 

48 

40 

17 
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tion  because  of  giant  hives.  I hesitated  to  use 
Sandostene  plus  calcium  intravenously  because 
she  was  alone  and  had  to  drive  some  15  miles, 
but  decided  to  take  the  chance.  I told  her  to  go 
directly  home  and,  if  sleepy,  to  go  to  bed.  This 
she  did  and  had  a wonderful  night’s  sleep.  The 
next  day  she  called  to  say  she  was  entirely 
clear  and  wanted  to  know  if  she  could  wait 
another  day  before  keeping  her  next  appoint- 
ment. The  second  day  she  called  saying  that 
she  still  was  without  hives  so  she  was  instructed 
to  take  Sandostene  tablets  and  to  see  me  again 
if  necessary.  I have  not  heard  from  her  since, 
so  assume  that  she  is  well. 

I.  B.,  female,  34  years  old,  April  10,  1955, 
diagnosis,  urticaria.  For  approximately  one 
month  this  patient  had  had  persistent  hives 
which  were  not  controlled  by  the  usual  remedies 
prescribed,  including  ACTH  intramuscularly, 
antihistamines  and  cortisone  orally.  She  received 
great  relief  from  one  injection  of  Sandostene 
plus  calcium  intravenously  and  Sandostene 
tablets,  and  had  a good  night  for  the  first  time 
in  many  weeks.  Injections  were  continued  every 
other  day,  with  sedation  later  because  of  emo- 
tional personal  problems.  She  was  dismissed  in 
approximately  three  weeks,  symptom  free.  The 
point  of  interest  in  this  case  was  the  great 
amount  of  sedation  that  she  received  from  the 
Sandostene  plus  calcium.  This  has  been  the 
case  in  many  patients  who  state  that  they 
thoroughly  relax.  I still  have  some  “old  timers” 
who  come  in  occasionally  for  injections  for  that 
reason. 

P.  D.,  female,  39  years  old,  July  19,  1956, 
diagnosis,  giant  urticaria.  I had  seen  this  patient 
for  a month  prior  because  of  a sun  sensitivity 
which  responded  very  nicely  to  Aralen  Diphos- 
phate and  protective  measures.  She  returned 
later  with  giant  hives  which  appeared  to  be  on 
an  allergic  basis  (beer  and  Hollywood  bread 
— B complex?).  There  was  also  some  emotional 
problem,  so  she  was  given  Calcibronat  intra- 
venously, sedation  and  cortico-steroid  orally 
without  results.  Later  ACTH  intramuscularly 
with  very  little  benefit.  Then,  elimination  diet 
with  some  improvement.  Finally,  Sandostene 
plus  calcium  intravenously  was  given  for  the 
sedative  effect  and  she  promptly  began  to 
improve.  The  injections  were  given  daily  at 
first,  later  every  other  day.  She  was  dismissed 
with  dramatic  results. 


SUMMARY 

1.  Sandostene  plus  calcium  parenterally  and 
topically  and  Sandostene  orally  was  used  in  a 
total  series  of  225  cases  with  various  types  of 
dermatoses. 


2.  Further  evidence  was  accumulated  to 
justify  its  use  as  an  effective  antipruritic,  anti- 
allergic and  anti-exudative  agent. 

3.  Sandostene  Spacetabs  have  a therapeutic 
advantage  in  that  sustained  therapy  can  be 
achieved  over  a period  of  8 to  10  hours. 

4.  Sandostene  with  calcium  intravenously  and 
Sandostene  orally,  proved  more  effective  than 
ACTH  and  cortisone  in  a few  cases  of  intractable 
urticaria. 
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Recent  advances  in  the  study  of  disorders 
of  coagulation  and  particularly  hemophilia  have 
tended  to  be  confusing  to  the  average  physician 
rather  than  to  add  to  his  knowledge  of  this 
group  of  diseases.  The  confusion  has  arisen  as 
a result  of  the  discovery  of  several  disease  states 
similar  to  hemophilia  and  because  of  the  un- 
fortunate names  given  to  certain  disorders  which 
are  in  no  way  related  to  hemophilia. 

Classical  hemophilia  is  a disorder  which  has 
been  recognized  for  centuries.  It  is  an  inherited 
disease  transmitted  from  the  male  through  an 
unaffected  daughter  to  a grandson.  Very  rare 
clinical  cases  involving  females  have  been  re- 
ported. It  must  be  assumed  that  mutations  of 
chromosomes  may  arise  now  and  then  beginning 
a new  hemophiliac  strain.  The  classical  symptom 
of  hemophilia  is  spontaneous  hemorrhage  follow- 
ing very  mild  trauma.  This  symptom  is  present 
from  early  childhood.  These  hemorrhages  involve 
the  skin,  subcutaneous  tissues,  and  joints  most 
commonly.  Repeated  joint  hemorrhages  lead  to 
ankyloses  of  the  involved  joints.  Fortunately 
the  gastrointestinal  tract,  nervous  system  and 
urological  tract  are  less  commonly  involved. 
The  defect  in  this  condition  is  a lack  of  Anti- 
Hemophilic  Factor  (AHF)  which  is  part  of 
thromboplastin  component.  Examination  of  the 
blood  of  these  patients  reveals  that  they  have  an 
elevated  clotting  time  and  an  elevated  prothrom- 
bin consumption  time.  The  bleeding  time,  pro- 
thrombin time,  clot  retraction  and  platelet  count 
are  normal. 

In  1952  a disease  similar  to  hemophilia  was 
first  described.  It  is  due  to  the  lack  of  a factor 
called  Plasma  Thromboplastin  Component 
(PTC).  Because  the  first  case  studied  was  in  a 
patient  named  Christmas  this  illness  is  often 
called  Christmas  Disease.  PTC  deficiency  is 
similar  to  hemophilia  in  its  clinical  symptoms. 
Laboratory  examination  reveals  that  the  coagu- 
lation time  and  prothrombin  consumption  time 
are  both  prolonged  in  this  condition  also.  How- 
ever, the  most  diagnostic  point  for  the  clinician 
is  that  the  addition  of  normal  serum  will  correct 
the  abnormal  coagulation  time  in  this  illness,  but 


not  in  hemophilia.  In  the  very  mild  cases  it  may 
be  necessary  to  perform  a more  complicated 
thromboplastin  generation  test  to  establish 
the  diagnoses.  The  addition  of  pure  Anti- 
Hemophilic  Factor  to  the  blood  of  a patient 
with  PTC  disease  will  not  correct  the  abnormal 
coagulation  time. 

Another  curious  hemorrhagic  condition  related 
to  hemophilia  has  recently  been  described.  This 
disease  is  due  to  a lack  of  Plasma  Thrombo- 
plastin Antecedent  (PTA).  This  disease  may  oc- 
cur in  both  sexes.  It  is  a milder  condition  than 
either  of  the  first  two  conditions.  Joint  hemor- 
rhages do  not  occur,  and  the  coagulation  time 
is  only  slightly  prolonged.  It  differs  from  hemo- 
philia in  the  fact  that  the  addition  of  normal 
sera  to  the  blood  of  the  patient  will  return  the 
coagulation  time  to  normal.  It  differs  from 
PTC  deficiency  in  the  fact  that  the  addition  of 
either  serum  or  plasma  absorbed  with  barium 
sulfate  ( BaS04 ) will  correct  the  coagulation  time 
of  PTA  deficiency  but  not  PTC  deficiency.  This 
latter  test  is  important  to  the  hematologist,  but 
is  not  of  great  importance  to  the  busy  practi- 
tioner. The  fact  that  PTA  deficiency  occurs  in 
both  sexes,  and  is  not  associated  with  joint 
hemorrhages  or  a markedly  prolonged  coagula- 
tion time  should  allow  it  to  be  differentiated 
from  PTC  deficiency  with  a fair  degree  of 
accuracy. 

A final  disease  which  needs  differentiating 
from  hemophilia  is  the  presence  of  a circulating 
anti-coagulant.  This  condition  may  occur  fol- 
lowing delivery,  after  radiation,  or  nitrogen 
mustard  therapy,  or  as  a complication  of  lupus 
erythematosus.  Some  of  these  circulating  sub- 
stances bear  a close  resemblance  to  heparin. 
Addition  of  the  plasma  of  a patient  with  a circu- 
lating anti-coagulant  to  normal  blood  will  cause 
prolongation  of  the  coagulation  time  of  the 
normal  blood. 

It  is  important  that  these  conditions  be  dif- 
ferentiated from  each  other,  as  the  treatment  of 
these  diseases  is  not  the  same.  Hemophilia  must 
be  treated  with  fresh  blood,  or  fresh  frozen  or 
lyophilyzed  plasma  which  contains  the  Anti- 
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Hemophilia 

PTC 

PTA 

Anti-Coag. 

Sex: 

Male 

Both 

Both 

Coagulation  Time: 

. . . . 30-60  min. 

30-60  min. 

15-30  min. 

30-60  min. 

Joint  Hemorrhage: 

Clot  time  Improved 

....  four  plus 

four  plus 

one  plus 

one  plus 

Sera:  

0 

yes 

yes 

0 

Plasma:  

yes 

yes 

0 

BaS04  plasma:  

0 

yes 

0 

AHF:  

0 

0 

0 

Normal  blood  Coag.  time 
Prolonged  by  patient’s 
blood  or  plasma:  

0 

0 

0 

yes 

Treatment:  

Fresh  blood 
Frozen  plasma 
Fresh  plasma 
AHF 

Bank  blood 
Reg.  plasma 
PTC 
extract? 

Bank  blood 
Reg.  plasma 

Toluidine 

Protamine 

ACTH, 

cortisone? 

Hemophilic  Factor  (AHF).  Regular  bank  blood 
or  pooled  plasma  is  of  no  avail  in  correcting 
the  coagulation  defects.  The  local  bleeding  areas 
are  best  controlled  with  pressure  and  topical 
thrombin.  The  conditions  due  to  deficiency  in 
Anti-Thromboplastin  Component  (PTC)  and 
Anti-Thromboplastin  Antecedent  (PTA)  may  be 
treated  with  regular  bank  blood  and  pooled 
plasma.  Purified  antihemophilic  globulin  is  of 
no  avail  in  correcting  the  coagulation  defects 
of  these  two  conditions.  Circulating  anti-coag- 
ulants are  very  difficult  to  treat.  Blood  and 
plasma  appear  to  be  of  no  help.  Treahnent  with 
ACTH  and  cortisone  seems  to  be  of  question- 
able help.  Beeause  of  the  relationship  of  some 
of  the  anti-coagulants  to  heparin,  protamine  and 
toluidine  blue  are  often  of  help.  If  a history  of 
dicoumerol  ingestion  is  obtained,  of  course 
Vitamin  K-1  is  the  treatment  of  choice. 

There  are  two  further  disorders  which  tend 
to  confuse  the  issue,  primarily  because  of  their 
names.  Von  Willebrand  described  an  unusual 
disease  which  he  called  pseudo  hemophilia. 
Unfortunately  this  condition  bears  no  relation 
to  hemophilia.  It  consists  of  a state  in  which 
there  is  evidence  that  the  platelets  are  unable 
to  function  properly.  The  bleeding  time  is  ab- 
normal; clot  retraction  and  prothrombin  con- 
sumption time  may  be  abnormal,  but  the  coagu- 
lation time  is  normal.  The  platelet  count  is 
normal.  So  one  has  a state  similar  to  thrombo- 
cytopenic purpura  except  there  is  no  thrombo- 
cytopenia. 


Para-hemophilia  is  another  misnomer.  This  is 
a condition  which  occurs  due  to  lack  of  Factor 
V which  is  part  of  the  prothrombin  complex 
and  bears  no  relation  to  hemophilia.  The  major 
laboratory  abnormality  is  an  elevated  prothrom- 
bin time.  Normal  plasma  which  is  48  hours  old 
will  have  an  elevated  protlirombin  time.  Addi- 
tion of  normal  fresh  plasma  will  bring  the  pro- 
thrombin time  of  aged  plasma  to  normal.  How- 
ever, fresh  plasma  of  patients  with  this  condi- 
tion will  not  shorten  the  prothrombin  time  of 
aged  plasma. 

I have  attempted  to  simplify  the  diagnoses  of 
hemophilia  and  its  related  disorders.  I have 
refrained  from  mentioning  some  minor  and  not 
very  well  described  diseases.  I have  attempted 
to  demonstrate  how  it  is  possible,  by  a few 
simple  procedures  which  may  be  done  in  any 
office  or  laboratory,  to  arrive  at  the  correct  diag- 
nosis in  this  group  of  confusing  illnesses  and  to 
aid  the  patients  with  the  correct  therapy. 
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Hepatic  coma  is  a clinical  syndrome  long 
recognized  and  variously  designated  as  acholia, 
(1)  cholemia,(2)  hepatargy,(3)  and  most  recently, 
even  perhaps  most  accurately  termed  portal- 
systemic  encephalopathy.(4)  In  addition  to  the 
usual  signs  of  liver  failure,  the  characteristic 
clinical  features  in  typical  hepatic  coma  include 
emotional  lability,  mental  dullness,  delirium, 
flapping  tremor,  distinctive  moaning  cry,  and 
abnormal  neurological  signs.  The  syndrome 
frequently  progresses  through  irreversible  coma 
to  death.  Wide  variations  in  descriptions  of  this 
syndrome  which  exist  are  largely  the  result  of 
differences  in  patient  material  and  stages  of 
coma  in  which  the  observations  have  been  made. 

It  was  the  object  of  this  study  to  review  cases 
of  hepatic  coma  which  were  personally  observed 
during  the  last  eight  years.  Careful  attention 
was  given  to  the  detection  of  the  earliest  signs 
suggesting  impending  coma,  since  obviously  this 
period  should  offer  the  greatest  opportunity  for 
its  reversal.  It  seems  clear  that  there  is  a state 
of  pre-coma  or  impending  coma  which  precedes 
true  hepatic  coma,  and  it  may  occur  in  any 
type  of  liver  disease.  No  essential  qualitative 
difference  is  to  be  noted  in  these  signs  in  the 
patient  with  acute  hepatitis  or  the  patient  with 
diffuse  hepatic  fibrosis.  In  both  groups,  pre- 
coma symptoms  may  be  transitory  and  subside 
without  progression  into  coma. 

Deep  hepatic  coma  varies  from  patient  to 
patient,  but  the  general  features  in  all  forms  of 
liver  disease  are  quite  similar.  Reversibility  and 
recovery  is  more  common  in  the  patient  with 
cirrhosis  than  in  the  patient  with  extensive  cellu- 
lar damage.  Pre-coma  may  be  very  transitory, 
persist  for  days,  or  progress  straight  away  to 
deep  coma.  True  coma  may  appear  precipitously 
or  only  after  many  days  of  pre-coma.  It  may 
either  be  irreversible,  resulting  in  death,  or 
clear  completely  with  apparently  no  residuum. 
Certain  variations  in  precipitating  factors  are 
also  noted  in  the  two  groups. 

Ephemeral  as  the  evidence  may  be,  there 
persists  in  the  mind  of  anyone  studying  these 
patients,  features  which  indicate  a common 
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denominator  regarding  etiology.  A diverse  patho- 
genesis may  exist  in  the  several  forms  of  liver 
disease,  but  somewhere  a common  casual  factor 
probably  exists. 

PATIENT  MATERIAL 

Patient  material  for  this  study  is  divided  into 
three  groups.  All  patients  were  observed  by  at 
least  one  member  of  the  group  (MHD)  and 
followed  to  autopsy  or  dismissal  from  the  hos- 
pital during  a period  from  January  1947,  through 
August  1955. 

Group  I consisted  of  43  patients  with  liver 
disease  manifesting  hepatic  coma.  The  following 
criteria  were  observed  in  making  the  diagnosis 
of  hepatic  coma:  1)  the  presence  of  coma  as- 
sociated with  delirium,  flapping  tremor,  fetoi 
hepaticus,  or  other  signs  and  symptoms  usually 
associated  with  hepatic  coma;  2)  the  presence 
of  primary  or  secondary  liver  disease;  and  3) 
the  absence  of  any  other  disease  that  would 
adequately  explain  coma. 

Very  likely,  some  cases  of  hepatic  coma  were 
overlooked  or  mistakenly  omitted  even  though 
almost  every  patient  with  serious  liver  disease 
seen  at  this  hospital  during  the  past  nine  years 
has  been  seen  by  one  of  this  group  (MHD). 
It  frequently  is  difficult,  however,  to  determine 
the  cause  of  coma  in  patients  after  massive 
hematemesis  has  occurred.  The  same  is  true 
in  patients  with  malignant  tumors  which  have 
spread  to  the  liver  and  other  organs. 

Group  II  was  composed  of  100  healthy  blood 
donors.  Blood  ammonia  levels  were  determined 
on  these  individuals  to  establish  normal  values 
for  our  laboratory.  The  determination  of  the 
blood  ammonia  concentration  was  carried  out  by 
a modification  of  Conway’s  method. (5,6) 

Group  III  included  14  patients  with  liver 
disease  upon  whom  blood  ammonia  levels  were 
done.  Such  studies  were  available  only  during 
the  last  six  months  of  this  study  and  conse- 
quently the  number  of  patients  in  this  group 
is  small. 

RESULTS 

The  diagnosis  of  the  underlying  liver  disease 
in  each  case  is  listed  in  Table  I.  Post  mortem 
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examination  was  done  in  31  cases  and  liver 
biopsy  in  six  others.  In  the  remaining  six  patients 
the  diagnosis  was  made  on  clinical  evidence. 

Laennec’s  cirrhosis  or,  more  properly  termed, 
diffuse  hepatic  fibrosis  was  present  in  24  pa- 
tients. This  is  not  an  unexpected  number  of 
such  cases  since  this  disorder  is  probably  the 
most  frequent  type  of  chronic  liver  disease. 

The  patients  were  almost  equally  distributed 
as  to  sex,  there  being  22  females  and  21  males. 
Eight  patients  were  Negro  and  35  were  Cau- 
casian. This  roughly  represents  the  ratio  of 
admission  to  this  hospital.  Their  ages  ranged 
from  eight  to  75  years.  Three  patients  were  in 
the  first  or  second  decade  of  life,  one  in  the 
third,  five  in  the  fourth,  10  in  the  fifth,  16  in 
the  sixth,  seven  in  the  seventh,  and  one  in  the 
eighth. 

Table  II  lists  the  symptoms  and  signs  most 
frequently  observed  prior  to  the  onset  of  coma. 
Irritability,  confusion,  and  delirium  ranked  in 
that  order  as  evidence  that  coma  was  imminent. 

Table  III  lists  the  most  frequent  physical 
findings.  All  but  two  of  the  patients  were 
jaundiced  at  the  onset  of  coma.  Enlargement 
of  the  liver  and  ascites  were  the  next  most 
common  physical  findings.  Thirty-eight  patients 
had  a temperature  above  99  degrees  F.  Eight 
of  the  latter  had  a temperature  above  104 
degrees  during  the  illness. 

Table  IV  summarizes  the  neurological  signs 
observed  during  coma.  While  muscular  irritabil- 
ity and  muscle  tremor  are  constant  features, 
either  during  pre-coma  or  coma,  we  have  seen 
only  one  patient  actually  having  convulsive 
seizures. 

Tables  V and  VI  show  laboratory  data  on 
these  patients. 

Biochemical  tests  of  liver  function  showed 
significant  abnormality  in  these  cases  with 
severe  hepatocellular  injury.  In  patients  with 
cirrhosis,  however,  this  was  not  necessarily  true. 

An  analysis  of  precipitating  factors  in  hepatic 
coma  are  presented  in  Table  VII.  The  most 
common  event  preceding  the  appearance  of 
coma  was  of  bleeding  from  esophageal  varicosi- 
ties or  other  undetermined  sites  in  the  upper 
gastrointestinal  tract.  This  occurred  in  21  cases. 
Three  patients  had  received  ammonium  chloride 
prior  to  the  appearance  of  coma.  One  patient 
had  received  amino-acid  preparations  intraven- 


TABLE  I 

ETIOLOGY  OF  LIVER  DISEASE  IN  PATIENTS 
WITH  HEPATIC  COMA 


DIAGNOSIS  MALES 

FEMALES  TOTAL 

Laenoec'a  Cirrhoaia 

12 

12  24 

Poat  aecrotlc  nodular  cirrhoaia 

4 

2 6 

Biliary  cirrhoaia 

1 

3 4 

Infectioua  hepatitlB 

1 

3 4 

Serum  hepatitia 

1 

1 2 

Carcinoma 

Primary 

1 

0 1 

Metaatatic 

1 

1 2 

TOTAL 

21 

22  43 

TABLE  II 

SYMPTOMS  DURING  PRE-COMA  STAGE 

SYMPTOM 

NUMBER  PATIENTS  IN 
WHOM  PRESENT 
(43  Cases) 

Irritability 

36 

Confusion 

30 

Delirium 

28 

Agitation 

23 

Cethargy  and  WeaKness 

20 

Peculiar  Cry 

19 

TABLE  HI 

PHYSICAL  SIGNS 

OF  HEPATIC  COMA 

PHYSICAL  SIGN 

NUMBER  PATIENTS  IN 
WHOM  PRESENT 
(43  Caaea) 

Hepatomegaly 

42 

Jaundice 

41 

Fever 

38 

Aecitea 

34 

Evidence  Collateral 
Circulation 

33 

Liver  Palma 

33 

Spider  Nevi 

27 

Splenomegaly 

19 

Flapping  Tremor 

19 

Fetor  Hepaticua 

15 

TABLE  IV 

NEUROLOGICAL  SIGNS 

DURING  HEPATIC  COMA 

NEUROLOGICAL  SIGN 

NUMBER  OF  PATIENTS  IN 
WHOM  PRESENT 
(43  Cases) 

Normal  reflexes 

24 

Babinski 

7 

Hypoactive  reflexes 

7 

Hyperactive  reflexes 

4 

Absent  reflexes 

3 

Nystagmus 

1 

Convulsions 

1 
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ously.  One  had  received  exchange  resins  con- 
taining ammonium.  Grouping  these  four  items 
together,  26  patients  had  unusual  amounts  of 
nitrogenous  substances  in  the  intestinal  tract 
before  coma  developed.  Three  patients  de- 
veloped pneumonia  prior  to  the  onset  of  hepatic 


TABLE  V 


Caic  H|b. 


CC  6.0 


K£ 

IT 

rt 


CW  6.0 
WS  12. } 


PC 


FT 


HEMOGLOBIN.  WBC.  AND  LIVER  FUNCTION  STUDIES  • 


UU  FU  FT  BROM.  CC  TT  CE  SA 


SC  SI  TC 


CASE 


MB 

FY 

MMc 

EA 

AC 

PK 

LT 

KS 

JN 

IT 

WR 

NS 

EW 

CB 

LT 

EY 

CW 

ws 

ZM 

FR 

TL 

PD 

EA 

HF 

CG 

HJ 

HB 

ES 

WM 

BP 

GC 

MJ 

RG 

AM 

PC 

JG 

EMS 

RB 

AH 

EN 

CP 

JB 

FT 


TABLE  VI 


ELECTROLYTES  AND  NPN  STUDIES  CORRELATED 
WITH  ASCITES 


COz Na K Cl  ASCITES 


117  12.6 

30  26.6 

42  21.8 

102  11.9 

Too  high  36.  2 

to  read 
34 

65  25 

37  16.8 

37  28. 8 

101  16.  S 

33 

46.6  17.9 

70  13.5 

34  29.4 
215 

50  lO.t 

30 

30  18.9 

105  28.9 

50  16.5 

44  30.6 

ZB  24.7 

159  25.0 

56  20. 3 

32.5  23.0 

32  22.2 

33  23.2 

39  16.5 

45  11.0 

32  18.5 

28.5  17.8 

37  20. 3 

63  17.8 

35.8  30.6 

98  (BUN)  14.0 

55  .20.7 

46.3  25 

17.5  (BUN)  16.8 

42  27.0 

8.6  (BUN)  23.2 

5B  20.3 

11.0  (BUN)  19.5 
30 


111  5.4 

131  4.6 

144  5.1 

127  5.0 

130  2.6 


127  4.6 

138  5.0 

455  mgm.%  a» 

128  4.5 


1^2  4.1 


500  mgm.%  as 

490  mgm.%  as 

128.9  5.3 

360  mgm.%  as 

127  3. I 

125  4.5 

138  5.0 

132  4.5 

130  4.5 

123  5.2 

139  4.9 

123  6.3 

119  8.1 

123  5.1 

132  4.7 

127  4.9 

122  7.2 

130  5.9 

120  9.2 

156  3.5 

131  5.8 

110  6.8 

131  4.3 

137  4.3 

112  5.6 

128  4.4 


82 

102 

102 

103 

87 


113 

97 

NaCl 

105 


89 


NaCi 

NaCl 

NaCl 


94 

107 

108 
105 
101 
111 
102 

98 

96 

93 
98 

108 

98 

98 

115 

126 

94 
83 
96 

104 

87 

91 


yes 

DO 

yes 

no 

yes 

yes 

yes 

yes 

no 

no 

yes 

yes 

no 

no 

yes 

yes 

yes 

no 

yes 

yes 

yes 

yes 

yes 

yes 

yeh 

no 

yes 

yes 

yes 

yes 

yes 

yes 

yes 

yes 

yes 

yes 

yea 

yes 

yes 

yes 

yes 


coma.  Pre-coma  and  coma  quickly  followed 
paracentesis  in  three  patients.  Two  instances 
followed  surgery.  Coma  followed  the  adminis- 
tration of  barbiturates  in  one,  and  narcotics  in 
another.  In  only  one  case  was  an  alcoholic  de- 
bauch an  incident  immediately  preceding  hepatic 
coma. 

Only  four  of  these  patients  survived  and  were 
dismissed  from  the  hospital.  Of  the  39  who 
expired,  three  patients  had  survived  one  episode 
of  coma  previously.  One  of  these  died  in  a sec- 
ond episode.  One  survived  the  second  episode, 
but  succumbed  to  a pulmonary  embolus  several 
weeks  later.  The  third  patient  after  being  in 
coma  38  hours  of  his  third  episode  finally 
succumbed. 

The  blood  ammonia  concentrations  of  the  100 
normal  blood  donors  (Group  II)  is  presented  in 
Figure  1.  The  values  ranged  from  34  to  133 
micrograms  with  a mean  of  79.5  (standard  devia- 
tion 2.68)  micrograms  per  100  milliliters.  Figure 
1 shows  the  percentile  distribution  of  the  blood 
ammonia  concentration  in  this  group  of  100 
normal  persons.  Only  one  individual  had  a blood 
ammonia  concentration  below  50  micrograms  per 
100  milliliters.  The  blood  ammonia  of  six  in- 
dividuals was  over  110  micrograms  per  100 
milliliters.  Since  93  per  cent  of  this  group  had 
blood  ammonia  levels  between  50  and  110 
micrograms  per  100  milliliters,  this  range  was 
arbitrarily  selected  as  representing  the  normal 
blood  ammonia.  We  consider  blood  ammonia 
levels  between  111  and  135  micrograms  per 
100  milliliters  to  be  in  a borderline  zone  be- 
tween normal  and  abnormal.  However,  values 
over  135  micrograms  may  be  considered  defi- 
nitely abnormal. 

Table  VIII  lists  the  blood  ammonia  levels  Mn 
eight  patients  with  hepatic  coma.  Three  patients 
(PG)  (EN)  and  (GG),  had  normal  blood  am- 
monia levels,  while  the  remaining  five  patients 
had  abnormally  high  blood  ammonia  levels  on  at 
least  one  occasion. 

Table  IX  lists  the  blood  ammonia  levels  in 
six  patients  with  liver  disease  who  were  not 
in  pre-coma  or  coma  states.  All  six  had  normal 
ammonia  levels. 


DISGUSSION 

We  use  the  term  hepatic  coma  because  of 
its  widespread  use  and  general  acceptance.  No 
term  so  far  suggested  seems  entirely  satisfactory. 
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although  “portal-systemic  encephalopathy”  of 
Sherlock(4)  expresses  the  clearest  connotation 
of  the  clinical  picture  and  pathogenesis. 

Liver  cell  failure  may  occur  in  all  forms  of 
hepatic  disease,  but  is  most  often  associated 
with  cirrhosis  and  acute  hepatitis  of  viral  or 
toxic  etiology.  Many  features  may  accompany 
this  hepatocellular  failure,  such  as  jaundice, 
ascites,  endocrine  disturbances,  and  circulatory 
changes.  This  discussion,  however,  is  limited 
primarily  to  certain  features  of  the  central 
nervous  system  dsyfunction. 

Mechanisms  of  these  neurologic  manifestations 
have  been  the  subject  for  much  study  during 
recent  years.  Sherlock’s(7)  explanation  of  the 
pathogenic  factors  include  1)  portal  venous- 
systemic  collateral  circulation,  2)  defective  live! 
cell  function,  and  3)  nitrogenous  substances  in 
the  intestine.  This  is  the  most  lucid  interpreta- 
tion yet  offered.  Decreased  liver  cell  function 
or  by-passage  of  intact  liver  cells  through  portal 
venous-systemic  collaterals  gives  access  for  high 
concentrations  of  ammonia  to  the  central  nervous 
system. 

The  clinical  manifestations  of  hepatic  coma 
may  be  divided  into  stages  of  pre-coma  and 
coma.  Depending  upon  the  underlying  type  of 
liver  disease,  the  clinical  features  may  differ. 

A typical  example  of  the  manifestations  of 
the  stage  of  pre-coma  in  severe  parenchymal 
damage  is  often  seen  in  the  young  child  or 
adult  with  acute  viral  hepatitis.  The  disease 
may  be  ushered  in  with  the  usual  gastrointestinal 
symptoms  and  jaundice.  Within  four  or  five 
days  of  onset  the  patient  may  suddenly  and 
surprisingly  become  irritable,  emotional,  com- 
plain of  severe  headache,  and  somnolence.  Re- 
sponse to  questioning  may  be  fairly  normal,  but 
may  also  reveal  the  patient’s  apparent  irascibility 
and  severe  irritability.  Conversational  response 
may  be  strangely  repetitious.  A characteristic 
moaning  cry  often  is  spontaneously  manifested 
by  the  patient  while  apparently  sleeping.  Upon 
awakening  him  you  may  secure  no  real  evidence 
or  reason  for  the  apparent  pain.  Sensory  defects 
and  neurological  deficit  are  not  present  in  the 
pre-coma  stage.  Pre-coma  may  exist  for  a matter 
of  several  days  terminating  in  complete  return 
to  normal,  or  advance  to  severe  coma  within 
a matter  of  eight  to  12  hours. 

Pre-coma  in  the  cirrhotic  patient  presents  a 
similar  picture,  but  slight  differences  have  been 


TABLE  VI! 

FACTORS  PRECIPITATING  HEPATIC  COMA 


FACTOR 

NUMBER 

0**&oInt««tiA*l  bleeding 

21 

Dr«*« 

» 

Ammonium  Chloride  3 

Bnrblturetee  2 

Nnrcotlca  I 

Acetneoleamlde  I 

Amino  acid  pre^reUon  1 

CotloQ  exchange  realn*  I 

Inlec  tloD 

3 

Pnracenteale 

3 

Surgery 

2 

Alcoholic  debauche 

1 

No  factor  Identified 

A 

Patient 

TABLE  Vm 

BLOOD  AMMONIA  LEVELS  IN  HEPATIC  COMA 
Diagnosis  Blood  Ammonia 

(micrograms  per  one-hundred  milliliters) 

ES 

Laennec's  Cirrhosis 

130,  169,  80.  254,  207^  59 

JB 

Laennec 's  Cirrhosis 

197,  90 

CP 

Laennec's  Cirrhosis 

127 

PC 

Postnecrotic  nodular  cirrhosis 

101,  70 

EN 

Postnecrotic  nodular  cirrhosis 

72 

AM 

Biliary  cirrhosis 

141,  131 

RG 

Primary  carcinoma  of  liver 

104,  108,  IZZ,  186 

GC 

Metastatic  carcinoma  of  liver 

91 

GJ 

Massive  hepatic  necrosis 
(Acute  infectious  hepatitis) 

490 

AP 

Massive  hepatic  necrosis 

(Carbon  tetrachloride  intoxitation) 

176 

TABLE  IX 

BLOOD  AMMONIA  VALUES  IN  PATIENTS  NOT  IN  COMA 

Patient  Diagnosis  Blood  Ammonia 

(microerama  per  one -hundred  milliliters) 

LC 

Laennec's  Cirrhosis 

83 

JF 

Laennec's  Cirrhosis 

74 

ES 

Laennec's  Cirrhosis 

69 

GS 

Laennec 's  Cirrhosis 

61 

EN 

Postnecrotic  nodular 

cirrhosis 

64 

PL 

Serum  Hepatitis 

88 

HB 

Thorazine  Hepatitis 

74 

FACTORS  PRECIPITATING  HEPATIC  COMA  WHICH 
ARE  CAPABLE  OF  INCREASING  BLOOD 
AMMONIA  LEVELS 


Blood  in  Gastrointestinal  Tract 

Ammonium  Chloride  3 

Amino  Acid  preparations  ^ 

Cation  Exchange  Resins  ^ 

Ac  etazole  amide  ^ 

TOTAL  27 
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observed.  This  patient,  while  showing  no  signs 
of  worsening  of  his  liver  disease,  may  first  com- 
plain bitterly  of  his  care  and  the  attention  he 
is  receiving.  Such  complaints  heard  from  a 
previously  happy  patient  may  be  the  first  subtle 
evidence  of  personality  changes  of  pre-coma. 
Again,  repetitious  answers  to  questions  may 
be  obtained.  Irritability,  disobedience,  and  ob- 
tuseness characterize  the  patient’s  mental  atti- 
tude. Aside  from  slight  tremor  and  muscle 
twitching,  neurological  findings  are  minimal. 
All  exhibited  signs  may  disappear  or  progress 
to  coma. 

Coma  in  severe  parenchymal  cell  damage  and 
massive  necrosis,  as  seen  in  the  child  and  young 
adult,  may  present  initially  as  extreme  irritabil- 
ity and  continue  through  delirium,  mania,  semi- 
coma, and  the  usually  irreversible  deep  coma. 
Central  nervous  system  dysfunction  may  be 
characterized  by  motor  weakness,  flaccidity, 
spasticity,  pathological  reflexes,  severe  tremors, 
and  rarely  convulsions.  Jaundice  is  usually  very 
deep  and  fetor  hepaticus  is  common.  Recovery 
in  this  stage  is  uncommon  in  our  experience. 

Deep  coma  in  the  cirrhotic  patient  regularly 
follows  a long  history  of  liver  disease.  Usually 
it  is  preceded  by  bleeding,  infection,  alcoholic 
debauch,  injudicious  use  of  drugs  or  the  pres- 
ence of  abnormal  nitrogenous  material  in  the 
gastroinestinal  tract.  Most  commonly  the  patient 
is  brought  into  the  hospital  shortly  after  massive 
bleeding  from  esophagogastric  varicosities. 
Within  the  next  24  hours  the  patient  shows  small 
personality  alterations,  becomes  irritable,  per- 
haps continues  to  bleed,  refuses  all  medications 
and  attentions,  becomes  less  responsive  to  stimu- 
lation and  drops  into  deep  coma.  The  respira- 
tion may  be  deep  and  labored  as  in  acidosis. 


Jaundice,  fetor  hepaticus,  and  abnormal  neuro- 
logical signs  are  usually  present.  Electroenceph- 
alographic  ( 8 ) changes  are  quite  characteristic. 
In  contrast  to  the  patient  with  massive  hepatic 
necrosis  recovery  is  not  uncommon.  Such  re- 
covery likely  points  to  fairly  intact  parenchymal 
liver  cells  and  strengthens  the  theory  of  shunting 
phenomena  either  through  or  around  the  liver 
allowing  access  of  some  abnormal  metabolite  to 
the  central  nervous  system. 

The  characteristic  features  of  coma  as  seen 
in  this  group  of  patients  and  outlined  above 
is  composite  of  cases  BP,  CP,  CA,  MMc,  and 
EN.  Irritability,  confusion,  lethargy,  flapping 
tremor  and  fetor  hepaticus  formed  the  most 
helpful  symptoms  and  signs  in  predicting  that 
coma  was  imminent. 

Biochemical  liver  function  tests  were  not 
helpful  in  predicting  the  onset  of  coma.  For 
several  years  we  have  been  impressed  with  the 
value  of  serum  iron  determinations  in  detecting 
the  amount  of  parenchymal  cell  damage  in 
patients  with  liver  disease. (9)(10)  Invariably  this 
value  is  extremely  high  in  patients  with  mas- 
sive necrosis.  Patient  MMc  is  a good  example. 
The  serum  iron  value  does  give  some  indica- 
tion as  to  the  outcome  of  coma  in  such  a 
patient.  The  degree  of  depression  of  cholesterol 
esters  roughly  parallels  the  elevation  of  the 
serum  iron  and  aids  in  the  prognosis  of  coma 
in  patients  with  marked  liver  cell  desti'uction. 
Neither  of  these  values  are  helpful  in  the  pa- 
tient with  cirrhosis  unless  death  of  liver  cells 
occurs.  The  serum  iron  level  in  particular  may 
be  normal  or  low  in  the  patient  with  cirrhosis. 
This  was  true,  for  instance,  in  the  case  of  EN. 

It  is  commonly  stated  that  patients  in  hepatic 
coma  develop  hypoglycemia.  Hypoglycemia  was 
not  observed  in  any  of  the  patients  in  this 
series. (II) 

The  importance  of  ammonia  in  the  patho- 
genesis of  hepatic  coma  has  recently  been 
emphasized.  Such  relationship  was  suspected  by 
Matthews(I2)  in  1922,  when  he  noted  coma  in 
Eck  fistula  dogs  after  they  had  been  fed  on 
high  protein  diets.  Elevated  blood  ammonia 
values  in  both  cirrhosis  and  hepatic  coma  have 
been  noted  by  several  investigators.  (4,13,14,15) 
Two  factors  seem  to  be  significant  in  this 
situation:  1)  the  presence  of  excessive  nitro- 
genous substance  in  the  intestinal  tract,  and  2) 
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the  bypassing  of  parenchymal  liver  cells  by  the 
portal  blood  witli  its  high  ammonia  content. 
The  patient  with  massive  cellular  destruction 
of  the  liver  can  not  accomplish  normal  ammonia 
metabolism,  but  for  a different  reason  than 
the  patient  with  cirrhosis.  Both  may,  and  do, 
develop  hepatic  coma. 

The  liver  is  the  most  important  single  organ 
concerned  with  protein  metabolism,  illustrated 
by  its  recognized  responsibility  for  formation 
and  deamination  of  most  amino  acids.  Ammonia 
from  the  latter  reaction  is  converted  to  urea 
by  the  liver.  It  is  intriguing  to  conjecture  that 
in  severe  liver  disease  there  is  a failure  to 
perform  these  functions  and  as  a result  an 
unusual  accumulation  of  ammonia  occurs  in 
the  blood.  It  is  possible  that  the  toxic  ammonia 
ion  through  its  effect  on  the  central  nervous 
system  produces  hepatic  coma.  We  have  also 
observed  certain  similarities  in  terminal  patients 
with  congestive  heart  failure  and  patients  with 
hepatic  coma.  This  has  led  to  the  speculation 
that  blood  ammonia  levels  in  the  patient  with 
congestive  hepatomegaly  may  also  be  elevated. 

Walshe(13)  theorizes  that  an  abnormality  of 
glutamic  acid  metabolism  is  responsible  for  the 
neurological  changes  recognized  as  hepatic 
coma.  Glutamic  acid  is  unique  as  the  only  amino 
acid  supporting  cellular  respiration  in  the  brain. 
It  is  also  the  one  substance  suggested  as  having 
the  ability  to  detoxify  and  prevent  accumulation 
of  ammonia  within  the  brain.  Glutamine,  the 
end  product  of  this  reaction,  was  found  by 
Walshe(13)  to  be  present  in  abnormally  high 
concentrations  in  the  spinal  fluid  of  patients  in 
hepatic  coma. 

Kirk’s  (16)  study  of  ammonia  metabolism  in 
liver  disease  20  years  ago  was  not  followed  by  at- 
tempts at  clinical  correlation  until  recently. 
Gabuzda,  et  al(17)  reported  the  syndrome  of 
impending  hepatic  coma  in  patients  with  cir- 
rhosis given  cation  exchange  resins.  Since  these 
resins  exchange  ammonia  for  sodium,  it  was 
felt  they  led  to  an  elevated  blood  ammonia. 
McDermott  and  Adams(18)  reported  a patient 
in  whom  an  Eck  fistula  had  been  produced 
during  surgery  for  carcinoma  of  the  pancreas. 
Typical  symptoms  of  impending  hepatic  coma 
could  be  produced  by  feeding  the  patient  a 
high  protein  diet,  urea,  ammonia  chloride  or 
ammonium  containing  exchange  resins.  Traeger 
(15)  fed  four  patients  with  cirrhosis  ammonium 


chloride  and  noted  higher  elevations  of  blood 
ammonia  levels,  and  more  sustained  levels  than 
in  four  normals  given  the  same  dose  of  the 
drug.  White,  et  al(19)  with  ammonium  chloride 
tolerance  tests,  demonstrated  similar  phenomena. 

It  was  felt  that  ammonium  chloride  adminis- 
tration led  to  hepatic  coma  in  three  instances 
(WA,  GB,  and  PD).  One  patient  (EA)  who  had 
had  a portacaval  anastamosis  received  amino 
acid  preparations  intravenously  following  sur- 
gery. His  post-operative  course  had  been  un- 
eventful until  that  time.  On  the  fourth  day, 
while  receiving  this  agent,  he  developed  typical 
hepatic  coma  and  expired  shortly  thereafter. 
One  patient  (TL)  had  two  episodes  of  coma 
quickly  following  the  use  of  exchange  resins. 
He  recovered  from  both  episodes  only  to  ex- 
pire later  from  pulmonary  emboli.  Of  special 
interest  is  patient  (HE)  who  had  diffuse  hepatic 
fibrosis  with  ascites.  His  course  was  uneventful 
until  he  received  acetazolamide  (Diamox)  as  a 
diuretic.  Within  24  hours  he  had  developed 
hepatic  coma  from  which  he  did  not  recover. 

Acetazolamide  (Diamox)  blocks  carbonic  an- 
hydrase  in  the  kidney,  and  hydrogen  ions  neces- 
sary for  the  conversion  of  ammonia  to  the 
ionic  form  are  not  produced.  Without  this 
conversion,  ammonia  produced  by  the  kidney 
to  conserve  base  is  not  excreted  in  the  urine, 
but  absorbed  into  the  blood.  In  patients  with 
severe  liver  damage  or  shunting  phenomenon, 
abnormally  high  levels  of  ammonia  might  soon 
be  reached. 

Gastrointestinal  bleeding  is  generally  recog- 
nized as  a precipitating  factor  in  hepatic  coma. 
The  explanation  for  this  relationship  envisions 
the  liver  as  being  much  dependent  upon  the 
portal  blood  flow  for  its  oxygen  supply,  and 
bleeding  episodes  resulting  in  disproportionate 
reduction  in  portal  over  systemic  flow  may 
seriously  impair  the  already  damaged  liver 
parenchyma.  We  feel  that  a much  more  perti- 
nent factor  is  the  absorption  into  the  portal 
blood  of  breakdown  products  from  blood  in  the 
gastrointestinal  tract.  Twenty-one  of  the  patients 
in  this  series  had  major  bleeding  into  the  gastro- 
intestinal tract  prior  to  the  appearance  of  symp- 
toms of  coma. 

Although  the  exact  mechanism  is  not  clear, 
more  and  more  evidence  is  accumulating  to 
indicate  that  increased  ammonia  levels  are  im- 
portant in  the  pathogenesis  of  hepatic  coma.  In 
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the  limited  number  of  patients  in  whom  blood 
ammonia  levels  were  determined  in  this  study, 
high  values  were  associated  with  hepatic  coma, 
but  coma  was  found  to  exist  in  the  presence 
of  normal  values  also. 

Other  precipitating  factors  were  demonstrated 
in  this  study.  Since  some  of  these  may  be 
avoided  in  future  cases,  their  recognition  is  in 
itself  important  as  a preventive  measure.  Para- 
centesis for  relief  of  ascites  in  liver  disease  has 
been  frequently  followed  by  hepatic  coma  and 
may  also  be  considered  a contributing  factor 
in  pathogenesis.  Two  of  our  patients  (CP)  and 
(MB),  developed  coma  shortly  after  paracentesis, 
and  another  (EY),  already  in  coma,  became 
worse. 

Patients  with  severe  liver  disease  seem 
clinically  unable  to  tolerate  opiates  and  bar- 
biturates. In  three  of  our  patients  (MB,  FY,  NS) 
such  agents  seemed  to  be  contributing  factors 
in  the  development  of  hepatic  coma. 

Since  treatment  of  patients  in  hepatic  coma  is 
so  woefully  inadequate,  early  recognition  of  the 
precipitating  factors  and  prevention  of  this 
complication  is  of  the  utmost  importance. 

In  either  the  case  with  marked  parenchymal 
cell  damage  or  with  diffuse  hepatic  fibrosis  and 
portal  venous  systemic  shunting,  diet,  vitamins, 
attention  to  fluids  as  well  as  certain  restriction 
of  activities  are  necessary.  While  the  high  pro- 
tein diet  has  been  advocated  for  some  time, 
there  is  now  evidence  to  suggest  that  the  pro- 
tein may  need  to  be  restricted  in  patients  with 
severe  liver  disease.(20)  Barbiturates  and  nar- 
cotics should  be  used  only  with  caution.  Com- 
pounds containing  ammonia  or  those  that  will 
increase  body  ammonia,  such  as  acetazolamide 
(Diamox),  cation  exchange  resins  and  amino 
acid  preparations,  should  be  avoided. 

Prevention  of  gastrointestinal  bleeding  is  in 
order,  if  possible.  The  use  of  anti-acids  and 
other  efforts  made  for  the  patient  with  peptic 
ulcer  are  indicated  in  the  patient  with  known 
varicosities  of  the  esophagus.  Quick  control  of 
bleeding  by  tamponade  is  practical  and  oc- 
casionally lifesaving.  Once  bleeding  has  oc- 
curred, clearing  the  intestine  of  blood  seems 
logical  to  avoid  absorption  of  breakdown  pro- 
ducts. 

Paracentesis  should  be  done  with  caution,  and 
only  if  indicated  by  considerable  discomfort  of 


the  patient.  Steroid  therapy  may  be  of  value 
in  the  treatment  of  hepatic  coma.(21,  22)  In 
four  of  our  cases  temporary  improvement  fol- 
lowed their  use. 

Walshe(23)  has  recently  reported  the  success- 
ful use  of  intravenous  • sodium  glutamate  in 
hepatic  coma.  Two  of  the  patients  (JB  and  ES) 
who  had  repeated  blood  ammonia  determina- 
tions were  treated  with  monosodium  glutamate 
in  addition  to  the  usual  supportive  measures. 
The  blood  ammonia  of  one  of  these  patients 
(JB)  fell  from  197  to  90  mocrograms  in  a matter 
of  four  days  after  receiving  a total  of  86  grams 
of  monosodium  glutamate.  The  other  patient 
(ES)  was  in  deep  coma  for  12  days  and  would 
not  respond  to  any  stimuli.  During  the  last 
eight  days  of  her  life,  she  (ES)  was  given  23 
grams  of  monosodium  glutamate  intravenously 
daily.  After  three  days  of  this  therapy,  the 
patient  came  out  of  coma  for  a few  hours  and 
was  able  to  answer  questions.  At  this  time, 
her  blood  ammonia  concentration  had  dropped 
from  169  to  80  micrograms.  However,  this  pa- 
tient rapidly  regressed  back  into  coma  and 
developed  marked  elevation  of  her  blood  am- 
monia level  terminally.  In  these  two  patients  the 
administration  of  monosodium  glutamate  re- 
sulted in  a temporary  improvement  of  the 
patient’s  symptoms  and  a lowering  of  the  blood 
ammonia  level;  the  eventual  outcome,  however, 
was  unaltered. 

SUMMARY 

1.  Forty-three  patients  with  hepatic  coma 
have  been  studied  at  this  institution  between 
January  1947  and  August  1955  by  our  group. 
The  symptoms,  signs,  and  laboratory  findings 
that  we  observed  in  these  patients  were  similar 
to  those  previously  reported  in  the  literature. 

2.  In  39  cases,  a factor  precipitating  hepatic 
coma  was  strongly  indicated.  Twenty-one  pa- 
tients had  evidence  of  gastrointestinal  bleeding 
with  blood  in  the  intestinal  tract  prior  to  the 
onset  of  coma.  In  six  patients  substances  cap- 
able of  increasing  the  blood  ammonia  were 
given.  Therefore,  a total  of  27  patients  were 
exposed  to  situations  which  would  cause  an 
elevation  of  the  systemic  blood  ammonia  level 
prior  to  coma.  Infection  was  suspected  in  three 
and  paracentesis  in  the  same  number.  Bar- 
biturates and  opiates  have  been  listed  in  two 
instances. 
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3.  Blood  ammonia  concentrates  were  deter- 
mined in  100  normal  persons.  Values  between 
50  and  110  micrograms  per  100  milliliters  were 
considered  normal.  Values  between  111  and 
135  micrograms  per  100  milliliters  were  con- 
sidered to  be  borderline,  and  values  over  135 
mierograms  per  100  milliliters  were  considered 
definitely  abnormal. 

4.  Present  eoneepts  as  to  the  role  of  ammonia 
in  the  pathogenesis  of  hepatic  coma  have  been 
reviewed.  The  correlation  of  blood  ammonia 
levels  in  14  patients  in  our  own  material  have 
been  presented. 
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By  Herbert  L.  Stahnke,  Ph.D. 

Director,  Poisonous  Animals  Research  Laboratory 
Arizona  State  College,  Tempe,  Arizona 


I N 1953,  Mohammed  and  Karemi  reported 
that  the  combination  of  D.H.E.-45  (Sandoz)  and 
Bellafoline  (Sandoz)  acted  as  an  antidote  to 
scorpion  toxin.  Although  they  did  not  indicate 
the  species  of  scorpion  involved,  it  was  assumed 
from  some  of  their  previous  work  that  Buthus 
quinquestriatus  was  used.  This  species  and  our 
Centruroides  sculpturatus  produce  a powerful 
neurotoxin.  Since  both  venoms  have  much  in 
common,  we  decided  to  test  the  effect  of  this 
combination  on  the  venom  LD50  of  our  Arizona 
lethal  species. 

“Dihydroergotamine  methane-sulfonate  is  a 
crystalline,  semisynthetic  alkaloid  obtained  from 
ergotamine  by  hydrogenation  of  the  double  bond 
in  the  lysergic  acid  radical.  Bellafoline®  is  a 
chemically  pure  stable  alkaloid  complex  isolated 
from  fresh  belladonna  leaves,  containing  no 
atropine.  It  comprises  the  levorotatory  alkaloids 
of  belladonna  as  malates.”(l) 

The  above  mentioned  investigators  found  that 
with  albino  rats  of  200  gm.  body  weight,  the 
“best  protective  combination  was  Bellafoline 
0.5  mg.  and  dihydroergotamine  0.1  mg.  This 
mixture  injected  simultaneously  with  the  toxin 
saved  rats  injected  with  as  much  as  three  times 
the  minimal  lethal  dose  of  toxin.” 

Our  measure  of  bio-assay  is  the  LD50.  There- 
fore, using  the  method  of  Weil  (1952),  we  used 
a dosage  combination  of  0.5  mg/100  gm.  rat 
body  weight  of  D.H.E.-45  (Sandoz)  with  0.25 
mg/100  gm.  Bellafoline  (Sandoz).  The  LD50 

"Dihydroergotamine  methane-sulfonate  (D.H.E.-45,  Sandoz)  and 
Bellafoline  (Sandoz)  supplied  by  Sandoz  Pharmaceuticals  Di- 
vision, Sandoz  Chemical  Works,  Inc.,  San  Francisco  8,  Cali- 
fornia. 


of  the  lot  of  C.  sculpturatus  venom  was  0.096 
mg/100  gm.  with  a Confidence  Interval  of  0.085 
to  0.109  mg/100  gm.  The  Da  was  0.091  mg/100 
gm.  with  R at  1.26,  n = 3,  and  K = 3.  After 
the  venom  was  administered  each  animal  re- 
ceived the  dosage  of  D.H.E.-45  and  Bellafoline 
as  indicated  above. 

RESULTS 

The  mortality  at  the  four  dosage  levels  was 
0,  0,  1,  2.  Using  Weil’s  formula  Log  m = Log 
Da  + d (f  -f  1),  the  LD50  of  the  venom  was 
now  0.172  mg/100  gm.  with  a Confidence  In- 
terval of  0.117  to  0.251  mg/100  gm. 

DISCUSSION 

The  range  of  the  two  Confidence  Intervals 
indicates  that  the  difference  between  the  two 
LDso’s  is  significant  and  that  the  combination 
of  D.H.E.-45  and  Bellafoline,  in  the  proportions 
used  is  antagonistic  to  C.  sculpturatus  venom. 
These  results,  as  well  as  those  of  Battat  (1954) 
with  Egyptian  scorpions,  suggest  that  a com- 
bination of  these  drugs  could  constitute  desirable 
supporting  therapy  for  cases  of  venenation  with 
a neurotoxic  scorpion  venom.  More  research 
work  is  indicated,  however,  in  order  to  find  the 
most  desirable  proportions  of  these  agents  and 
whether  or  not  they  might  be  used,  in  proper 
quantities,  as  the  only  necessary  therapeutic 
agent. 
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I AM  VERY  grateful  for  the  honor  you  have 
bestowed  on  me  and  humble  in  the  knowledge 
of  the  responsibility  of  the  position.  I only  hope 
I can  do  as  good  a job  as  my  predecessors. 
Any  success  will  be  in  the  committees  and  their 
functioning  in  the  fields  to  which  they  are  ap- 
pointed. Also,  we  must  try  to  have  more  doctors 
active  in  all  phases  of  organized  medicine. 
Please  do  not  refuse  to  serve  and  then  criticise 
that  “the  old  crowd  is  running  everything.” 

We  must  maintain  and  strengthen  our  vigi- 
lance against  further  encroachment  into  medical 
practice  by  federal,  state,  and  local  governments 
and  by  hospitals. 

We  must  avoid  dissesion  in  our  own  ranks 
such  as  was  present  in  the  British  Medical  As- 
sociation that  enabled  the  Socialist  government 
to  put  into  effect  the  National  Health  Service 
of  Britain.  The  doctors  of  Belgium  stood  to- 
gether and  steadfastly  refused  to  go  along  with 
a plan  similar  to  England’s.  They  were  able  then 
to  state  what  plan  of  medical  assistance  they 
would  support  and  what  they  would  not  support. 

This  was  a unified  association  standing  to- 
gether. Unless  we  so  stand,  we  will  be  in  the 
plight  of  the  Britishers. 

We  must  assume  our  full  civic  duties.  It  is 
a duty  as  well  as  a privilege  for  the  American 
to  be  able  to  vote.  This  applies  to  school  elec- 
tions as  well  as  national,  state,  and  local  elec- 
tions. Also,  the  school  boards  spend  more  of 
your  tax  dollar  than  Uncle. 

I would  like  to  propose  a contest  between 
doctors,  dentists,  lawyers,  and  druggists  to  see 
which  group  will  have  the  highest  percentage 
of  voters  at,  say  the  next  general  election.  It 
would  bring  out  some  interesting  figures  to  find 
which  group  is  most  active  at  the  polls. 

The  Arizona  Medical  Association  is  called 
upon  to  sponsor  and  give  support,  or  disap- 
proval, to  all  health  bills  in  the  state  legislature. 
We  know  the  contents  of  the  bills  we  sponsor. 
The  ones  introduced  by  others,  we  may  not 
even  hear  of  until  introduetion.  These  latter  may 
be  good,  good  in  principle  and  poor  in  legality, 
etc.,  or  may  he  very  opposed  to  others. 


If  any  group,  with  doetors  on  its  board,  is 
planning  to  introduce  a bill  in  the  legislature, 
we  ask  that  you  bring  to  the  attention  of  the 
sponsors  our  procedures.  The  legislative  com- 
mittee meets  and  approves  or  disapproves  the 
measure  and  makes  recommendations  to  council 
of  A.M.A.  The  council  must  then  pass  on  the 
measure  and/or  a recommendation.  Then,  and 
then  only,  can  the  legislative  ehairman  express 
the  will  of  the  Arizona  Medical  Association. 
The  proposed  mental  health  bill,  or  commit- 
ment bill,  was  not  actually  introduced.  A eopy 
of  the  proposed  bill  was  first  seen  by  Doctor 
Hamer  about  Eeh.  7.  Mr.  Jacobsen  rushed 
through  a legal  opinion  in  three  days.  He  should 
have  had  at  least  a month.  The  bill  should  have 
been  given  to  Doetor  Hamer  by  Oct.  1 to 
permit  proper  study. 

This  may  be  a very  controversial  proposal, 
but  I feel  that  we  should  have  a published  fee 
schedule.  This  should  be  our  average  fees  and 
should  be  so  stated.  I will  propose  this  to 
council  for  their  decision,  whether  it  should 
be  studied  by  a regular  committee  or  a special 
one.  Our  lack  of  a fee  schedule  approved  by 
you  made  the  negotiations  for  Medicare  much 
more  difficult.  More  and  more  the  need  for 
such  a schedule  becomes  apparent. 

I now  come  to  a subject  about  which  I feel 
we  should  forcefully  assert  ourselves.  More  and 
more  the  hospital  administrators  are  telling  us 
what  we  have  to  do.  It  is  apparent  that  the 
hospital  administrators  are  pushing  their  way 
into  medical  practice,  out-patient  clinics,  semi- 
charity deliveries.  Wesley  Hospital,  Chicago, 
has  150  doctors  who  have  no  offices  except 
Wesley  Hospital.  The  doctor  is  becoming  a very 
profitable  adjunct  to  the  hospital. 

“The  tendency  for  hospital  corporations  to 
invade  the  practice  of  elinical  medicine  through 
the  agency  of  employed  physicians  has  been 
a matter  of  growing  concern  among  medical 
organizations.  In  the  opinion  of  GP,  hospitals 
should  be  regarded  as  specifically  equipped 
institutions  where  private  physicians  can  render 
service  to  the  sick.  They  should  not  he  permitted 
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to  become  corporate  distributing  agencies  for 
medical  care.”  ( March  1957  editorial  GP,  volume 
XV  — number  3,  page  69.) 

A hospital’s  function  is  solely  to  care  for 
patients.  A doctor’s  duty  is  first  and  foremost 
to  his  patient.  The  patient  must  have  free  choice 
of  hospital  as  well  as  free  choiee  of  physician. 
Yet  the  joint  commission  says  we  can  belong  to 
only  one  staff  and  meet  their  requirements.  I 
do  not  know  about  Yuma,  but  in  Phoenix, 
hospital  beds  are  at  a premium,  four  to  six  weeks 
in  advance  for  elective  surgery. 

At  $25  and  $30  per  day  average  cost,  the 
hospitals  are  rapidly  pricing  themselves  out  of 
the  market. 

With  all  the  increased  regulations,  the  hos- 
pitals have  had  to  steadily  inerease  the  staffs 
of  the  record  room.  This  has  increased  hospital 
overhead.  Yet,  from  this  the  patient  receives 
no  better  care,  only  increased  cost.  The  patient 
is  really  the  “low  man  on  the  totem-pole.”  Will 
this  increased  overhead  in  the  record  room  im- 
prove the  care  and  treatment  of  the  patient  one 
iota?  I doubt  it! 

I call  for  your  constant  vigilance  against  en- 
croachment on  our  profession  from  all  sources. 
There  are  things  to  be  done.  Let  us  not  be 
backward  in  what  we  believe  to  be  the  right. 
May  I quote  from  the  “Prayer  of  Confession.” 

“We  have  done  those  things  which  we 
ought  not  to  have  done,  and  have  left  un- 
done those  things  which  we  ought  to  have 
done.” 

C.  C.  Craig,  M.D. 


ADVANCES  IN  PEDIATRICS,  Vol.  9 edited  by  S.  Z.  Levine. 
336  pages.  Illustrated.  (1957)  Year  Book.  $9. 

The  ninth  volume  in  this  annual  offering  dis- 
cusses postmaturity,  gamma  globulin,  thyroid 
disorders,  familial  dysantonomia,  florides  and 
dental  caries,  coagulation  disorders,  and  celiac 
disease. 

Stacey’s  Medical  Books,  San  Francisco 


FIFTY  YEAR  CLUB 

“FIFTY  YEAR  CLUB”  was  organized  in 
1948.  The  Club  consists  of  those  members  of 
the  Association  who  have  been  in  practice  for 
50  years  or  more.  Members  to  date,  with  year 
of  M.D.  degree  are: 

Edward  W.  Adamson Douglas  — 1904 


John  E.  Bacon Pomona  — 1892 

Clyde  J.  Barker,  Sr Phoenix  — 1905 

Nelson  C.  Bledsoe  Tucson  — 1903 

Nelson  D.  Brayton Miami  — 1899 

Frank  Cohen Tucson  — 1903 

Morris  D.  Cohen  Tucson  — 1904 

Frederick  T.  Fahlen Phoenix  — 1903 

*Delamere  F.  Harbridge Phoenix  — 1898 

Emile  C.  Houle Nogales  — 1904 

Harold  L.  Lamb Tucson  — 1902 

^Robert  N.  Looney  Prescott  — 1898 

*E.  Payne  Palmer Phoenix  — 1898 

Van  A.  Smelker  Tucson— 1905 

* Alexander  M.  Tuthill Phoenix  — 1895 

MEMBERS  FOR  1957 

Meade  Clyne Tucson  — 1907 

Martin  G.  Fronske Flagstaff  — 1907 

J.  Newton  Stratton  Safford  — 1907 

Clara  S.  Webster  Tucson  — 1907 

* Charter  member 


ANAESTHETIC  ACCIDENTS:  The  Complications  of  General 
and  Regional  Anaesthesia  by  V.  Keating,  M.D.  261  pages.  (1956) 
Year  Book.  $5. 

They  do  happen  and  here  is  a small,  honest, 
and  interesting  volume  that  deserves  to  be  read 
and  studied.  We  suspect  that  it  is  a labor  of  love 
by  a lonely  specialist  in  the  Royal  Army  Medical 
Corps. 

Stacey’s  Medical  Books,  San  Francisco 


CORRECTION 

Note  correction,  page  276,  Volume  12,  Number 
5,  May  1957,  article,  “A  Brief  Summary  of  the 
Present  Day  Therapy  of  Collagen  Diseases”  by 
Harry  E.  Thompson,  M.D.  and  Harold  J.  Rowe, 
M.D.  In  paragraph  10  of  this  article  starting,  “In 
Rheumatic  Fever.”  The  sentence  “In  the  severely 
ill  patient,  large  doses  of  Prednisone,  Predni- 
solone or  ACTH  may  be  necessary  to  suppress 
the  hyperthermia  and  minimize  the  undesirable 
edema,  hypertension  and  gastritis”  should  read, 
“In  the  severely  ill  patient  large  doses  of  Predni- 
sone, Prednisolone  or  ACTH,  may  be  necessary 
to  suppress  the  hyperthermia  and  minimize  the 
acute  myocardial  and  valvular  damage.  The  dos- 
age should  be  reduced  as  soon  as  possible  to  min- 
imize the  undesirable  effects  of  these  steroids 
i.e.,  salt  retention,  edema,  hypertension  and 
gastritis.” 
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CONTRIBUTORS 

The  Editor  sincerely  solicits  contributions  of  scientific 
articles  for  publication  in  ARIZONA  MEDICINE.  All  such 
contributions  are  greatly  appreciated.  All  will  be  given  equal 
consideration. 

Certain  general  rules  must  be  followed,  however,  and  the 
Editor  therefore  respectfully  submits  the  following  suggestions 
to  authors  and  contributors: 

1.  Follow  the  general  rules  of  good  English,  especially  with 
regard  to  construction,  diction,  spelling,  and  punctuation. 

2.  Be  guided  by  the  general  rules  of  medical  writing  as 
followed  by  the  JOURNAL  OF  THE  AMERICAN  MEDICAL 
ASSOCIATION. 

3.  Be  brief,  even  while  being  thorough  and  complete.  Avoid 
unnecessary  words.  Try  to  limit  the  article  to  1500  words. 

4.  Read  and  re-read  the  manuscript  several  times  to  cor- 
rect it,  especially  for  spelling  and  punctuation. 

5.  Manuscripts  shoula  be  typewritten,  double  spaced,  and 
the  original  and  a carbon  copy  submitted. 

6.  Articles  for  publication  should  have  been  read  before 
a controversial  body,  e.g.,  a hospital  staff  meeting,  or  a 
county  medical  society  meeting. 

7.  Exclusive  Publication— Articles  are  accepted  for  publi- 
cation on  condition  that  they  are  contributed  solely  to  this 
Journal.  Ordinarily  contributors  will  be  notifed  within  60 
days  if  a manuscript  is  accepted  for  publication.  Every  effort 
will  be  made  to  return  unused  manuscripts. 

8.  Illustrations  — Ordinarily  publication  of  2 or  3 illustra- 
tions accompanying  an  article  will  be  paid  for  by  Arizona 
Medicine.  Any  number  beyond  this  will  have  to  be  paid  for 
by  the  author. 

9.  Reprints  — Reprints  must  be  paid  for  by  the  author 
at  established  standard  rates. 

The  Editor  is  always  ready,  willing,  and  happy  to  help 
in  any  way  possible. 


(The  Opinions  expressed  in  original  contributions  do  not  neces- 
sarily express  the  opinion  of  the  Editorial  Board.) 


CONTRACT  PRACTICE 

H ECENT  discussions  between  the  A.M.A.  Com- 
mittee on  Medical  Care  for  Industrial  Workers 
in  Chicago  as  represented  by  Dr.  William  A. 
Sawyer  of  Rochester,  the  chairman  of  this  com- 
mittee and  Dr.  Warren  F.  Draper,  the  Execu- 
tive Medical  Director  of  the  U.M.W.A.  Welfare 
and  Retirement  Fund  reiterate  the  problems 
regarding  the  relationship  between  this  or  any 
company  or  union  fund  and  physicians  or  medi- 
cal societies. 

Their  problems  again  bring  into  focus  the 
fact  that  ( 1 ) most  of  these  policies  adopted 
by  a fund  will  in  effect  reduce  or  eliminate 
the  right  of  the  worker  to  select  a physician  or 
hospital;  (2)  invariably  there  is  an  assumption 
by  the  fund  of  the  prerogative  of  judging  the 
quality  of  treatment  given  by  physicians,  theh 
qualifications  for  hospital  appointments,  and  an 
effort  at  selection  of  hospital  staffs;  (3)  the 
actions  of  the  fund  departments  from  fee-for- 
service  remuneration;  (4)  strained  relations  de- 
velop between  medical  societies  and  the  area 
medical  administrators  because  of  alleged  of- 
ficious and  paternalistic  actions  by  area  adminis- 
trators. 

These  are  inevitable  deficiencies  of  this  type 
of  planned  medical  practice,  and  steps  to  guard 
against  them  are  essential.  The  delegates  are 
to  be  commended  upon  their  recent  establish- 
ment of  a specific  committee  for  representation 
of  the  medical  profession  in  the  development  of 
any  of  the  future  industrial  insurance  policies 
of  the  state  which  carry  medical  benefits. 


CARCINOMA  OF  THE  BREAST:  The  Study  and  Treatment 
of  the  Patient  by  Andres  G.  Jessinian  and  Francis  D.  Moore,  M.D. 
135  pages.  Illustrated.  (1916)  Little,  Brown.  $4. 

An  extension  of  a progress  report,  initially 
published  in  the  New  England  Journal  of  Medi- 
cine, presents  an  integrated  study  of  patients 
with  carcinoma  of  the  breast  in  the  light  of 
current  knowledge  and  research  relating  en- 
docrine and  metabolic  aspects  to  surgical  care. 

Stacey’s  Medical  Books,  San  Francisco 
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LETTERS  TO  THE  EDITOR 

MEDICAL  EDUCATION 

Editor,  Arizona  Medicine: 

T HIS  LETTER  will  serve  to  recall  to  you 
our  conversation  at  luncheon  recently.  You  will 
recall  that  we  discussed  several  aspects  of  the 
student  exchange  program  of  the  Western  Inter- 
state Commission. 

I think  everyone  will  agree  that  the  motives 
of  the  legislature  were  excellent  and  very  com- 
mendable when  they  set  about  to  include  our 
people  in  the  Western  Interstate  Commission 
program.  This  program  is  not  meant  to  provide 
scholarships,  but  it  is  designed  to  aid  students 
in  medicine,  dentistry  and  veterinary  medicine 
to  the  extent  that  they  can  attend  professional 
schools  in  these  fields  in  one  of  the  11  Westero 
states  at  approximately  the  same  financial  cost 
as  the  student  who  is  a legal  resident  of  the 
state  in  which  the  school  in  question  is  located. 
To  this  extent,  the  state  partially  makes  up  for 
the  fact  that  we  do  not  ourselves  have  these 
professional  sehools  available,  and  it  relieves  the 
eligible  student  from  the  necessity  of  paying 
out-of-state  tuition.  It  does  seem  a little  un- 
fortunate, however,  that  the  restrictions  on  eligi- 
bility are  sO'  severe.  As  a matter  of  fact,  the 
restrictions  on  the  Arizona  student  are  mueh 
more  severe  than  they  are  on  a student  from  any 
other  state.  To  be  eligible  for  certification  under 
this  state  program,  a student  must  have  been  a 
bona  fide  resident  of  the  State  of  Arizona  for 
at  least  the  last  10  years.  Sinee  roughly  40  per 
cent  of  the  population  of  the  state  has  been  here 
less  than  10  years,  this  would  seem  to  eliminate 
an  unduly  large  percentage  of  our  potential 
students.  Although  one  can  understand  why 
the  legislature  wished  to  be  rather  careful  about 
who  becomes  eligible  for  this  financial  assist- 
ance, the  fact  remains  that  a newcomer  becomes 
eligible  to  vote  in  this  state  after  one  year’s 
residence,  that  he  becomes  eligible  to  attend  the 
state  university  and  the  state  colleges  without 
paying  non-resident  tuition  after  one  year’s 
residence  and  he  certainly  becomes  eligible  to 
pay  taxes  to  the  State  of  Arizona  long  before 
one  year’s  residence  is  completed. 

The  other  restriction  put  upon  the  Arizona 
student  that  seems  a little  extreme  is  the  re- 
quirement that  he  agree  to  return  to  praetice 
in  this  state  two  years  for  each  year  he  received 


his  out-of-state  tuition  under  the  contract  pro- 
gram. This  means  that  the  student  who  spends 
four  years  in  medical  school  under  this  pro- 
gram has  obligated  himself  to  practice  the  first 
eight  years  of  his  professional  life  within  the 
State  of  Arizona.  If  he  does  not  do  this,  he  then 
must  repay  to  the  state  the  sum  of  $8,000  with 
interest.  Here  again,  one  ean  understand  the 
legislature’s  wish  to  seeure  medical  services  for 
the  people  of  the  state  and  to  retain  the  serviees 
of  those  who  have  been  trained  at  the  expense 
of  the  taxpayer’s  money.  On  the  other  hand,  the 
taxpayer’s  money  also  operates  the  university 
and  state  eolleges  and  there  is  no  restriction  put 
upon  the  graduates  of  any  of  these  sehools  or 
colleges  within  these  institutions.  The  Arizona 
student  may  graduate  and  leave  the  state  within 
24  hours,  never  to  return.  This  is,  of  course,  as 
it  should  be.  But  the  more  one  thinks  along 
these  lines,  the  more  one  wonders  whether  or 
not  this  restrietion  on  the  student  who  under- 
takes a professional  edueation  under  the  student 
exchange  program  isn’t  rather  exeessive.  No  other 
state  puts  such  a severe  restriction  upon  its 
students;  most  of  them  have  no  restrietion  what- 
soever. H.R. 


KUDOS  AND  WARNING 

Editor,  Arizona  Medicine: 

K 

UDOS  AND  commendations  are  due  our 
past  president.  Dr.  Podolsky,  and  our  newly 
elected  seeretary.  Dr.  Smith.  The  former  for 
his  forthright  and  perceptive  discussion  of  pres- 
ent legislative  and  socio-economic  trends  as  pre- 
sented on  The  President’s  Page.  We  hope  he 
and  others  will  continue  to  “squawk  like  hell.” 
The  latter  for  his  editorial  entitled  The  Nylon 
Nightie,  which  so  effectively  deals  with  the 
hate-fomenting  articles  too  frequently  appear- 
ing in  our  lay  magazines. 

American  medicine  has  steadily  lost  ground 
to  socialization  since  1950,  suffering  one  defeat 
after  another  that  could  have  been  avoided. 

We  have  permitted  our  fine  impulses  of 
sympathy  and  concern  for  the  less  fortunate,  the 
exploited,  and  the  incapaeitated  to  lead  us  into 
accepting  nostrums,  cleverly  suggested  by  con- 
spirators. We  did  not  recognize  that  we  were 
introducing  authoritarian  plans  into  a society  of 
free  men;  and  that  each  such  action  was  as 
dangerous  to  free  men  as  the  relaxation  of  con- 


A single  dose  of  Kynex  provides  therapei 
blood  levels  within  the  hour.  Blood  cone 
tration  peaks  are  reached  within  2 hour 
10  mg.  per  cent  blood  levels  persist  beyc 
24  hours.* 

For  greater  safety:  low  dosage,  high  solubi 
and  slow  excretion  help  avoid  crystallu 
For  broad  antibacterial  effectiveness:  Kyi 
is  particularly  efficient  in  urinary  tract  inf 
tions  due  to  sulfonamide-sensitive  org 
isms,  including  E.  coli,  Aerobacter  aeroger 
paracolon  bacilli,  streptococci,  staphyloco( 
Gram-negative  rods,  diphtheroids  and  Grc 
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trols  are  to  dictators.  We  have  demonstrated 
an  inability  to  recognize  programs  aimed  at 
superficially  desirable  objectives  which  camou- 
flaged actions  aimed  at  destroying  our  society. 
Socialization  of  medicine  is  but  a part  of  the 
overall  plan.  It  is  a tragic  fact  that  our  system 
is  so  virile  that  it  seems  flourishing  even  as  it 
is  being  destroyed.  The  few  who  have  the 
courage  to  try  to  raise  the  backdrop  and  dis- 
close what  is  backstage,  are  subject  to  the  in- 
difference and  ridicule  of  the  majority  whose 
apathy  is  such  that  they  wouldn’t  believe  it  if 
they  saw  it! 

It  is  up  to  those  within  the  medical  profession 
to  e.xpose  socialization  for  what  it  really  is  in 
all  its  evil  aspects.  More  articles  such  as  these 
are  sorely  needed  to  awaken  the  profession. 
Medicine  should  share  in  the  growing  revolt 
against  the  destruction  of  our  American  way  of 
life. 

L.  D.  Sprague,  M.D. 


NONINFECTIOUS  PLASMA 

Editor,  Arizona  Medicine: 

I AM  TAKING  the  opportunity  of  sending 
you  reprints  of  a study  by  Dr.  Paul  Hoxworth 
and  Dr.  Walter  Haesler  of  Cincinnati,  on  Safety 
of  Stored  Liquid  Plasma.  There  are  also  two 
copies  of  an  abstract  of  this  reprint.  I think 
this  is  a very  timely  study  and  a very  important 
one,  and  one  that  should  be  circulated  among 
the  members  of  the  medical  profession  in  Ari- 
zona through  Arizona  Medicine.  These  studies 
confirm  what  has  been  our  impression;  that 
plasma  stored  at  room  temperature  for  six 
months  to  a year  is  virtually  noninfectious  as 
far  as  serum  hepatitis  is  concerned.  I feel  that 
it  is  unfortunate  that  liquid  plasma  has  ac- 
quired such  a bad  reputation  because  of  the 
high  case  rate  of  serum  hepatitis  following  the 
use  of  lyophilized  plasma.  I feel  that  there  are 
definite  indications  for  the  use  of  plasma  where 
it  is  preferable  to  use  plasma  rather  than  whole 
blood,  and  that  if  the  safety  of  this  product  is 
shown  to  the  members  of  the  medical  profession 
in  this  state,  it  might  result  in  better  patient 
care  in  those  cases  where  blood  products  are 
indicated. 

James  D.  Barger,  M.D. 

(Editor’s  note:  See  Topics  of  Current  Medical 
Interest  in  this  issue.) 


Helpibese 
hands 
to  serve ! 


® These  hands  are  working 
in  the  tremendous  fight 
against  cancer,  in  the  labora- 
tories and  in  the  hospitals, 
in  your  town  and  on  your 
street. 

With  more  tools,  more  dol- 
lars— they  could  save  twice  as 
many  lives  even  now.  Perhaps 
tomorrow  they  coidd  shift  can- 
cer from  its  position  as  Number 
2 killer  to  a controlled  and 
curable  disease. 

Thousands  of  lives — maybe 
even  yours — depend  on  these 
hands.  Give  all  you  can  to 
help  them  seri'e  you. 
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ROLICTON' 

Brand  of  Ami  some  tradine 

• oral  b.  i.  d.  dosage 

• continuous  control  of  edema 


The  new,  highly  effective  oral  diuretic, 
Rolicton,  greatly  simplifies  the  task  of  main- 
taining an  edema-free  state  in  the  patient 
with  congestive  heart  failure.  Rolicton  meets 
the  criteria  for  a dependable  diuretic:  con- 
tinuous effectiveness,  oral  administration 
and  clinical  safety. 

In  extensive  clinical  studies  the  diuretic 
response  clearly  indioates  that  a majority 
of  patients  can  be  kept  edema -free  with 
Rolicton.  In  these  investigations  it  was  noted 
that  side  reactions  were  uncommon.  When 
they  did  occur  they  were  usually  mild. 

In  most  edematous  patients  Rolicton  may 
be  employed  as  the  sole  diuretic  agent.  When 
used  adjunctively  in  severe  cases,  Rolicton 
is  also  valuable  in  eliminating  the  “peaks  and 
valleys”  associated  with  the  parenteral  ad- 
ministration of  mercurial  diuretics. 

One  tablet  of  Rolicton  b.i.d.,  after  meals, 
is  usually  adequate  for  maintenance  therapy 
after  the  first  day’s  dosage  of  four  tablets. 
Some  patients  respond  well  to  one  tablet 
daily.  G.  D.  Searle  & Co.,  Chicago  80,  lUi- 
nois.  Research  in  the  Service  of  Medicine. 
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SMALLPOX 

By  N.  C.  Bledsoe,  M.D. 


rizona 


V 

MALLPOX,  which  had  been  the  scourge  of 
the  world  before  the  discovery  of  vaccination 
by  Jenner,  was  still  a dreaded  disease  in  the 
early  1900s.  Compulsory  vaccination  had  not 
reached  its  maximum  benefits.  Along  the  Mexi- 
can border  smallpox  was  still  quite  prevalent. 
In  1906  I was  appointed  assistant  health  officer 
of  the  Bisbee  district,  and  at  tliis  time  the 
so-called  “Pest  House”  was  located  on  the  edge 
of  the  garbage  dump.  It  consisted  of  a one 
room  shack  where  the  inmates  cooked,  ate  and 
slept.  Some  individual  who  had  had  the  disease 
was  installed  as  nurse.  It  was  isolated.  The  laity 
believed  that  whiskey  was  the  medicine  of  choice 
and  the  saloon  keepers  kept  the  inmates  plenti- 
fully supplied.  Later  on  an  adequate  and  com- 
fortable hospital  was  provided  with  a trained 
nurse  in  charge. 

In  1906  an  epidemic  of  smallpox  broke  out  in 
Tin  Town,  most  of  the  houses  in  that  section 
being  made  from  flattened  five  gallon  oil  tins. 
There  were  six  or  eight  cases  of  smallpox  and 
about  20  people  had  been  in  actual  contact 
with  the  six.  These  latter  were  placed  in  isola- 
tion in  a barbed  wire  enclosure  and  guards 
stationed  around  the  camp.  Tents  were  provided 
as  well  as  food  and  medicines.  Relatives  did 
the  nursing.  Bounds  were  made  every  day,  and 
on  entering  the  camp  I donned  an  old  fashioned 
ulster,  close  fitting  and  hot,  and  cotton  gloves, 
all  of  which  were  kept  in  a suitcase,  doused 
in  formaldehyde  between  wearings,  and  stashed 
under  a mesquite  until  some  thieving  rascal 
stole  the  entire  outfit.  One  night  one  of  the 
internees  escaped,  and  I searched  for  him 
through  every  house  in  Tin  Town  and  was 
about  to  give  up  the  search  when  an  old  Mexican 
woman  called:  “Senor,  aqui  esta  un  viruela!” 
(There  is  one  with  smallpox  here)  and  pointed 
to  an  abandoned  frame  shack.  Looking  in  I 
saw  a cot,  unoccupied,  and  behind  it  a man 
crouching.  It  was  my  escapee.  I called  the  deputy 
sheriff  to  come  and  get  him.  He  came,  and  as 
he  was  too  lazy  to  send  for  a spring  wagon  ( we 
had  no  ambulance)  he  told  the  fellow  to  get 
up  on  the  horse  behind  him  and  in  this  fashion 
he  was  taken  back  to  the  camp.  The  deputy 


was  loaded  with  spirits  so  he  allowed  he  was 
immune  from  all  ills. 

There  was  one  case  which  stands  out  in  my 
mind  very  vividly.  One  of  the  young  lads  about 
14  years  of  age  came  down  with  the  disease 
and  in  12  hours  he  was  bleeding  from  the  nose,  i 
mouth,  bladder  and  rectum.  It  was  a very  j 
fulminating  case  of  “Black  Smallpox.”  This  one  ! 
really  scared  me  as  I had  never  had  the  dis- 
ease and  I was  to  be  married  the  following 
week,  so  I decided  that  I had  better  stay  away 
from  the  smallpox  victims.  I explained  my  fears  j 
to  my  employers  and  while  they  laughed  at  me, 
they  readily  took  over  my  task.  No  one  can 
foretell  how  a given  case  may  develop;  some  ■ 
are  mild  and  others  virulent,  and  I was  taking 
no  chances.  The  following  week  the  cpiarantine 
was  lifted. 

No  one  can  doubt  the  efficiency  of  successful 
vaccination  as  the  following  case  will  demon- 
strate. An  itinerant  family  eonsisting  of  a mother 
and  three  children,  ages  19,  six,  and  an  infant, 
drove  into  Bisbee.  The  mother  had  smallpox.  I 
immediately  vaccinated  the  children,  the  only 
“take”  was  in  the  19-year  old  girl.  She  got  off 
with  only  a few  lesions,  but  the  two  younger 
children  had  severe  cases  and  died.  The  mother 
lived  but  was  terribly  disfigured.  Thank  God 
for  vaccination. 


PRACTICAL  DERMATOLOGY  by  Samuel  M.  Peck,  M.D., 
with  Laurence  L.  Palitz,  M.D.  375  pages.  Illustrated.  (1956) 
McGraw-Hill.  $7. 

Because  of  the  recent  introduction  of  many 
and  potent  therapeutic  agents  in  dermatology, 
the  general  practitioners  will  find  this  volume 
especially  timely  and  useful  in  daily  practice. 

Stacey’s  Medical  Books,  San  Francisco 

INTERPROFESSIONAL  MEETINGS 

Many  county  medical  societies  have  found 
interprofessional  meetings  with  other  health 
groups  to  be  invaluable  in  solving  mutual  prob- 
lems or  settling  between-profession  conflicts. 
Instead  of  waiting  for  the  suggestion  of  a meet- 
ing to  come  from  another  group  — why  not 
evaluate  your  1957  PR  agenda  right  now.  Have 
you  scheduled  meetings  with  local  lawyers, 
dentists  and  pharmacists? 


with 


Qi^iiiiths 


lower  corticoid 


the  original  tranquilizer-corticoid 

Htaraxoid 

prednisolone  and  hydroxyzine 

provides  the  emotional  tranquilizer,  Atarax®  (hydroxyzine)  and  the  pre- 
ferred corticoid,  Sterane®  (prednisolone)  • control  of  emotional  factors 
by  tranquilization  enhances  response  to  the  corticoid  for  greater  clinical 
improvement  • often  permits  substantial  reductions  in  corticoid  dosage, 
accompanied  by  reduction  of  hormonal  side  effects  • confirmed  by  marked 
success  in  95%  of  1095  cases  of  varied  corticoid  indications^ 


Ataraxoid  now  written  as 


5 mg.  prednisolone,  10  mg.  hydroxyzine  hydro- 
chloride, in  green,  scored  tablets.  Bottles  of  30 
and  100. 


and  now  available  as  NEW 


2.5  mg.  prednisolone,  10  mg.  hydroxyzine 
hydrochloride,  in  blue,  scored  tablets.  Bottles 
of  30  and  100. 


1.0  mg.  prednisolone,  10  mg.  hydroxyzine 
hydrochloride,  in  orchid,  scored  tablets.  Bottles 
of  100. 

advantages:  (1)  greater  flexibility  of  dosage 
(2)  effective  tranquilization  permits  lower 
corticoid  dosage 


l.  Personal  communications 


•Trademark 


PFIZER  LABORATORIES  Division,  Chas.  Pfizer  & Co.,  Inc.  Brooklyn  6,  New  York  CPfizBt^ 
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RX.,  DX.,  AND  DRS. 

By  Guillermo  Osier,  M.D. 


OCTORS,  ministers,  and  other  philosophers 
have  suggested  that  patients  should  have  a better 
ATTITUDE  TOWARD  DEATH.  It  should  be  pos- 
sible to  adjust,  especially  for  religious  people,  but 
there  are  obstacles,  including  family  ties,  indis- 
pensability, habit,  fear,  et  al.  . . . We  hereby  sug- 
gest an  attitude  which  doctors,  or  some  para- 
medical group,  or  a church  group  (or  the  women’s 
auxiliary  of  the  medical  associations!)  could  use 
to  form  such  societies.  Older  people  and  ill  peo- 
ple could  join  together,  or  simply  become  members 
of  -THE  COURAGEOUS  TRAVELERS’  or  a simi- 
lar titled  aggregation.  They  could  have  as  their 
slogan,  “LIVE  LONG;  LIVE  WELL;  HAVE 
PEACE  OF  MIND;  AND  WHEN  THE  TIME  TO 
GO  ARRIVES,  TO  BE  NOT  AFRAID!’’  . . . They 
might  be  sustained  by  the  mutual  association,  or 
by  a publication,  or  by  a medalion,  and  they  could 
be  proud  of  their  group  and  action. 


This  is  the  story  of  a trip  from  Somewhere  to 
Nowhere  (and  back).  ...  A national  medical 
journal  (which  consists  of  abstracts,  summarizing 
articles,  and  advertisements),  liked  the  Guillermo 
Osier  column  in  ARIZONA  MEDICINE.  They  con- 
sidered having  such  a column  written  for  them 
by  the  same  author.  . . . The  problem  then  arose 
as  to  whether  Osier  should  transfer  his  allegiance, 
to  a probably  backbreaking  job  (24  columns  per 
year),  maybe  one  not  so  congenial,  but  with  lots 
of  FAME,  (and  maybe  MONEY!)  . . . Just  after 
we  had  decided  that  it  would  be  better  to  continue 
to  'blow  southwesterly',  the  nat'l.  mag.  decided  not 
to  have  such  a column.  ...  So  here  we  are,  with 
a few  practically  unused  dreams  plus  our  peace  of 
mind.  'Poor  but  Proud.' 


People  in  Arizona  hardly  need  the  new  Ray- 
theon device  which  we  have  just  seen  advertised, 
but  it  is  interesting  to  foreign  readers  of  our  jour- 
nal. It  is  called  the  Micronaire  Electronic  AIR 
CLEANER,  and  it  removes  pollen,  dust,  smoke, 
bacteria,  and  all  airborne  particles  to  the  extent 
of  99.2  per  cent  efficiency.  . . . That’s  as  good  as 
the  air  in  Tucson,  says  a man  from  Phoenix. 


A hopeful  note  on  COR  PULMONALE  was  un- 
covered at  the  N.  Y.  State  medical  meeting.  It 
used  to  be  considered  hopeless  10  years  ago,  but 
therapy  may  be  very  helpful  and  the  condition  be 
preventable,  said  Dr.  M.  Irene  Ferrar  of  Balti- 
more. . . . The  attack  should  be  on  the  lungs  rather 
than  the  cardiac  insufficiency.  The  parent  source 
may  be  pulmonary.  . . . The  plan  of  treatment 
should  include  anti-biotics,  vaporized  bronchodila- 


tors,  digitalization,  phlebotomy,  and  carbonic  an- 
hydrase  (to  eliminate  the  carbon  dioxide).  . . . 
In  California  they  also  use  IPPD  (intermittent 
positive  pressure  breathing),  but  the  eastern  cases 
which  come  out  West  are  sometimes  tough  to  treat 
even  with  the  entire  armament  of  therapy. 


Don’t  let  your  wife  or  secretary  see  this,  but 
if  they  do,  tell  them  it!s  the  way  the  other  half 
lives.  Dr.  Erie  Henriksen,  a gynecologist  from 
U.S.C.,  says  that  “at  least  HALF  OF  ALL  WOMEN 
ARE  REGULARLY  TRANSFORMED  INTO 
TENSE  IRRITABLE  WITCHES.  They  raise  hob 
with  their  husbands,  children,  bosses,  and  friends.” 
. . . The  cause  is  hormonal  of  course;  it  is  cyclic; 
it  persists  for  as  long  as  6 days;  it  produces  a 
change  in  fluid  balance,  with  an  excess  retention  of 
water  in  the  tissues,  with  the  emotional  effects 
arising  from  pressures  on  certain  brain  centers. 
The  intelligent  woman,  the  perfectionist,  suffers 
most.  It  contributes  to  divorces,  acts  of  crime, 
etc.  . . . Dr.  H.  uses  a diuretic  (neohydrin,  2 or  3 
per  day)  for  his  best  results. 


The  Tuberculosis  Conlrol  Law  in  Arizona  is 
about  a year  old.  If  is  hard  to  get  a general  view 
with  only  one  pair  of  eyes,  so  we  have  tried  to 
get  five  pair,  three  in  Phoenix  and  two  in  Tucson. 
We  are  very  grateful  for  the  frank  responses  from 
all  of  these  smart  and  busy  guys,  and  we'd  give 
them  credit-lines  if  we  hadn't  promised  anony- 
mity. . . . Here  is  a series  of  only  slightly  con- 
flicting comments  from  Phoenix.  — "A  good  and 
fair  law.  It  has  worked  out  fairly  well.  It  is 
just  beginning  to  be  accepted  by  patients  and 
physicians.  It  looks  and  sounds  good,  but  has 
accomplished  little  so  far.  . . . Many  M.Ds.  are 
hesitant  about  asking  the  health  department  to 
enforce.  Some  private  doctors  drag  their  feet;  it 
may  be  honest  belief,  or  bread-and-butter.  Lots 
of  cases  are  wrongfully  getting  home  care.  . . . 
The  stale,  county,  and  city  interpretation  of  the 
law  differs,  but  conferences  may  solve,  and  a joint 
city-county  health  department  would  help,  since 
most  recalcitrants  are  in  the  city.  . . . There  is  no 
'detention  section'  in  the  County  Hospital.  The 
Arizona  State  Hospital  has  an  unoccupied  TB  sec- 
tion which  could  be  used.  Detention  acts  as  a 
deterrent,  and  is  psychologically  effective.  A num- 
ber of  people  have  been  quarantined,  and  the 
county  attorney's  office  is  becoming  co-operative 
and  helpful.  The  law  has  'teeth',  in  spite  of  criti- 
cism, and  old  laws  are  supplementary.  . . . The 
source  of  welfare  assistance  is  uncertain;  should 
it  be  welfare,  or  the  TB  control  fund?  The  County 
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Meet  Mr.  George  S.  Ashley,  Jr.,  HBA's  Vice-president  in  Charge 
of  Insurance  Functions.  A new  arrival  to  the  HBA  staff,  he  will 
direct  the  HBA  Claims,  Underwriting,  and  Policyholders'  Service 
departments. 

Well  versed  in  the  field  of  insurance,  Mr.  Ashley  was  formerly 
Vice-president  of  a large  mid-west  Life  Insurance  Company  oper- 
ating in  31  states.  With  the  firm  4V2  years,  Mr.  Ashley  was  Di- 
rector of  the  Underwriting,  Policy  Issue  and  Reinsurance,  Claim 
Division,  and  Research  departments.  He  also  spent  2V2  years  as 
Secretary-Treasurer  of  another  mid-west  Insurance  Company 
where  he  gained  valuable  experience. 

Active  in  community  affairs,  Mr.  Ashley  was  Chairman  of  the 
Board  of  the  Northwest  Christian  Church  in  Oklahoma  City  before 
coming  to  Arizona.  He  is  a past  president  of  the  Oklahoma  Home 
Office  Life  Underwriters  Association  and  a member  of  the  Okla- 
homa City  Chamber  of  Commerce.  He  also  served  as  a zone 
director  for  the  annual  Medical  Research  Foundation  Fund  Drive. 

An  Air  Force  veteran,  he  is  the  father  of  four  children. 

We  are  pleased  to  welcome  Mr.  Ashley  to  the  HOSPITAL  BENEFIT 
ASSURANCE  staff,  and  his  family  to  Arizona. 
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Hospital  grabbed  the  funds  intended  for  patients 
outside  the  hospital.  . . . Several  counties  are  now 
organizing  health  departments,  and  will  then  be 
able  to  use  the  law. . . Tucson  is  resisting  the  law!" 

Here  are  the  comments  from  Tucson:  "The  local 
health  officer  will  not  use  the  law:  the  reason 
given  is  the  lack  of  isolation  facilities.  The  health 
department  says:  'TB  has  been  here  a long  time; 
let's  not  get  excited.'  There  is  no  real  hurry,  since 
it  took  California  years  to  edge  in  on  the  problem. 
. . . The  health  department  has  not  accepted  help 
from  M.Ds.  The  county  attorney  is  willing  to 
help  if  asked.  The  parent-teacher  groups  are  be- 
coming more  demanding,  due  to  skin-test  pro- 
grams. Some  legislators  are  interested  in  TB 
control.  The  early  'violation  of  rights'  cries  have 
subsided,  and  they  came  from  an  anti-medical 
source.  . . . Not  enough  money  has  been  appro- 
priated; it  is  used  only  for  hospitalization.  An 
active  state  TB  control  officer  is  needed  (Feb.  '57). 
Tucson  is  watching  the  Phoenix  experience." 

It  would  seem  that  the  situation  sounds  pos- 
sible, will  take  time,  will  require  men  (and 
women)  of  good  will. 


Capsule  news  item:  A California  osteopath, 

charged  with  FALSIFYING  NARCOTIC  PRE- 
SCRIPTIONS, claimed  it  was  due  to  spelling  er- 
rors. The  D.A’s.  complaint  also  contained  spell- 
ing errors.  Verdict,  not  guilty.  . . . He  had  writ- 
ten 75,000  narcotic  prescriptions  in  his  career.  It 
didn’t  say  how  old  he  was. 


STAFFORD  WARREN  is  noted  as  the  chief  of 
radiological  safety  in  construction  of  the  atomic 
bomb,  and  versatile  enough  to  have  been  founder 
and  dean  of  the  medical  school  at  U.C.L.A.  He 
has  recently  given  his  ANALYSIS  AND  CLASSI- 
FICATION OF  MEDICAL  GRADUATES  to  a re- 
porter for  MEDICAL  ECONOMICS.  The  article 
makes  good  reading.  . . . Each  new  doctor  tends 
to  be  one  of  three  basic  types:  A MECHANIC,  A 
SCIENTIST,  OR  A HEALER.  . . . The  "mechanic" 
isn't  really  interested  in  pure  science,  can't  under- 
stand it  very  well,  and  got  through  school  by  a 
strong  personality  and  ability  to  memorize.  He 
can  do  a good,  busy,  safe  job  with  a smile,  contact 
with  drug  detail  men.  and  a copy  of  Merck's  Man- 
ual. He  won't  grow  much,  but  he  is  accurate  in 
office  diagnosis  and  handles  patients  very  well 
with  his  aggressive  manner  and  knowledge  of 
human  relations.  He  will  usually  be  popular  and 
give  medicine  a good  reputation.  . . . The  "scien- 
tist" may  go  into  practice,  where  he  does  clinical 
research,  but  he  more  often  works  for  medical 
schools,  pharmaceutical  companies,  or  community 
agencies.  He  must  know  HOW  a case  differs  from 
others,  WHY  a drug  works,  but  he  lacks  the  abil- 
ity to  handle  people.  . . . The  true  "healer"  de- 
rives something  from  both  other  types.  He  makes 
a clinical  analysis,  arranges  for  tests,  and  makes 
the  diagnosis.  He  differs  from  his  mechanical  col- 
leagues in  that  he  understands  medical  science; 


he  differs  from  the  scientist  in  that  he  knows  and 
likes  people:  he  also  has  the  ability  to  get  people 
to  do  what  is  best  for  themselves. . . The  mechanics 
may  be  increasing  in  number.  The  type  of  a stu- 
dent may  be  somewhat  determined  by  noting  his 
scientific  curiosity,  his  optimism,  his  flexibility,  his 
idealism,  his  horse  sense,  his  integrtiy,  his  warm- 
heartedness, says  Dr.  Warren. 


Every  now  and  then  a diagnostic  method  is 
described  which  sends  a chill  down  the  spine  of 
the  average  physician  to  whom  an  intravenous 
puncture  is  an  adventure.  Gwathmey  (“the 
Younger,”  son  of  “Twilight  Sleep”  Gwathmey)  has 
reported  the  INSERTION  OF  A NEEDLE  INTO 
THE  LEFT  ATRIUM  so  that  pressures  may  be 
obtained.  (Medical  Annals  of  the  District  of 
Columbia).  . . . This  is  quite  simple,  except  for 
the  simultaneous  insertion  of  a catheter  into  the 
thoracic  aorta  (or  a needle  into  the  bracheal  ar- 
tery), and  except  for  the  strange  portal  of  entry  — 
the  lengthy  needle  is  inserted  through  the  back, 
at  the  eighth  or  ninth  interspace,  lateral  to  the 
vertebral  body,  through  the  mediastinal  structures. 
. . . The  fears  of  us  non-adventurous  people  are 
somewhat  justified  by  a gem  of  understatement 
which  follows:  “The  complications  of  this  proce- 
dure are  usually  not  alarming  and  can  be  handled 
with  ease.  Hemothorax,  pneumothorax,  hemo- 
pericardium,  mediastinal  hematoma,  hemoptysis, 
and  pleuritic  pain  have  been  reported.  There  have 
been  only  2 deaths  recorded  in  over  400  cases.” 


Here  is  a medical  quiz  for  you  to  fry.  Would 
you  or  would  you  nol  give  ANTIBIOTICS  io  a 
patient  going  through  major  surgery  in  the  hope 
of  PREVENTING  INFECTION?  I would,  bul 
Kaplan,  clinical  professor  of  surgery  at  LSU  says 
"Antibiotics  should  nol  be  given  to  clean  cases 
because  they  will  often  mask  infeclion."  ...  I 
think  antibiotics  make  a "clean"  case  cleaner 
(and  who  knows  how  clean  a case  is?),  and  it 
makes  a mildly  contaminated  case  less  likely  to 
show  an  infection. 


A.  L.  Blakeslee  is  a pretty  good  science  writer, 
although  we  have  lately  had  reason  to  be  cau- 
tious about  that  kind  of  reporter.  He  reports,  in 
a syndicated  column,  that  an  amazing  new  antibio- 
tic may  be  at  hand.  ‘MALUCIDIN’  was  discov- 
ered by  Ivan  Parfentjevo  of  Yale,  and  the  source 
is  a FERMENTED  BREWER’S  YEAST.  It  is  a 
protein,  and  is  said  to  be  bacteriocidal  or  bacterio- 
static for  fungi  as  well  as  bacteria  in  animals.  . . . 
The  odd  and  additional  angle  is  that  yeast  does 
not  cause  allergies,  and  the  drug  seems  to  desensi- 
tize animals  which  have  been  sensitized  by  pro- 
teins. . . . This  could  be,  if  confirmed,  a platinum 
instead  of  a “silver  bullet.”  It  may  be  OK  at 
Yale,  but  let’s  see  what  Harvard  thinks  of  it. 


H.  P.  Muller  of  Berkeley,  Calif.,  is  nol  only  a 
well-known  orthopedic  surgeon,  as  well  as  head 
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PHYSICIAN  of  Ihe  receni  U.  S.  OLYMPIC  TEAM, 
but  he  is  pari  of  ihe  "longesi  forward-pass"  com- 
binaiion  of  Muller  and  Sievens  (Brodie  Sievens  is 
a noied  chesi  surgeon).  . . . Apparenily  ihe  irouble 
ihey  had  in  Ausiralia,  and  had  io  hide  io  avoid 
ihe  appearance  of  alibis,  was  really  someihing. 
Mosi  of  ii  came  from  ihe  cold,  windy,  damp 
weaiher,  wiih  respiraiory  infeciion,  arihrilis,  hay 
fever  and  asihma,  eic.,  as  a resuli.  . . . Also, 
champs  are  nol  compleiely  free  from  iension  and 
worries.  The  Briiish  irainer  said  he  used  95  per 
ceni  psychology  and  5 per  ceni  drugs,  bui  ihe 
English  doubiless  ihoughi  Ausiralian  weaiher  was 
nearly  perfecl. 


“Oh  doctor,  what  can  I do  for  my  BRITTLE 
NAILS?”  Probably  it  might  be  wise  to  think  of 
metabolism,  and  fungus  infections,  and  possible 
esoteric  methods  of  therapy,  but  the  Knox  Com- 
pany has  its  own  answer,  — “The  ONE  way  to 
help  splitting  nails  which  has  been  proved  by  pub- 
lished medical  research  is  the  tried  and  true  Knox 
Gelatine!” 


Here  are  some  items  on  the  use  of  ANTI-TB 
DRUGS  which  were  gleaned  at  a Las  Vegas  meet- 
ing from  Roger  Mitchell  of  Denver.  (Denver  has 
again  become  a fairly  hot  clinical  and  laboratory 
research  center  in  the  past  few  years).  1.  Isoniazid 
should  be  given  in  very  large  doses  to  most  people. 
The  blood  level  may  be  tested  by  a new  biologic 
test.  The  dosage  can  be  15  to  20  mg.  per  kilo  of 
body  weight,  or  a total  of  900  to  1600  mg.  (com- 
pared with  the  usual  total  dose  of  300  mg.).  . . . 
2.  High  doses  of  isoniazid  may  produce  an  acute 
neuritis.  The  neuritis  can  be  prevented  by  100 
mg.  per  day  of  vitamin  B 6 (pyridoxine),  but  it  is 
hard  to  cure  once  it  occurs.  ...  3.  Pyridoxine  is 
now  available  to  druggists  at  1.8  cents  per  25  mg., 
whether  your  druggist  knows  it  or  not,  and  the 
cost  per  day  should  nol  exceed  10  to  12  cents.  . . . 
4.  PAS  (para-amino-salicylate)  is  very  necessary  in 
preventing  bacterial  resistance  to  isoniazid  and 
streptomycin.  It  also  prevents  acetylation  of 
isoniazid  in  the  blood,  or  a deterioration  of  the 
effective,  non-acelylated  form  of  isoniazid.  . . . 
The  Denverites  make  this  work  sound  good,  and 
it  should  become  fact  (although  it  hasn't). 


Carlson  School  for  Cerebral  Palsy 

announces  two  informal  summer  sessions 
for  ambulatory  Cerebral  Palsy  patients. 

First  session:  June  15-August  1; 
Second  session:  August  1 -September  15 

Located  on  ocean;  swimming  pool; 
supervised  therapy. 

For  information  write  to: 

CARLSON  SCHOOL 

Pompano  Beach,  Florida 


TAX  DEFERMENT  FOR  THE 
SELF-EMPLOYED 
(Jenkins-Keough  Legislation) 

By  L.  D.  Sprague,  M.D. 

P RESENT  tax  laws  discriminate  against  10 
million  self-employed  taxpayers.  High  taxes  and 
high  living  costs  make  it  unduly  difficult  for 
the  self-employed  man  or  woman  — you,  your- 
self — to  create  an  old  age  retirement  program 
out  of  current  income.  At  the  same  time,  mil- 
lions of  our  fellow  citizens  find  that  present 
income  tax  laws  help  them  retire.  By  working 
for  others,  rather  than  for  themselves,  they 
participate  in  employee’s  pension  plans.  The  in- 
ternal revenue  department  deems  moneys  paid 
into  these  trusteed  or  insured  plans  by  an  em- 
ployer as  a business  expense  and  as  such  con- 
stitutes a business  deduction  for  him.  Eyen 
greater  benefit  accrues  to  the  employee  since  he 
does  not  have  to  pay  any  income  tax  on  his 
company’s  contribution  until  the  benefits  are 
actually  paid.  This  of  course  is  usually  after  his 
days  of  high  earned  income  are  past  and  lower 
tax  rates,  if  any,  would  then  apply. 

The  American  Medical  Association  has  banded 
together  with  six  other  organizations  to  push 
passage  of  the  Jenkins-Keough  bill  which  would 
authorize  physicians  and  other  self-employed  to 
defer  income  tax  payments  on  earnings  put  into 
retirement  or  annuity  programs.  The  tax  would 
be  payable  when  retirement  benefits  are  re- 
ceived and  the  tax  bracket  is  presumably  lower. 
This  organization  is  spearheaded  by  the  Ameri- 
can Bar  Association  and  is  called  The  American 
Thrift  Assembly.  The  national  chairman  is 
F Joseph  Donohue,  a lawyer,  of  Washington, 
D.  C.  The  Washington  field  office  is  located  at 
1025  Connecticut  Ave.,  N.  W.,  Room  612,  Wash- 
ington, D.  C.  Other  organizations  co-operating 
wholeheartedly,  in  addition  to  the  AMA  and 
ABA  are:  The  American  Dental  Association, 
American  Institute  of  Accountants,  National  As- 
sociation of  Retail  Druggists,  National  Associa- 
tion of  Real  Estate  Boards,  and  the  American 
Retail  Federation. 

The  fair  tax  principles  embodied  in  the 
Jenkins-Keough  bill  have  been  before  congress 
for  more  than  a decade.  Such  legislation  would 
promote  long  term  savings,  a fundamental  factor 
in  combating  inflation  which  now  constitutes  a 
great  threat  to  our  economic  stability  and  real 
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prosperity.  Industrial  growth  is  a sine  qua  non 
for  the  maintenance  of  prosperity.  Financing  of 
such  growth  can  be  done  without  inflation  only 
if  and  when  the  supply  of  long  term  savings 
equals  capital  demands.  For  some  time  capital 
demands  for  factories,  houses,  roads  and  public 
facilities  have  been  far  greater  than  the  amount 
of  savings  available  for  these  pmqioses.  Short 
term  financing  credit  supplies  an  answer,  but 
stimulates  inflation.  The  present  tight  money 
market  reflects  the  excess  of  eapital  demands 
over  available  long  term  savings.  Such  savings 
can  be  placed  at  the  disposal  of  industry,  trade 
and  construction  by  institutional  investors  to 
meet  the  capital  demands  and  thereby  act  as 
a real  deterrent  to  inflation  by  assuring  a steady 
and  stable  growth  of  capital.  The  greatest  virtue 
of  the  Jenkins-Keough  bill  is  that  it  represents 
one  of  the  soundest  means  of  encouraging  long 
term  savings. 

The  Jenkins-Keough  bill  (H.R.  9 and  10) 
allows  a self-employed  person  to  deduct  from 
gross  income  each  year  a limited  amount  of 
self  employment  income  contributed  by  him 
to  a restricted  retirement  fund  or  paid  as  pre- 
miums to  purchase  an  insurance  policy  with 
retirement  features.  He  can  deduct  annually  up 
to  $5,000  or  10  per  cent  of  self-employment  in- 
come, whichever  is  less,  but  not  more  than  a 
total  of  $100,000  during  his  lifetime.  There’s 
a five  year  carry-over  of  unused  deductions,  sub- 
ject to  certain  limitations.  An  individual  who 
has  reached  age  50  before  the  effective  date, 
is  allowed  to  deduct  an  additional  amount,  to 
help  him  build  up  an  adequate  interest  in 
the  fund  or  obtain  more  than  a token  annuity. 
In  his  case,  the  normal  deduction  limit  is  in- 
creased by  one-tenth  for  each  year  of  age  over 
50  and  not  over  70.  The  contributions,  plus  ac- 
cumulations, become  taxable  when  distributed, 
and  may  be  withdrawn  at  any  time.  However, 
where  withdrawals  take  place  before  age  60  the 
tax  is  10  per  cent  greater  than  otherwise  pay- 
able, but  the  payment  is  treated  as  having  been 
received  pro  rata  during  the  taxable  year  and 
the  four  preceding  years.  Lump  sum  payments 
after  age  65  are  given  special  treatment. 

At  present,  government  is  discouraging  self- 
employment  and  individual  self-reliance  by  im- 
posing heavy  progressive  income  taxes  (one  of 
the  basic  principles  of  Marxism)  and  by  failure 
to  provide  any  practical  provision  by  which  the 
self-employed  can  save  money  for  catastrophic 


periods  and  for  old  age.  It  is  vital  in  a con- 
stitutional republic  such  as  ours  to  have  a 
large  class  of  self  employed,  professional  men, 
doctors,  lawyers,  dentists,  architects,  artists, 
artisans  of  all  kinds  and  individual  business 
men  who  work  for  themselves.  It  was  this  type 
of  citizen  who,  in  the  early  days,  made  this 
country  great,  who  drafted  our  Constitution, 
conquered  the  wilderness  and  won  the  West.  If 
we  still  want  to  develop  this  self-reliant  type 
of  man,  we  must  provide  him  with  a fair  op- 
portunity to  succeed  at  his  chosen  work  and 
not  handicap  him  so  by  taxes  that  he  chooses 
the  status  of  an  employee  of  others. 

Jenkins-Keough  legislation  is  embodied  in 
H.R.  9 and  10  and  at  present  writing  is  in  the 
hands  of  the  House  Ways  and  Means  Committee 
who  reportedly  are  in  favor  of  the  bill.  This  bill 
should  be  reported  out  of  committee  so  that  it 
can  be  acted  upon  by  the  house  and  senate. 
Passage  at  this  session  or  at  latest  in  the  next 
session,  can  be  greatly  enhanced  by  your  own 
individual  effort.  Organizations,  such  as  the 
American  Thrift  Assembly,  can  do  much  and 
will  be  actively  pressing  for  enactment  of  the 
l)ill.  In  the  last  analysis,  however,  it  is  individual 
action  that  counts  the  most.  Your  own  indi- 
vidual communications  to  the  members  of  the 
House  Ways  and  Means  Committee  and  to  your 
congressman  and  senators  will  provide  the 
impetus  for  passage.  You  will  be  the  recipient 
of  the  benefits  of  the  bill  primarily;  all  America 
would  benefit  from  its  provisions.  Let’s  assert 
ourselves;  let’s  support  those  who  support  them- 
selves! 

Chairman  of  the  Ways  and  Means  Committee 
is  the  Hon.  Jere  Cooper,  address  — House  Office 
Ruilding,  Washington,  D.  C.  Write  to  him  ask- 
ing that  the  Jenkins-Keough  bill  be  reported  out 
of  committee  and  favorably  supported.  Send 
copies  of  your  letter  to  Representatives  John  J. 
Rhodes  and  Stewart  L.  Udall  and  to  Senators 
Barry  Coldwater  and  Carl  Hayden. 


« 

DRIVE-IN  PRESCRIPTION  WINDOW 

PEOPLE'S  DRUG  STORE 

111  E.  Dunlap 
WE  3-9152  - WI  3-9964 
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MEDICAL  WELFARE 

Cost  of  Medical  Care  in  the  U.  S. 

W HEN  THE  various  parts  that  go  into  the 
nation’s  health  bill  each  year  are  added  up, 
the  total  is  staggering.  Estimates  of  private  and 
public  spending  include  the  cost  of  everything 
from  patent  medicine  and  toothpaste  to  sur- 
geons’ fees.  Private  care  for  the  county  in  1955 
was  placed  at  $11.2  billion,  while  public  care 
(federal,  state  and  local)  was  estimated  at  $3.9 
billion.  The  following  figures  for  private  care 
costs  are  for  1955. 

$3.4  billion  for  physicians’  charges. 

$3.7  billion  for  hospital  charges. 

$2.3  billion  for  charges  for  drugs  and  ap- 
pliances. 

$1.8  billion  for  other  charges,  including  nurs- 
ing, etc. 

Health  and  Medical  Resources 

The  medical  “plant”  that  provides  the  country 
with  the  finest  care  of  any  nation  is  equally  im- 
pressive when  viewed  statistically.  In  one  area, 
that  of  medical  school  graduates,  bare  statistics 
fail  to  tell  the  whole  story.  They  do  not,  for 
instance,  reflect  the  increased  utilization  of 
physicians’  skills  and  the  advance  of  medical 
knowledge  in  treatment  of  patients. 

225,579  physicians  in  U.  S.  in  January  1956. 

1.604.000  hospital  beds  in  U.  S.  in  1955. 

430.000  professional  nurses  in  1955. 

300.000  practical  nurses,  attendants,  nurses’ 
aides  in  1955. 

4,735  medical  school  graduates  in  1930. 

5,275  medical  school  graduates  in  1940. 

6,135  medical  school  graduates  in  1950. 

6,845  medical  school  graduates  in  1956. 

Voluntary  Health  Insurance 

Another  development  of  great  importance  in 
the  furnishing  of  medical  care  has  been  the 
growth  of  voluntary  health  insurance.  Twenty 
years  ago,  the  number  of  persons  covered  by 
some  form  of  health  insurance  was  only  1.5 
million.  When  the  drive  was  on  for  compulsory 
health  insurance  in  1949,  just  over  50  million 
persons  were  covered  by  voluntary  insurance. 
Organized  medicine  contended  then  that  volun- 
tary coverage  would  expand,  thus  obviating  the 
need  for  government  insurance.  The  figures  be- 
low prove  this  was  a good  estimate  of  the 
situation. 

110  million  persons  now  covered  for  hospital 
charges. 


92  million  persons  now  covered  for  physicians’ 
charges  for  surgery. 

55  million  persons  now  covered  for  physicians’ 
medical  charges  in  hospitals. 

10  million  persons  now  covered  for  physicians’ 
home  and  office  call  charges. 

10  million  persons  now  covered  for  major 
medical  expenses  (catastrophic)  compared  with 
1.2  million  covered  in  1953. 

Public  Assistance 

A part  of  the  Social  Security  Act,  but  a 
separate  administrative  operation,  the  public  as- 
sistance program  also  was  enacted  in  1935.  Its 
basic  purpose  was  to  assist  states  in  providing 
subsistence  for  destitute  families.  From  the  be- 
ginning, the  states  have  contributed  a portion 
of  funds  for  the  various  categories  of  recipients. 
Federal  appropriations  20  years  ago  were  about 
$209  million  annually.  Now  they  have  increased 
more  than  seven-fold,  so  that  the  appropriation 
for  the  current  fiscal  year  approximates  $1.5 
billion.  There  are  four  programs:  aged,  blind, 
permanently  and  totally  disabled,  dependent 
children. 

Until  amendments  last  year,  unspecified  fed- 
eral-state funds  were  paid  out  for  medical  serv- 
ices of  the  needy.  An  educated  guess  has  been 
that  between  $90  and  $100  million  of  federal 
money  has  been  going  into  such  medical  pay- 
ments. A more  accurate  estimate  should  be 
forthcoming  as  a result  of  the  1956  amendments. 
These  amendments  set  up  a new  category  of 
federal-state  payments  for  medical  care  over 
and  above  the  old  subsistence  payment  limits, 
with  medical  payments  going  directly  to  the 
physician,  hospital,  druggist,  clinic  or  nursing 
home. 

5.1  million  persons  get  monthly  public  as- 
sistance checks  — medical  costs  included. 

Under  new  law,  direct  medical  payments  are 
to  be  made  in  behalf  of  assistance  recipients  to 
physicians,  nursing  homes,  hospitals,  and  for 
drugs.  These  direct  payments  will  probably  ex- 
ceed $200  million  and  could  reach  $230  million 
by  1958. 

Veterans 

Another  vast  program  with  high  demands  on 
the  federal  budget  is  that  for  veterans’  medical 
care.  The  policy  of  the  federal  government  is 
that  wartime  veterans  with  service-incurred  dis- 
abilities are  entitled  to  the  best  medical  and 
hospital  care  that  can  be  provided.  The  Ameri- 
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can  Medical  Association  supports  this  policy. 
Congress  in  June  1924,  authorized  VA  to  admit 
indigent  non-service-connected  \'eterans  when 
there  were  spare  beds.  By  1957  roughly  75  per 
cent  of  all  cases  treated  in  VA  hospitals  were 
for  injuries  and  diseases  not  originating  during, 
or  aggravated  by,  military  service. 

Now  the  problem  is  becoming  more  compli- 
cated as  the  veteran  population  grows  older 
(World  War  I veteran  in  VA  hospitals  averages 
age  62)  and  becomes  subject  to  clironic  ill- 
nessess.  Demands  increase  for  use  of  VA  facili- 
ties. Today  VA  requires:  A full-time  staff  of 
over  4,600  physicians;  2,247  residents;  11,000 
part-time  consultants;  and  thousands  of  doctors 
on  a contract  basis  for  the  agency’s  home-town 
care  program. 

22,599,000  total  number  of  living  veterans  as 
of  January  1957. 

121,865  total  number  of  VA  hospital  beds  as 
of  January  1957. 

111,540  number  of  patients  in  VA  hospital 
facilities  on  an  average  1957  day. 

$619,614,000  will  be  spent  by  VA  for  in-patient 
care  in  fiscal  year  1957. 

$82,638,000  will  be  spent  for  out-patient  care 
in  fiscal  year  1957. 

More  than  two  out  of  three  veterans  treated 
in  VA  hospitals  are  treated  for  non-service- 
connected  conditions. 

THE  DOCTOR'S  SON  IN  MEDICINE 

By  Louis  G.  Jekel,  M.D. 

Phoenix,  Arizona 

S MOULD  YOUR  son  become  a physician? 
Should  you  urge  him,  or  try  to  influence  him, 
or  force  him  to  do  so?  What  factors  would  help 
you  decide?  What  questions  must  first  be 
answered  for  you? 

Does  he  qualify?  What  are  the  qualifications 
for  success  in  medicine?  Actually,  general  quali- 
fications for  success  are  much  the  same  in  all 
fields.  1 shall  list,  although  not  necessarily  in 
the  order  of  importance,  the  characteristics 
which  1 think  qualify  one  to  become  a doctor. 

Appearance.  To  be  a doctor  one  need  not  be 
an  Adonis.  In  fact  it  might  be  better  not  to  be 
the  matinee-idol  type.  Nevertheless,  it  is  desir- 
able to  possess  a normally  shaped  body  and  a 
physiognomy  that  at  least  is  not  repulsive.  One 
should  be  rather  normal. 


Physical  ability.  In  certain  fields  a doctor  is 
called  upon  to  exert  a considerable  output  of 
physical  energy.  He  need  not  be  a champion 
athlete,  but  he  must  be  able  to  cope  with  the 
strain  of  long  and  constant  working  hours  and 
irregular  and  interrupted  periods  of  rest.  He 
must  have  stamina,  and  he  should  not  be  pos- 
sessed of  physical  handicaps  which  would 
render  him  incapable  of  carrying  out  his  duties. 

Personality.  Anyone  in  any  field  of  endeavor 
may  go  further  with  a pleasing  personality.  Thus 
a doctor  may  be  able  to  gain  and  hold  his 
patient’s  confidence  and  control  the  diagnostic 
and  therapeutic  program  better  if  his  manner 
is  pleasing.  Call  it  “bedside  manner”  if  you  wish. 
Remember,  however,  that  here  I refer  to  an 
innate  characteristic,  not  an  acquired  one,  a 
trait  which  may  be  improved  upon  through 
conscious  effort,  but  which  nevertheless  is  a 
natural  characteristic. 

Native  intelligence.  This  characteristic  is  con- 
cerned with  the  ability  to  learn.  But  it  also  has 
to  do  with  that  vague  inborn  trait  of  doing  and 
saying  the  right  thing  at  the  right  time.  Again 
I am  considering  a characteristic  which,  al- 
though inborn,  can  be  improved  upon  through 
individual  effort. 

Ambition  and  industry.  The  candidate  for  a 
medical  degree  is  required  to  exert  a tremendous 
mental  effort.  He  must  be  ambitious  and  in- 
dustrious and  he  must  ever  reach  for  that 
elusive  goal  at  the  end  of  the  long  row.  Is  he 
willing  to  make  the  necessary  sacrifices?  If  so, 
he  probably  possesses  the  necessary  ambition 
and  industry  to  practice  good  medicine. 

Honesty  and  integrity.  This  is  perhaps  the 
most  important  characteristic  required  of  the 
physician.  Honesty  and  integrity,  above  all,  in 
the  professional  and  financial  dealings  with  his 
patients  and  his  colleagues,  and  also  intellectual 
honesty  in  dealing  with  scientific  matters  — 
these  things  are  musts  for  the  doctor.  The  traits 
of  honesty  and  integrity  will,  if  present,  be 
apparent  early  in  life.  They  must  be  apparent 
in  a boy  before  one  encourages  him  to  become 
a physician. 

The  life-long  training  and  environmental  back- 
ground of  the  physician’s  son  may  be  a factor  of 
importance.  In  his  general  up-bringing  in  a 
doctor’s  household,  the  physician’s  son  naturally 
is  thrown  into  contact  with  medical  matters  and 
the  doctor’s  way  of  life,  and  he  will  have  some 
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training  in  these  matters.  He  will  have  some 
idea  what  it  is  like  to  be  a doetor,  a factor 
which  probably  would  be  an  advantage  to  most 
young  persons. 

Other  things  being  equal,  then,  is  the  son  of  a 
physician  more  likely  to  become  a successful 
doctor  than  a boy  from  a non-medical  family? 
The  answer  is  probably  yes,  for  the  member  of 
the  doctor’s  family  has  had  a life-long  contact 
with  the  profession,  knows  from  childhood  what 
is  expected  of  him,  and  knows  what  to  expect 
from  the  profession.  So  it  would  be  a matter 
of  great  experience,  and  in  that  manner  alone 
could  one  expect  the  doctor’s  son  to  have  a 
slight  advantage  over  someone  else  — other 
things  always  remaining  equal. 

Would  the  medical  profession  stand  to  gain 
from  having  a doctor’s  son  in  its  ranks?  Would 
the  profession  stand  to  gain  by  having  genera- 
tion after  generation  of  doctors’  sons  join  it? 
Probably  not  — other  things  being  equal.  Any 
group  may  profit  at  times  from  an  infusion  of 
fresh  blood.  And  if  the  profession  can  continue 
to  attract  good  men,  it  will  make  little  difference 
whether  these  men  came  from  doctors’  families. 

Would  there  be  advantages  or  disadvantages 
to  society  at  large?  Once  again  I believe  the 
answer  is  no  — other  things  being  equal.  Society 
and  the  profession  need  good  men  as  doctors, 
and  it  makes  little  difference  whether  these 
men  come  from  medical  families. 

Finally  we  come  to  the  question;  What  would 
be  the  advantages  or  disadvantages  to  the  in- 
dividual? 

The  physician,  in  the  course  of  his  daily  duties, 
may  derive  tremendous  personal  satisfaction 
from  being  a useful  citizen  and  helping  his 
fellow  man.  By  being  a useful  citizen  I do  not 
mean  that  the  physician  must  be  the  most  “civic 
minded”  person  in  town.  He  does  not  have  to 
be  the  leading  political  figure,  the  mayor,  or 
the  congressman.  He  does  not  have  to  be  an 
elder  in  the  church.  He  does  not  have  to  be 
district  governor  of  the  service  club  organiza- 
tion. He  may  well  be  any  or  all  of  these,  and 
he  may  do  a fine  job.  But,  by  and  large,  he 
can  do  the  most  good,  I am  sure,  by  being  a 
good  doctor.  And  it  is  from  his  medical  work 
that  he  can  derive  the  greatest  personal  satis- 
faction. 

Related  to  personal  satisfaction  is  the  esteem 
in  which  one  is  held  by  his  fellow-man.  The 
physician  is  usually  a leading  citizen  — again 


because  he  is  a physician  and  not  because  he 
has  his  finger  in  every  civic  pie.  He  has  the 
opportunity  to  become,  and  usually  is  friend 
and  benefactor  to  a large  number  of  persons. 
These  persons  come  to  admire,  and  often  revere 
him.  Naturally,  he  derives  a good  feeling  from 
this  admiration. 

The  doctor  may  enjoy  intellectual  satisfaction. 
Medicine,  being  both  an  art  and  a science, 
presents  untold  opportunities  for  study  in  any 
of  a number  of  different  fields.  The  physician, 
by  pursuing  such  studies  can  satisfy  any  degree 
of  intellectual  urge.  The  resulting  compensation 
and  gratification  can  be  a source  of  great  joy. 

A physician  has  social  advantages  open  to 
few  other  individuals.  Let  me  hasten  to  say  that 
I am  not  speaking  of  his  opportunities  to  belong 
to  the  best  country  club.  Rather,  I am  referring 
to  the  fact  that  he  has  access  to  almost  any 
group.  Because  he  is  looked  up  to  as  an  in- 
telligent, honest,  thoughtful  person,  he  is  con- 
sidered to  be  an  interesting  person  who  makes 
good  company.  He  is  desirable.  He  can  fit  him- 
self into  almost  any  group.  If  he  happens  to 
choose  the  country  club  set,  fine.  But  if  his 
preference  is  for  the  church  group  or  some 
other  group,  he  will  be  made  welcome.  He  can 
choose  his  social  life  to  suit  himself. 

Finally,  let  us  consider  the  financial  reward 
that  may  be  expected  by  our  aspiring  Aescula- 
piad.  I deliberately  place  this  point  last  because 
it  is  the  least  important  consideration  and  should 
be  so  considered  by  the  young  man  who  plans 
to  enter  the  field  of  medicine.  Any  good  doctor 
(that  is  one  who  is  reasonably  intelligent  and 
reasonably  well-trained  and  who  is  reasonably 
industrious)  can,  anywhere  in  the  United  States, 
expect  to  have  a substantial  income,  an  income 
which  will  be  somewhat  greater  than  the  aver- 
age of  his  fellow  American.  Some  doctors  have 
large  incomes;  some  do  rather  poorly.  Any  way 
you  look  at  it,  money-making  is  not  the  doctor’s 
business;  his  job  is  to  be  a physician.  Primarily 
he  should  be  concerned  with  offering  his  pa- 
tients good  medical  service.  Secondarily,  he 
should  be  concerned  with  providing  for  him- 
self and  his  family.  If  he  does  a good  job  as  a 
doctor,  the  money  matter  will  take  care  of 
itself.  If  he  wants  to  be  a millionaire,  he  should 
enter  some  other  field  of  endeavor. 

So,  in  the  end  we  come  to  this  point:  Two 
questions  must  be  answered.  Is  the  boy  fit  for 
the  job?  Is  the  job  suitable  for  the  boy?  The  boy 
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should  understand  what  he  faces  and  what  is 
expected  of  him.  He  should  also  know  what  he 
may  expect  to  receive  in  return  for  his  efforts. 
He  should  be  given  all  the  help  he  needs  to 
enable  him  to  leam  these  things.  But  he  should 
not  be  forced  or  coerced.  He  himself  should 
make  the  final  decision. 

For  what  it  is  worth,  I shall  make  this  com- 
ment: I am  not  sorry  that  I chose  medicine  as 
my  life’s  work. 

NEUROLOGIC  AND  PSYCHIATRIC  ASPECTS  OF  THE  DIS- 
ORDERS OF  AGING,  Vol.  35  edited  by  J.  E.  Moore,  H.  H. 
Merritt  and  R.  J.  Masselink.  307  pages.  Illustrated.  (1956)  Wil- 
liams & Wilkins.  $8.50. 

The  “centurv^  of  the  child,”  as  ours  once  was 
called,  bids  fair  to  become  the  century  of  the 
elderly,  and  we  need  all  the  information  we  can 
get  from  the  young  science  of  old  age.  The  pro- 
ceedings of  the  Association  for  Research  in 
Nervous  and  Mental  gives  us  the  first  book  de- 
voted entirely  to  the  geriatric  aspects  of  the  cen- 
tral nervous  system.  You  can  be  sure  the  associa- 
tion has  brought  together  the  most  seasoned 
workers  in  a wide  field,  in  providing  excellent 
original  and  review  articles.  Refreshing  in  every 
sense,  this  one  is  for  specialists  and  nonspecialists 
alike. 

Stacey’s  Medical  Books,  San  Francisco 


HEAR 

Of  All  Precision  Hear- 
ing Test  Instruments 
Used  In  America  By  Ear 
Physicians,  Schools,  U. 
S.  Army  and  Navy  Are 

MfllCCD 

Doctor  — Advise  Your  Patients  — 
Don't  Be  Satisfied  with  Less  Than  the  Best 

Hearing  Aids  - Audiometers 

MAICO  of  PHOENIX 

HEARING  SERVICE 

212  W.  Adams  - Ph.  AL  8-0270 

WE  GUARANTEE  TO  THE  DOCTOR  AND  HIS  PATIENT 


for  "the  bvtterfly  stomach” 


Pavotrine^  with  Phenobarbitol 

125mg.  15mg. 


• is  an  effective  dual  antispasmodic 

• combining  musculotropic  and  neurotropic  action 
with  mild  central  nervous  system  sedation. 


dosage;  one  tablet  before  each  meal  and  at  bedtime. 
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By  Nonnan  A.  Ross,  M.D. 


U.  S.  PUBLIC  HEALTH  SERVICE 
COMMUNICABLE  DISEASE  CENTER 
FOR  ARIZONA 

I T WAS  our  hope  that  final  decisions,  even 
signing  of  the  contracts,  would  be  completed 
prior  to  submitting  this  page.  However,  though 
plans,  drawings,  and  specifications  are  in  pro- 
cess, this  is  not  the  case. 

The  public  health  service  responsibilities  and 
activities  among  the  Southwest’s  reservation  In- 
dians, as  well  as  other  studies  (note  the  recent 
coccidioidomycosis  conference  in  Phoenix)  have 
caused  this  governmental  agency  to  recognize 
the  need  of  a communicable  disease  center  in 
either  New  Mexico  or  Arizona. 

The  most  that  can  be  said  now  is  that  there 
is  a possible  date  for  public  announcement  prior 
to  the  end  of  the  fiscal  year  which  is  July  1, 
and  Arizona  is  very  much  in  the  picture. 

0=  * * 

From  the  American  Medical  Association 
News  Letter 

Federal  Medical  Welfare  Picture:  The  special 
report  under  date  of  March  7,  1957,  attempts 
to  do  three  things  about  this.  First,  it  collects 
in  one  document  and  from  original  sources  the 
most  important  statistics  involved  in  a federal 
medical  welfare  program;  second,  it  relates  data 
to  specific  programs  and  describes  the  purpose 
of  the  program.  Third,  it  presents  statistics  in 
an  easy-to-use  form.  We  have  studied  this  letter 
intensely.  We  can  attest  to  the  above  which  is 
taken  nearly  verbatim  from  the  introductory 
letter  to  this  report. 

Statistics,  such  as  571  measures  introduced  re- 
lated to  health  legislation  in  1955  and  1956  in 
the  84th  congress,  are  impressive.  The  fact  that 
most  of  these,  of  course,  did  not  get  past  com- 
mittees indicates  the  scrutiny  to  which  these 
measures  are  subjected  by  our  congress  in  pro- 
tecting the  health  and  welfare  of  the  public. 

The  Medical  Dependents  Act,  voted  last  year. 


completes  the  present  federal  medical  aid  pic- 
ture, which  provides  at  least  some  degree  of 
medical  care  at  low  cost  from  the  federal  gov- 
ernment to  one  out  of  every  four  persons  as 
follows : 

22.599.000  living  veterans  as  of  January  1, 
1957. 

5.2  million  military  personnel  and  their  de- 
pendents. 

300.000  beneficiaries  of  the  public  health 
service,  including  200,000  seamen,  but  excluding 
beneficiaries  of  Federal  Employees’  Compensa- 
tion Act,  and  Indians. 

5.1  million  Indians  and  Alaskan  natives  re- 
ceiving care  in  56  federal  hospitals  or  in  private 
facilities  under  contract. 

4 million  beneficiaries  of  the  Federal  Bureau 
of  Employees’  Compensation  Act  (at-work  in- 
juries only). 

Our  present  federal  medical  program  is  not 
limited  to  persons  within  the  United  States  as 
evidenced  by  the  following: 

Foreign  economic  aid  programs  (entirely 
U.  S.)  and  the  World  Health  Organization 
(U.  S.  largest  contributor)  give  limited  health 
care  in  92  foreign  countries.  Example:  25.3  mil- 
lion children  were  vaccinated  in  1956. 

The  immediate  future  expansion,  now  in  the 
mill : 

A proposed  program  for  federal  employees 
and  their  dependents  would  add  an  additional 
7 million. 

THE  MARCH  29  MEDICAL  ASSOCIATION 
NEWS  LETTER  CONTAINS  THE  FOLLOW- 
ING STATEMENT: 

Surgeon  General  Burney  has  appointed  a com- 
mittee of  seven  physicians  to  advise  him  on 
U.  S.  Public  Health  Service  activities  related  to 
the  practice  of  medicine.  In  making  the  an- 
nouncement Dr.  Bumey  said: 

“We  have  many  groups  advising  us  on  re- 
search and  disease  control.  With  growth  of 
medical  and  related  research,  it  is  increasingly 
important  that  we  work  with  private  physicians 


364 


Arizona  Medicine 


June,  1957 


as  well  as  health  agencies  to  help  apply  the 
new  knowledge  promptly  and  effectively.  Our 
new  committee  will  be  of  great  aid  in  this 
and  in  advising  on  activities  of  PHS  which  bear 
directly  or  indirectly  on  the  practice  of  medicine. 
We  are  very  grateful  to  have  the  ad\ice  of  this 
distinguished  group  of  physicians.” 

The  membership  of  this  group  is  impressive, 
but  we  would  doubt  that  this  will  mean  cur- 
tailing of  federal  medical  activities. 

The  April  12  letter  announces  that  the  ad- 
ministration offers  its  aid  to  medical  school  bills. 

The  April  26  letter  presents  the  differences  in 
the  administration’s  aid  to  medical  school  pro- 
posals as  that  compares  to  a bill,  S.  1922,  which 
has  been  introduced  by  Democratic  Senators 
Hill,  Neely,  Humphrey  and  Smathers.  The  dif- 
ferences are  as  follows; 

1.  The  administration  bill  would  amend  the 
present  three-year,  $30  million  a year  program 
for  research  construction  grants  by  increasing 
it  to  a total  of  $225  million  to  be  used  over  the 
next  four  years,  and  for  grants  to  help  build 
teaching  as  well  as  research  facilities.  The  Demo- 
crats would  leave  intact  the  present  research 
grants  program  of  $30  million  a year  for  three 
years,  and  in  addition  would  provide  $60  mil- 
lion a year  for  five  years  for  teaching  facilities, 
or  a total  of  $390  million. 

2.  Under  the  administration  bill,  the  U.  S. 
contribution  could  not  exceed  50  per  cent  of  the 
research  or  teaching  project  cost.  The  Democrats 
also  call  for  50-50  matching,  except  that  the 
U.  S.  would  increase  its  share  to  two-thirds 
under  two  conditions:  (a)  if  the  school  gives 
assurances  that  its  freshman  class  would  be  in- 
creased by  5 per  cent,  and  (b)  in  the  case  of 
new  schools. 

3.  The  administration  bill  would  expand  the 
present  research  advisory  committee  and  make 
it  responsible  for  screening  teaching  as  well  as 
research  construction  projects,  whereas  the 
Democrats  would  set  up  a new  12-man  com- 
mittee, with  half  its  members  from  the  medical 
or  dental  professions. 

In  view  of  the  one-to-four  ratio  of  federal 
medical  care,  we  suggest  that  the  following  be 
read  and  compared  with  local  hospital  and 
medical  association  health  insurance  programs; 

THE  APRIL  26  LETTER: 

AHA  PLAN  FOR  U.  S.  EMPLOYEE 
HEALTH  INSURANCE  INTRODUCED: 


Introduced  by  Rep.  Chet  Holifield  (D.  Calif.), 
the  American  Hospital  Association’s  bill  for 
health  insurance  for  federal  employees  now  is 
before  the  House  Post  Office  and  Civil  Service 
Committee.  It  is  H.R.  7034.  The  bill  would  offer 
U.  S.  civilian  employees  both  basic  and  major 
medical  coverage,  with  U.  S.  paying  part  of 
the  cost.  Payroll  deductions,  which  so  far  have 
not  been  approved  by  the  White  House,  are 
provided.  About  2 million  employees  and  an 
equal  number  of  their  dependents  would  be 
affected.  Major  provisions  of  the  bill; 

1.  The  civil  service  commission  would  negoti- 
ate two  types  of  basic  contracts  for  nationwide 
use,  one  offering  service  benefits  for  doctors’-in- 
hospital  charges  and  hospitalization,  and  the 
other  offering  indemnity  benefits.  In  the  in- 
demnity contract,  hospital  payments  would  have 
to  be  sufficient  to  meet  the  cost  of  hospital  care. 

2.  Employees  would  have  a choice  of  service 
or  indemnity  basic  coverage,  or  federal  em- 
ployee association  or  group  practice  arrange- 
ments. 

3.  Major  medical  or  catastrophic  coverage 
would  be  available. 

4.  The  U.  S.  would  match  employee  payments 
up  to  a maximum  of  $2.17  for  employee  only, 
and  $5.42  for  employee  and  family.  Thus  if  the 
cost  of  basic  insurance  for  a family  came  to 
less  than  $10.94  per  month,  the  balance  of  the 
U.  S.  contribution  could  be  applied  as  matching 
money  to  help  pay  the  cost  of  major  medical 
coverage.  It  is  estimated  the  U.  S.  would  pay 
about  40  per  cent  of  the  total  health  insurance 
costs  for  employees  taking  out  both  basic  and 
major  medical  policies. 

It  is  expected  the  post  office  and  civil  service 
committee  will  defer  hearings  at  least  until  the 
administration’s  bill  has  been  introduced. 

» « « 

Erom  time  to  time  we  quote  from,  and  com- 
ment on,  American  Medical  Association’s  Wash- 
ington News  Letter,  the  distribution  of  which, 
we  have  been  informed,  is  quite  limited.  Our 
purpose  in  doing  so  is  to  not  only  call  your 
attention  to  matters  presented,  but  to  stimulate 
interest.  We  have  been  informed  that  requests 
for  individual  letters  can  be  addressed  to: 

The  American  Medical  Association 
Washington  Office, 

1523  L Street,  N.W. 

Washington  5,  D.C. 


Vol.  14,  No.  6 


Arizona  Medicine 


365 


diagnosed  as  yabulous’, 


PROGNOSIS: 


MORE  SO..! 


Careful  examination  of  the  subject  reveals 
astounding  growth  patterns.  The  development 
has  been  phenomenal. 

Reference  is  being  made— of  course  — to  amazing 

Arizona,  the  'Baby’  State  which  is  growing 
so  fast  it  obsolesces  last  year’s  progress  chart. 

As  busy  as  you’ve  been,  doctor,  you’ve  no  doubt 

observed  the  startling  economic  behavior  of  this 
rapidly  maturing  youth. 

But  perhaps  you’ve  been  too  busy  to  take  advantage  of  the  daily 

investment  opportunities  this  unusual  growth  creates. 

Let  our  staff  of  specialists  help  you. 

We  can  provide  the  professional  realty  investment  counsel 
—full  time— which  will  enable  you  to  participate  in  the 
profits  of  Arizona  progress  despite  your 


>C 


heavy  schedule. 
Join  others  who  have  found  an 
investment  in  the  future  of  Arizona- 
made  with  the  Southwest’s  fastest 
growing  real  estate  investment  firm  — 
can  profitably  complete  personal 
income  and  estate  goals. 


Your  inquiries  welcomed. 

No  obligation,  of  course. 


CLIP  THIS  COUPON 


Without  incurring  obligation,  I would  like 
complete  information  regarding  realty  invest- 
ment programs  offered  by  Lee  Ackerman 
Investment  Co.,  Inc. 


ADDRESS. 


Lee  Ackerman  Investment  Co.,  Inc. 


Main  Office:  317  North  Central  Avenue  Phoenix,  Arizona 


c? 


CAPSULES— Each  capsule  (pink)  contains  tetracycline  equivalent  to  250  mg.  of 
tetracycline  HCI,  phosphate-buffered.  Bottles  of  16  and  100  capsules. 

SYRUP— Each  teaspoonful  (5  cc.)  of  orange-flavored  syrup  contains  125  mg.  of 
tetracycline  HCI  activity,  phosphate-buffered.  Bottles  of  2 and  16  fl.  oz. 

dosage;  6-7  mg.  per  lb.  of  body  weight  per  day  for  children 

and  adults. 


LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER.  N.  Y. 
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AUTOMOTIVE  CRASH  INJURY 
RESEARCH 

OR  THE  past  two  years,  a study  of  injury- 
producing  autoinolrile  accidents  has  been  con- 
ducted in  various  selected  sampling  areas  in 
Arizona.  The  study  is  unusual  in  that  it  is 
primarily  concerned  with  determining  the  spe- 
cific causes  of  injury  to  occupants  of  passenger 
cars  involved  in  accidents.  Prior  to  the  inception 
of  the  Automotive  Crash  Injury  Research  pro- 
gram, only  the  causes  of  accidents  were  in- 
xestigated  and  reported;  causes  of  injury  were 
ignored. 

The  Arizona  program  constitutes  a co-ordi- 
nated effort  on  the  part  of  the  Arizona  Medical 
Association,  the  Arizona  Highway  Patrol  and 
the  Arizona  Department  of  Health,  in  co-opera- 
tion with  the  Department  of  Public  Health  and 
Preventive  Medicine,  Cornell  University  Medical 
College,  New  York. 

Last  year,  over  40,000  persons  were  killed  and 
over  1,350,000  injured,  more  than  100,000  per- 
manently, in  automobile  accidents;  approximate- 
ly 75  per  cent  were  occupants  of  passenger  cars. 
If  the  present  trend  continues,  the  National 
Safety  Council  estimates  that  in  1966  there  will 
be  53,000  deaths  involving  83  million  cars,  and 
a corresponding  increase  in  injuries. 

While  the  Automotive  Crash  Injury  Research 
program  favors  every  realistic  measure  directed 
toward  the  prevention  of  accidents,  and  there 
is  still  much  to  be  done  in  this  field,  it  recog- 
nizes at  the  same  time  that,  as  long  as  human 
nature  remains  a factor  in  the  accident  equation, 
the  occurrence  of  accidents  can  be  controlled 
but  not  eliminated.  Education,  for  instance,  can 
do  much  in  cautioning  a driver  to  abandon  the 
wheel  when  his  reactions  are  inhibited  by  fa- 
tigue, but,  in  the  final  analysis,  the  decision, 
when  left  to  the  individual,  may  well  lead  to 
imprudent  judgment  and  result  in  a serious 
accident,  often  exposing  other  more  prudent 
drivers  and  innocent  passengers  to  injury  and 
death.  Improved  engineering  of  highways  with 
controlled  access  and  well  divided  opposing 
traffic  lanes  reduce  the  chances  of  many  types 
of  accidents,  such  as  the  two  car  head-on  col- 
lision, yet  accident  records  of  the  best  super 
highways  in  the  country  would  seem  to  indicate 
that,  as  long  as  human  nature  remains  un- 
changed, many  accidents  will  continue  to  be 
caused  by  carelessness,  inexperience,  emotional 


instability,  drunkenness  and  fatigue. 

Automotive  Crash  Injury  Research,  however, 
has  demonstrated  that  the  inevitable  accidents 
can  he  productive  of  fewer  crippling  and  fatal 
injuries.  To  this  end,  highway  accidents  are 
analyzed  with  a \iew  to  learning  how  to  build 
more  safety  factors  in  automobiles. 

The  study  of  injui-y  causes  in  automobile  ac- 
cidents, from  its  inception,  confirmed  suspicion 
that  many  persons  are  being  killed  unnecessarily. 
As  might  be  expected,  the  body  area  most  fre- 
quently injured  is  the  head  — 71  per  cent  of 
injured  persons  sustain  an  injury  in  this  area. 
In  the  study  of  human  tolerance  to  force,  it  was 
observed  that  common  structures,  such  as  cer- 
tain aircraft  instnnnent  panels  constructed  of 
light  gauge  metal  which  would  deform  under 
impact,  absorbing  much  of  the  energy,  could  be 
struck  by  the  head  at  impact  velocities  of  40-50 
miles  per  hour  without  causing  skull  fracture, 
loss  of  consciousness  or  subsequent  evidences 
of  concussion.  The  distribution  of  force  in  time 
and  area  and  the  physical  principles  of  pressure 
compensation  provide  these  astonishing  ex- 
amples of  protection. 

Participation  by  Arizona  medical  and  police 
groups,  combined  with  participation  by  similar 
groups  in  other  states,  has  made  available  data 
which  has  formed  a basis  for  the  development 
of  engineering  improvements  which  are  spe- 
cifically designed  to  reduce  or  moderate  injuiy 
if  an  accident  occurs.  In  addition,  data  pro- 
duced by  the  interstate  program  promises  to 
implement  medical  treatment  of  auto  crash 
victims  through  more  definite  knowledge  of  the 
nature  and  scope  of  the  problem.  The  trauma 
committee  of  the  American  College  of  Surgeons 
has  expressed  great  enthusiasm  in  this  project. 

On  June  1,  the  study  was  conducted  on  rural 
highways  state-wide,  but  was  limited  to  1956, 
1957  and  1958  passenger  cars. 

Physicians  and  hospitals  were  asked  to  co- 
operate in  this  vital  approach  to  the  national 
problem  of  automobile  fatilities  and  injuries. 
The  continued  study  will  help  to  evaluate  the 
effectiveness  of  safety  design  changes  in  late 
model  cars,  such  as  improved  door-holding 
mechanisms,  energy-absorbing  steering  wheels, 
seat  belts  and  interior  padding.  Studies  of  post- 
1955  automobiles  involved  in  accidents  already 
indicate,  for  example,  that  occupants  of  these 
cars  are  experiencing  a 29  per  cent  reduction 
in  the  risk  of  dangerous  through  fatal  grade  in- 
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jury.  A preliminary  evaluation  of  improved  door 
locks  designed  to  decrease  the  incidence  of 
ejection  (commonest  cause  of  injury  in  acci- 
dents) shows  that,  in  the  injury-producing 
accidents  studied,  post-1955  models  experienced 
approximately  27  per  cent  less  incidence  of  front 
doors  opening  during  accidents  than  did  pre- 
1956  models.  A direct  result  was  an  approximate 
50  per  cent  cut  in  the  frequency  of  occupant 
ejection. 

Occupants  of  these  newer  model  automobiles 
have  been  found  to  sustain  nearly  30  per  cent 
less  dangerous  to  fatal  grades  of  injuiy.  Such 
decrease  is  attributable,  in  large  measure,  to  the 
fact  that  doors  remained  closed,  but  also,  in 
part,  to  design  improvements  in  the  interior  of 
many  new  cars. 

It  has  also  been  demonstrated  that  properly 
engineered  and  installed  seat  belts  can  provide 
a remarkable  degree  of  protection.  The  most 
marked  improvement  was  seen  in  the  preven- 
tion of  ejection  and  its  associated  injury  risks. 
Although  continuing  studies  are  expected  to  in- 
crease the  knowledge  of  the  precise  degree  of 
added  protection  a seat  belt  may  be  expected 
to  afford,  present  findings  show  that  their  use 
can  reduce  injury  rates  somewhere  within  a 
range  between  30  and  60  per  cent  (depending 
on  the  type  of  accidents  and  other  faetors). 

Medical  and  accident  data-collecting  methods 
operate  in  the  following  way:  All  1956,  1957 
and  1958  passenger  cars  involved  in  accidents 
occurring  within  the  state,  but  outside  the  limits 
of  munieipalities,  come  within  the  scope  of  the 
study.  Immediately  following  the  accident,  the 
Arizona  Highway  Patrol  offieer  in  charge  sub- 
mits to  the  physician  or  emergency  room  chief 
or  coroner  a special  medical  report  form  fur- 
nished by  Cornell.  These  brief  forms  are  de- 
signed to  include  a description  of  the  extent 
and  nature  of  all  injuries.  Completed  forms  are 
mailed  to  the  Arizona  Department  of  Health. 
Here,  medical  reports  are  matched  with  infor- 
mation supplied  by  the  investigating  highway 
patrolman  concerning  specific  causes  of  the  in- 
jury, as  well  as  accident  and  car  damage  details 
and  special  photographs  thereof.  Completed 
cases  are  then  forwarded  to  Cornell  University 
Medical  College  for  analysis  and  statistieal  use. 

These  studies  are  sponsored  by  the  Armed 
Forces  Epidemiological  Board  through  its  Com- 
mission on  Accidental  Trauma,  with  funds  sup- 
plied by  the  Surgeon  General  of  the  Army,  by 


the  Division  of  Research  Grants  of  the  United 
States  Public  Health  Service  and  by  grants  of 
unrestricted  funds  by  the  Ford  Motor  Company 
and  the  Chiysler  Corporation. 


VETERANS'  ADMINISTRATION 
PRIVATE  PRACTICE?* 

IV 

11  UMEROUS  examples  can  be  documented  of 
veterans’  administration  hospitals  admitting  and 
treating  non-indigent  patients  for  conditions  hav- 
ing no  possible  connection  with  service  in  the 
armed  forces. 

The  writer  recalls  several  cases  of  hernia, 
incurred  under  coverage  of  the  Workmen’s  Com- 
pensation Act  of  Texas,  wherein  the  employee 
received  a lump  sum  settlement  including  sur- 
gical fee,  hospitalization  expense  and  compen- 
sation for  the  convalescent  period  at  the  maxi- 
mum weekly  rate.  When  re-examined  some  six 
weeks  later  for  return  to  duty,  and  found  to 
have  a good  and  strong  repair,  such  cases 
readily  volunteer  the  information  that  the  sur- 
gery was  done  at  the  local  VA  hospital.  And 
when  asked  how  they  were  eligible  for  VA 
treatment,  since  they  claimed  their  disability 
to  be  due  to  recent  industrial  employment,  and 
had  been  paid  for  by  private  industry,  the  answer 
is  almost  invariably  a surprised-that-you-ask,  “I 
am  a veteran.” 

The  surgery  is  nearly  always  good,  since  it 
is  often  done  by  some  of  our  well-trained  col- 
leagues who  do  private  practice  in  honest  com- 
petition, and  on  the  side  do  part-time  two 
afternoons  or  days  per  week  of  staff  work  at 
the  loeal  VA  hospital  for  fees  of  $25  to  $50 
per  afternoon  or  day.  It  is  possible  these  private 
practicing,  part  time  VA  colleagues  don’t  do  all 
of  this  surgery,  but  it  is  reasonably  certain  that 
VA  authorities  will  not  rush  in  to  prove  that 
much  of  it  is  being  done  by  residents  in  train- 
ing. It  has  been  a long  haul  for  the  VA  to 
sell  the  veterans  on  the  faet  that  they  are  getting 
the  best  surgieal,  medical  and  dental  care  and 
the  best  social  and  other  care. 

Now  comes  an  incident  of  such  concern  to  all 
practicing  physicians.  And  the  principle  involved 
is  of  importance  to  every  citizen  of  any  occupa- 
tion whatever. 

A VA  hospital  in  Texas  has  presented  a bill 
of  $1,569  to  a small  industry’s  insurance  earrier 
for  services  to  an  employee  injured  on  duty 

“Reprinted  from  the  Houston,  Texas  Medical  Record  and  Annals, 
March  1955. 
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in  the  small  industry.  The  bill  states  it  is  for 
the  first  54  days’  stay,  and  among  the  itemized 
parts  are: 

1.  Anesthesia,  $40. 

2.  Operation,  removal  of  herniated  nucleus 
pulposus  bilaterally  without  laminectomy;  spinal 
fusion,  L5  to  sacrum,  $562.50. 

3.  Board  and  room  to  date,  54  days  at  $14.75 
per  day,  $796.50. 

In  an  accompanying  letter  and  interim  sum- 
mary, the  VA  hospital  registrar  shows  full  know- 
ledge of  the  fact  the  veteran  is  not  indigent, 
his  condition  is  not  service  connected,  but  is  a 
responsibility  of  an  insurance  carrier  under  the 
Workmen’s  Compensation  Act  of  Texas,  and 
knowledge  that  the  insurance  carrier  has  already 
initiated  treatment  at  the  hands  of  private  phy- 
sicians of  its  choice. 

The  patient  had  strained  his  back  in  the  course 
of  his  employment  in  a small  city  and  had  gone 
to  a chiropractor  for  treatment.  Upon  being  given 
notice  of  injury,  the  carrier  had  the  man 
removed  to  a larger  city  and  placed  under  the 
care  of  a qualified  orthopedic  surgeon.  The 
surgeon  admitted  the  patient  to  a private 
hospital  and  began  conservative  treatment 
of  traction  in  bed  after  routine  x-rays, 
physical  examination,  etc.  He  also  had  con- 
sultation with  a qualified  neurosurgeon  who 
noted  the  low  back  complaint,  with  pain  in  one 
buttock  and  thigh  posterolaterally,  but  with  no 
change  from  the  normal  in  reflexes  and  no 
paresthesia.  The  neurosurgeon  concurred  in  the 
continuing  of  conservative  treatment. 

After  10  to  14  days  in  the  hospital,  the  patient 
was  allowed  to  go  home,  and  was  returned 
for  treatment  two  weeks  later.  Readmission  to 
the  hospital  was  advised,  but  the  patient  re- 
fused. He  wrote  shortly  thereafter  that  he  was 
improving,  but  the  next  time  he  was  heard  from 
was  after  he  was  accepted  in  the  VA  hospital 
where  after  a four  week  period  of  conservative 
treatment,  he  was  operated  upon. 

The  VA  hospital  advised  it  has  placed  a 
lien  on  “any  benefits  that  are  due  this  veteran 
to  pay  the  cost  of  his  hospitalization  here,”  and 
had  its  “chief  attorney”  file  its  claim  with  the 
industrial  accident  board. 

From  a study  of  this  record,  several  con- 
clusions must  be  drawn: 

1.  The  so-called  pauper’s  oath  for  veterans 
presenting  themselves  for  treatment  of  non- 
service connected  disabilities  is  knowingly  dis- 


regarded by  some  VA  hospitals. 

2.  The  federal  government,  through  its  VA 
hospitals,  is  practicing  medicine  and  surgery 
on  individual,  private,  non-indigent  patients,  and 
is  charging  fees  out  of  proportion  (in  their  total) 
to  what  is  ordinarily  charged  for  similar  services 
to  a person  covered  by  the  Workmen’s  Com- 
pensation Act  of  Texas. 

3.  In  listing  the  surgeon’s  and  the  anesthesi- 
ologist’s fees,  $562.50  and  $40  respectively,  the 
federal  agency  is  either  e.xploiting  its  full-time 
or  part-time  surgeons,  or  is  paying  them  huge 
sums,  while  the  taxpayer  is  paying  for  the 
operation  of  the  hospital.  Industry,  through  its 
insurance  payments  and  taxes  is,  therefore,  pay- 
ing twice  for  one  service. 

4.  In  not  communicating  with  the  fully  cap- 
able orthopedist  and  neurosurgeon  who  had 
begun  treatment  of  the  patient  and  in  no  way 
had  relinquished  his  care,  the  VA  showed  poor 
professional  practice,  and  the  following  borders 
on  the  unethical:  A part  of  the  VA  history, 
published  to  the  carrier  and  to  be  a part  of  the 
record  before  the  industrial  accident  board,  con- 
tained the  derogatory  phrases,  “His  treatment 
consisted  of  skin  traction  — and  numerous  pills 
of  various  sizes  and  shapes,”  and  “became  dis- 
satisfied with  his  private  physician  and  released 
himself  from  their  care.” 

5.  The  federal  government,  through  its  VA 
authorities,  is  showing  a total  disregard  for  a 
ruling  of  the  Industrial  Accident  Board  of 
Texas  in  treating  without  authorization  a case 
for  which  the  carriers  had  already  obligated 
themselves  to  furnish  treatment  through  capable 
surgeons  of  their  choice  and  in  a private  hos- 
pital. 

Is  it  not  time  for  county  medical  societies 
to  take  action  along  the  only  lines  that  can  stop 
this  well-advanced  phase  of  federal  practice  of 
medicine?  We,  as  local  society  members,  aided 
whole-heartedly  in  the  early  phases  of  the 
present  VA  program  when,  just  after  the  war, 
the  great  majority  of  patients  had  genuine 
service-connected  disabilities,  and  we,  as  vet- 
erans, felt  it  our  duty  to  help. 

We  should  now  fight  just  as  energetically  a 
bureaucratic  system  that  is  actually  using 
some  of  our  private  practicing  members  and 
our  medical  school  deans  in  a way  that  will 
surely  destroy  the  private  practice  of  medicine 
if  not  stopped  cold.  AMA  has  already  gone  on 
record  as  opposing  these  abuses,  but  can  do 
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little  on  a national  level.  It  has  been  belittled 
as  a non-representative  bunch  of  “brass  hat” 
doctors  in  Chicago  and  Washington,  out  of 
touch  with  patients’  problems.  An  honorable 
member  of  congress  recently  told  us  the  above 
was  his  evaluation  of  AMA.  Are  Dr.  F.  J.  L. 
Blassingame,  a trustee,  and  Dr.  John  Glen,  a 
delegate  to  AMA,  out  of  touch  with  patients? 
They  are,  to  me,  speaking  for  me  in  AMA 
policy-making  and  execution.  After  all,  indi- 
vidual practicing  physicians  in  component  coun- 
ty societies  are  the  AMA. 

The  measures  here  proposed  will  no  doubt 
result  in  a vicious  attack  on  us  locally,  with 
all  the  influences  a federal  agency  can  muster, 
but  we  may  find  unexpected  support  if  we  make 
our  position  clear  and  stand  our  ground.  The 
Houston  Chronicle  some  years  ago  actually  be- 
gan this  battle  for  us  with  front  page  headlines 
on  VA  hospital  abuses,  but  we  did  not  follow 
through.  Some  action  along  the  following  lines 
is  imperative: 

1.  Request  a complete  and  public  census 
on  all  cases  admitted  to  our  local  VA  hospital 
during  1954,  with  a special  reference  to  service- 
connected  disability  and  ability  to  pay  for  private 
hospitalization;  the  cases  to  be  listed  by  number 
so  as  to  avoid  embarrassment  to  many. 

2.  Offer  to  furnish  the  personnel  for  such  a 
survey  at  the  society’s  expense,  if  expense  of 
the  survey  is  offered  as  an  excuse. 

3.  Request  our  members  who  are  primarily 
engaged  in  private  practice  to  sever  their  con- 
nection with  VA  as  soon  as  legally  possible. 

4.  Request  the  Houston  Dental  Society  to  do 
likewise. 

5.  Request  our  members  who  are  primarily 
engaged  in  private  practice  to  discontinue  any 
and  all  participation  in  the  residency  training 
program  of  the  VA  hospitals  until  all  abuses 
are  corrected. 

6.  Reassert  ourselves  in  the  operation  of  our 
own  city-county  hospital  for  indigents,  so  that 
the  ancillary  services  will  be  the  best  possible, 
whether  the  patients  be  ex-service  men,  ex- 
shipyard workers,  or  whatever,  so  long  as  they 
need  free  care. 

7.  Urge  our  industrial  aecident  board  to  con- 
tinue to  disallow  VA  hospital  bills,  on  the  basis 
of  its  written  letter  to  our  society  recently  where- 
in it  stated  unauthorized  medical  or  surgical 
expense  of  a ease  under  its  jurisdiction  would 
not  be  allowed. 


8.  Urge  insurance  carriers,  group  hospitaliza- 
tion companies,  etc.,  to  rewrite  their  polieies 
so  as  to  exclude  payment  for  VA  hospitalization 
expense. 

It  is  later  than  we  think.  “Creeping”  is  not 
the  word  for  what  is  happening  here.  It  is 
more  fitting  to  use  the  description  of  our 
congressman,  who  said  he  was  glad  to  see  a 
group  of  doctors  looking  so  good  (at  a lunch- 
eon). He  wanted  to  remember  what  we  looked 
like  before  the  freight  train  (federal  medicine) 
ran  over  us. 

I think  the  congressman’s  freight  train  can 
be  stopped,  but  only  with  coneerted  local  action; 
not  by  letting  George  (AMA)  do  it. 

W.  H.  Hamrick,  M.D. 

PROGRAMS  OF  THE  ARIZONA 
STATE  DEPARTMENT  OF  HEALTH 

The  following  article  is  presented  to  Arizona’s 
physicians  in  order  that  they  may  know  these 
several  points  in  health  education  for  public 
health  workers  of  the  state. 

There  will  be  noted  that  the  physician  and 
the  hospital  are  essential  to  the  preventive  health 
efforts  indicated.  The  individual  physician  may 
also  find  herein  items  for  use  in  the  education  of 
parents,  whether  patients  or  adult  groups. 

THE  CHILD  DEVELOPMENT  CENTER 

By  Clarence  G.  Salsbury,  M.D. 

Arizona  Commissioner  of  Public  Health 
HE  family  physician  can  use  help  many  times 
in  making  a diagnosis  of  mental  retardation.  He 
may  need  help  in  giving  help  to  the  parents 
of  a ehild  suspected  of  being  mentally  retarded. 
Too  often  the  parents  are  unable  to  afford  the 
consultant  prices  of  the  psychiatric  social  worker, 
the  psychologist,  and  the  psychiatrist.  The  emo- 
tional reaction  of  the  parents  may  make  it  too 
difficult  for  them  to  earry  the  many  referrals  to 
a suitable  conclusion.  Getting  all  these  consult- 
ants together  to  discuss  the  findings  of  each 
professional  worker  is  difficult. 

The  need  for  the  team  approach  to  the  diag- 
nosis of  mental  retardation  has  motivated  the 
State  Department  of  Health  to  establish  a 
facility  and  staff  to  demonstrate  this  professional 
service.  The  program  lies  within  the  field  of 
mental  health.  It  has  been  more  realistic,  how- 
ever, to  consider  the  child  in  his  entirety.  A 
pediatrician  has  been  chosen  therefore  to  give 
professional  services  to  the  patient  as  well  as 
clinical  direction  to  the  program. 
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Upon  the  pediatrician  rests  the  total  judgment 
in  regard  to  clinical,  x-ray,  and  laboratory  serv- 
ices needed.  Upon  him  rests  the  final  judgment 
in  regard  to  the  consultation  services  needed. 
His  decisions  will  be  guided  in  part  by  the 
findings  and  opinions  of  the  members  of  the 
team  who  are  dealing  with  the  social  studies, 
the  psychometrics,  the  technics  in  training,  and 
with  the  follow-np  services  in  the  home. 

Three  important  areas  of  special  studies  for 
some  of  the  mentally  retarded  children  will  be 
vision,  hearing,  and  speech.  A child  may  truly 
be  retarded  by  reason  of  defect  in  these  areas. 
The  retardation  in  such  instances  need  not  be 
mental  in  etiology.  There  are  therefore  provisions 
for  ophthalmologic  and  otolaryngeal  medical 
consultation.  Special  studies  by  a audiologist  or, 
a speech  therapist  may  be  indicated  in  order  to 
determine  methods  essential  to  the  teaching  of 
the  mentally  retarded  child. 

There  is  orthopedic  consultation  provided  if 
the  clinical  director  of  the  project  needs  this 
diagnostic  assistance.  There  are  neurologic  and 
psychiatric  consultation  services  provided.  It  has 
been  hoped  that  a psychiatrist  may  eventually 
be  established  as  a part-time  professional  worker 
on  the  staff  of  the  Child  Development  Center* 

The  psychiatric  social  worker  and  the  psy- 
chologist employed  to  serve  on  the  diagnostic 
team  provide  valuable  information  to  assist  the 
clinical  director.  These  health  workers  provide 
numerous  bases  for  measuring  the  progress  of 
the  mentally  retarded  child  and  the  ability  of 
the  family  and  the  community  to  comprehend 
the  needs  and  capabilities  of  the  mentally  re- 
tarded individual. 

A specialist  in  the  field  of  training  technics  is 
a staff  member  at  the  Center.  It  may  take  a 
few  daily  sessions  with  the  child  to  enable  this 
specialist  to  reach  a decision  in  regard  to  the 
best  methods  to  train  and  educate  him.  It  may 
take  many  such  sessions  to  ascertain  the  methods 
which  can  best  be  used  by  the  family  and  by 
the  agencies  responsible  for  the  training  and 
education  of  the  child. 

There  is  a public  health  nurse  on  the  staff 
of  this  project.  She  assists  the  pediatrician  at 
the  time  he  is  examining  the  child.  This  health 
worker  is  helpful  to  the  parents  of  the  child  and 
to  the  public  health  nurse  from  the  local  health 
department  assigned  to  follow-np  services  in  the 

®In  addition  to  these  consultants  noted,  there  are  provided  con- 
sultants in  the  fields  of  psychology,  nutrition,  and  special  edu- 
cation. 


home.  There  is  need  for  interpreting  the  recom- 
mendations of  the  diagnostic  team.  There  is  need 
for  understanding  the  actions  and  achievements 
of  the  child  as  a part  of  evaluation  of  parent  and 
teacher  actions  and  achievements  in  dealing 
with  him. 

The  clerk  receptionist  and  stenographers,  key 
persons  on  this  staff,  have  been  assigned  the 
same  responsibilities  of  clerk  receptionist  and 
stenographers  in  every  professional  service. 
These  workers  maintain  the  optimum  in  public 
relations  and  see  that  all  the  little  idiosyncrasies 
of  the  professional  workers  are  respected  and 
that  reports  and  communications  are  where  and 
as  they  should  be. 

REPOSITORY  FOR  MEDICAL 
CERTIFICATES 

Because  of  the  tragic  losses  of  educational 
records  and  official  credentials  of  physieians  re- 
sulting from  wars  and  natural  disasters  in  the 
past,  the  10th  General  Assembly  of  W.M.A. 
adopted  a recommendation  of  its  council,  ap- 
proving establishment  of  a central  repository  for 
medieal  records. 

This  action  followed  an  extended  study  and 
consultation  with  other  international  organiza- 
tions, none  of  which  proposed  to  develop  such  a 
project  themselves.  All  agreed  it  was  urgently 
desirable  and  pledged  their  support  and  co- 
operation to  W.M.A.  in  developing  the  plan. 

The  national  medical  association  in  each  coun- 
try is  to  act  as  the  “receiving  agent”  for  the 
records  of  the  doctors  in  that  country,  to  verify 
such  records,  and  to  forward  them  to  the  W.M.A. 
secretariat  for  deposit.  The  types  of  credentials 
to  be  legally  recognized  and  eligible  for  deposit 
have  been  established,  as  well  as  a system  of 
identification.  A repository  has  been  selected. 
Identification  forms  and  detailed  information 
will  be  furnished  individual  physicians  through 
their  national  medical  societies  and  their  com- 
ponent units  in  the  near  future. 

The  central  repository  project  has  been  de- 
veloped in  accordance  with  one  of  W.M.A.’s 
chief  objectives:  “To  protect  the  interests  of 
the  medical  profession.”  The  success  of  the  en- 
terprise will  depend  on  the  co-operation  of  the 
national  medical  associations,  and  ultimately  on 
the  participation  of  the  individual  doctor  whose 
vital  interests  this  undertaking  is  intended  to 
protect. 
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ANNOUNCING 

The  Arizona  Medical  Equipment  and  Service  Co.  Inc. 
takes  pride  in  announcing  the  latest  addition  to  its  select 
family  of  quality  medical  and  scientific  equipment  sales 
and  service  agencies  — 

MATTERN  X-RAY 

diyision  of  LAND-AIR  INC.  — (manufacturers  of  specialized  electronic 
equipment  — and  missile-testing  for  the  U.  S.  Government) 

Also  representing  — sales  and  SERVICE 

SANBORN  INSTRUMENTS  COMPANY 
JONES  METABOLISM  COMPANY 
COLEMAN  INSTRUMENTS  COMPANY 
MEDCO-SONLATOR  ELECTRONICS  COMPANY 
INTERNATIONAL  CENTRIFUGE  COMPANY 
WOLF  X-RAY  ACCESSORIES  COMPANY 

Round-the-clock,  guaranteed  STATE  WIDE  service  on  ALL  makes  of 

medical-scientific  apparatus. 

ARIZONA  MEDICAL  EQUIPMENT 
AND  SERVICE  COMPANY,  INC. 

1105  B North  7th  Street  Phoenix,  Arizona 

Telephone  AL  3-9155  Alt.  Emerg.  CR  4-4171 
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fighting 


IN  THE  HOME  . . . per- 
fect for  reading,  writing, 
conversing,  watching  TV 
or  napping  . . . and  the 
functional  smartness  of  a 
Contour  harmonizes  with 
almost  any  decor! 


relax  in  C^^tadQe.C^?vvJy!^ 

To  beat  our  modem,  fatiguing  pace  everyone  needs  relaxation! 
That’s  why  so  many  men  and  women  choose  a Contour  lounge  chair 
for  their  oflSces  and  homes.  Contour’s  exclusive  features  help  bring 
relaxation  every  time  you  sit  down . . . make  it  quicker  and  easier 
for  even  you  to  relax! 


■ic  6-point  support  "cradles"  your  body  with  support 
at  the  head  and  neck,  back  and  diaphragm  area, 
lumbo-dorsal  region,  legs,  feet. 

Adjustable  to  7 positions  from  upright  to  reclin- 
ing without  change  in  the  cradle  comfort  angle  nor 
in  the  restful  6-POINT  support. 

S sizes  to  fit  most  figure  types  and  fill  all  needs 
, . . important  in  your  Contour  because  of  its  body- 
conforming  design. 


Contour's  Cradle  Comfort 
Design  follows  the  curves  of  the 
human  body  . . . elevates  and 
supports  head  and  feet  above 
body’s  center  of  gravity. 


^R#Ci;^NTOUR  TOb^Y 


LOUNGE  CHAIR 


EVERY  HOME  NEEDS  A CONTOUR  ...  FOR  RELAXATION! 


Ccnt^ut  Ckait  C0,  Aripna 


Camelback  Town  and  Country  Village 

E.  Camelback  Rd.  & 20th  St. 
Phoenix,  Arizona  — CR  7-2788 
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SAFETY  OF  STORED  LIQUID 
PLASMA: 

A CLINICAL  STUDY* 

By  Paul  I.  Hoxworth,  M.D.,  Ph.D., 

Walter  E.  Haesler,  Jr.,  M.T.  (A.S.C.P.)  B.B. 

C LINICAL  use  of  pooled  plasma  in  the  treat- 
ment of  various  forms  of  shock  and  gastro- 
intestinal diseases  has  been  discarded  by  most 
physicians,  chiefly  because  of  the  high  incidence 
of  hepatitis  in  recipients.  Solution  of  the  plasma- 
hepatitis  problem  by  a method  easy  to  use  in 
blood  banks  might  assist  in  more  general  use 
in  clinical  medicine. 

The  plasma  pools  were  prepared  from  about 
72  donors,  cultured,  and  dispensed  to  final 
containers  by  sterile  aseptic  techniques,  and 
the  plasma  units  were  allowed  to  stand  at  room 
temperature  for  at  least  six  months  before  re- 
lease for  use. 

The  survey  for  incidence  of  hepatitis  began 
in  January  1953,  consisting  of  a follow-up  by 
letter  to  each  recipient  and  subsequent  visit  by 
a graduate  nurse  to  confirm  the  data  reported 
and  to  try  to  locate  those  not  replying  to  the 
letter.  The  data  was  tabulated  and  recipients 
divided  into:  Group  1,  who  received  plasma  and 
whole  blood;  and  Group  II,  who  received  plasma 
only.  As  a further  check,  hospital  records  of  all 
patients  in  the  Gincinnati  area  with  a discharge 
diagnosis  of  hepatitis  since  July  1952  were  ex- 
amined (infectious  hepatitis  was  included),  to- 
gether with  all  cases  reported  to  the  health  de- 
partment, and  these  lists  compared  against  the 
complete  list  of  plasma  recipients. 

The  results  in  the  two  groups  of  cases  were 
as  follows: 


Group  I — Incidence  of  hepatitis  in  recipients 
of  plasma  and  whole  blood: 


Donor  Exposure 

Whole 

Plasma 

blood 

Recipients  

, .815 

3773 

2885 

Expired  

.284 

Believed  living  . 

.531 

Followed  

. .370 

3694 

1310 

4 cases  of  hepatitis 

Group  II  — Incidence  of  hepatitis  in  recipients 
of  plasma  only: 


“Trans.  Am.  Surg.  Assoc.  74:48-60  (Sept.)  1956. 


Donor  Exposure 

Whole 

Plasma 

blood 

Recipients  

.292 

3388 

0 

Expired  

. 95 

Believed  living  . 

.197 

Followed  

. 164  ' 

3290 

0 

No  cases  of  hepatitis 

In  summary,  it  was  pointed  out  that  Group 
I recipients  showed  the  incidence  of  hepatitis 
to  be  expected  from  their  exposure  to  whole 
blood;  while  Group  II  recipients  were  exposed 
to  81  per  cent  of  the  total  plasma  donor  popu- 
lation with  no  cases  of  hepatitis.  In  addition, 
'plasma  from  the  pools  used  in  the  Group  I cases 
contracting  hepatitis  were  given  to  45  other 
patients,  30  of  whom  could  be  followed.  None 
developed  hepatitis.  The  infectivity  of  untreated 
units  of  plasma  varies  from  about  7 to  22  per 
cent  in  pools  from  50  or  more  donors. 

Thus,  this  study,  for  the  first  time,  offers 
statistically  conclusive  evidence  that  storage  of 
plasma  for  six  months  or  more  at  room  tem- 
peratures has  eliminated  the  activity  of  the 
hepatitis  virus. 


LOCATION  OPPORTUNITIES 

ASHFORK  - Pop.  700  - North  centrally 
located  — Railroad  center  — Gontact  the 
Women’s  Glub,  Ashfork,  Arizona. 

BENSON  — Excellent  opportunity  for  GP 
— This  David-Benson  trade  area  has  about  5,000 
population  with  only  one  doctor  available.  Gon- 
tact Mrs.  Thomas  Allen,  Secretary,  Benson  Busi- 
ness Association,  Benson,  Arizona. 

GAMP  VERDE  — Located  in  the  heart  of 
a large  farming  and  ranching  area  on  the  Verde 
River.  Approximately  100  miles  north  of  Phoe- 
nix. Badly  in  need  of  a medical  doctor.  Gontact 
Ivy  N.  Moser,  R.N.,  Gamp  Verde,  Arizona. 

FLAGSTAFF  - Pop.  17,500  - Largest  city 
in  the  north  central  Arizona  trading  area.  One 
pediatrician  is  needed  (as  there  are  a number 
of  general  practitioners  who  would  gladly  refer 
work  to  him).  Excellent  opportunity  for  an  eye, 
ear,  nose,  and  throat  doctor.  Gontact  G.  Herbert 
Fredell,  M.D.,  Secretary,  Goconino  Gounty  Medi- 
cal Society. 

GILA  BEND  — Pop.  2,500  — 80  miles  west  of 
Phoenix  — Nearest  town  to  the  Painted  Rock 
Dam  Project  — Good  opportunity  for  general 
practitioner.  Gattle,  cotton  and  general  farming. 
Office  and  equipment  available.  $150  monthly 
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income  from  board  of  snper\isors.  Contact  Mrs. 
b F.  Allison,  Box  485,  Gila  Bend,  Arizona. 

LAS  CRUCES,  N.  M.  — In  south  central  part 
of  state  and  not  too  distant  from  El  Paso,  Texas. 
Population  is  approximately  22,000;  boasts  state 
college  and  White  Sands  proving  grounds.  Gen- 
eral hospital,  85  beds,  fully  accredited  and 
staffed  by  14  doctors.  Need  urologist,  anesthesi- 
ologist, and  obstetrician-gynecologist.  For  full 
details  write:  A.  M.  Babey,  M.D.,  President  of 
the  Staff,  250  West  Court  Street,  Las  Cruces, 
N.  M. 

MORENCI  — Mining  community  located  near 
New  Mexico-Arizona  border  — Pop.  10,000.  Has 
vacancy  at  hospital  for  GP.  Contact  Carl  H. 
Cans,  M.D.,  Morenci  Hospital,  Morenci,  Ari- 
zona. 

PAYSON  — Pop.  1,800  — Have  completed 
and  equipped  a new  clinic.  Are  badly  in  need 
of  a medical  doctor;  closest  medical  facilities 
are  80  miles  away.  For  further  information  con- 
tact Mr.  Walter  Surrett,  President,  Payson  Clinic, 
Payson,  Arizona. 

TUCSON  — The  VA  Hospital  has  two  vacan- 
cies at  the  present  time  — one  is  for  an  internist 
on  the  medical  service  and  the  other  is  for 
either  a general  or  thoracic  surgeon  on  the 
surgical  service.  State  license  is  necessary,  but 
not  necessarily  an  Arizona  license.  Contact  S. 
Netzer,  M.D.,  Director,  Professional  Service, 
VA  Hospital,  Tucson,  Arizona. 

YOUNGSTOWN  - Pop.  130  - Located  16 
miles  from  Phoenix,  four  miles  from  Peoria, 
one  and  a half  miles  from  El  Mirage,  one  mile 
from  Surprise,  each  a potential  field  of  practice. 
Most  residents  are  60  years  of  age  or  older 
and  are  in  need  of  medical  care.  Office  space 
is  currently  provided  at  no  rental.  A medical 
center  is  being  planned.  Interested  doctors  may 
contact  Mr.  Sid  Lambert,  Box  61,  Marionette, 
Arizona. 

YUMA  — Pop.  15,000  — Situated  in  the  south- 
west corner  of  the  state  on  the  Colorado  River 
— Semi-retired  medical  doctor,  possibly  a GP, 
may  work  part  time  or  full  time.  He  may  do 
his  own  surgical  procedures  or  may  call  upon 
local  surgeons  to  do  surgical  procedures.  If  he 
would  wish,  he  may  be  director  of  the  Yuma 
County  Health  Unit  which  is  an  administrative 
position.  Now  paying  $6,600  annually  for  a 
permanent,  part  time  physician.  However,  it 
could  be  revised  upward  considerably  if  he 
would  handle  his  own  surgery  and  the  health 


unit.  If  interested,  contact  Mr.  R.  L.  Odom, 
P.  O.  Box  1112,  Yuma,  Arizona. 

For  information  on  opportunities  in  the  field 
of  industrial  medicine,  contact: 

Harold  J.  Mills,  M.D.,  Phelps  Dodge  Hospital, 
Ajo,  Arizona. 

Carl  H.  Cans,  M.D.,  Phelps  Dodge  Hospital, 
Morenci,  Arizona. 

Ira  E.  Harris,  M.D.,  Aliami-Inspiration  Hos- 
pital, Miami,  Arizona. 

Charles  B.  Huestis,  M.D.,  Box  928,  Hayden, 
Arizona. 

H.  W.  Finke,  M.D.,  Magma  Copper  Company 
Hospital,  Superior,  Arizona. 

John  Edmonds,  M.D.,  Kennicott  Copper  Cor- 
poration Hospital,  Ray,  Arizona. 

LOCATION  INQUIRIES  RECEIVED 
DURING  MARCH  AND  APRIL  1957 

CYR,  GERALD  ARTHUR,  M.D.,  Route  151, 
Greenland,  N.  H.,  GP  wishes  to  locate  in  county 
or  state  governmental  institution.  Available  now. 

DUSKAS,  JAMES  J.,  M.D.,  1110  Oakmont 
Avenue,  Erie,  Pa.,  GS,  desires  assistant  or  as- 
sociate practice.  Available  now. 

HELFMAN,  RIGHARD  J.,  M.D.,  48  St.  Paul’s 
Place,  Brooklyn  26,  N.  Y.,  GP,  1956  graduate  of 
Ghicago  Medical  School.  Desires  general  prac- 
tice. Available  1959-1960. 

JOSEPH,  ROBERT  H.,  M.D.,  68  Kinley  Drive, 
Las  Vegas,  Nev.,  GP,  presently  serving  in  the 
U.  S.  Air  Force.  Desires  clinic,  assistant  or  as- 
sociate practice.  Available  July  1957. 

LARSON,  LEWIS  WILLIAM,  M.D.,  130 
South  Wheeler  Street,  St.  Paul  5,  Minn.,  I.  De- 
sires clinic  or  associate  practice.  Available  now. 

LAYON,  A.,  M.D.,  St.  Luke’s  Hospital,  Fargo, 
N.  D.,  ObG.  Gompleting  residency  in  obstetrics- 
gynecology.  Interested  in  clinic,  assistant,  or 
associate  practice.  Available  July  1,  1957. 

MILES,  MARILYN,  M.D.,  Kemmerer  Build- 
ing, Norton,  Va.,  Pd.  1950  graduate  of  Albany 
Medical  Gollege.  Available  now. 

NELSON,  WILLIAM  J.,  M.D.,  1315  Fourth 
Street,  Goronado,  Galif.,  GP.  1953  graduate  of 
University  of  Texas.  Presently  in  military  serv- 
ice. Prefers  general,  assistant  or  associate  prac- 
tice. Available  November  1957. 

ROBERTSON,  LEO  EUGENE,  M.D.,  26743 
Eldridge  Avenue,  Oakland,  Galif.,  GS.  1950 
graduate  of  University  of  Utah  Gollege  of  Medi- 
cine. Presently  in  U.  S.  Navy.  Prefers  clinic,  as- 
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sistant,  associate  or  industrial  practice.  Available 
July  1,  1957. 

STRICKLAND,  CHARLES  E.,  JR.,  M.D., 
2923  Wylie  Drive,  Dallas  35,  Tex.,  Path.  1951 
graduate  Southwestern  Medical  School.  Current- 
ly resident  physician  in  pathology.  Available 
July  1,  1957. 

TAVENNER,  MICHAEL  C.,  M.D.,  607  Medi- 
cal Arts  Building,  Norfolk  10,  Va.,  Pr.  Prefers 
clinic,  assistant  or  associate  practice.  Available 
now. 

THOMPSON,  ARTHUR  F„  M.D.,  509  West 
Arlight  Street,  Monterey  Park,  Calif.,  ObG. 
1951  graduate  of  Stanford  Medical  School.  Pre- 
fers small  clinic,  assistant  or  associate  practice. 
Available  January  1,  1958. 

WARNER,  J.  ROBERT,  M.D.,  615  A.C.  and 
W.  Squadron  APO  132,  New  York,  N.  Y.,  GP. 
1953  graduate  Georgetown  University  School  of 
Medicine.  Currently  completing  two  years  serv- 
ice in  U.  S.  Air  Force.  Prefers  general,  associate 
with  one  or  two  physicians.  Available  September 
1,  1957. 


AMERICAN  CANCER  SOCIETY 

The  AMERICAN  Cancer  Society  announces 
the  award  of  $4,636,651  for  research  to  243 
scientists  in  108  universities  and  medical  centers 
in  35  states  — an  all-time  record  for  the  society. 
The  grants  were  made  from  408  applications  for 
a total  of  $12,507,613. 

This  is  in  addition  to  a total  of  $3,000,350  in 
grants  to  46  research  centers  already  awarded 
during  the  current  fiscal  year.  In  all,  the  society 
is  this  year  devoting  $7,637,001  to  cancer  re- 
search. 

These  record-shattering  awards  were  made 
possible  by  the  success  of  the  soeiety’s  annual 
crusade  in  1956.  The  1957  campaign,  well  ahead 
of  last  year’s,  indicates  that  still  greater  funds 
will  be  made  available  for  research  during  the 
1958-59  fiscal  year. 

The  243  projects  and  fellowship  grants  were 
voted  by  the  executive  committee  of  the  soeiety’s 
board  of  directors.  They  are  the  first  to  be  ap- 
proved under  a new  granting  system  in  whieh 
committees  of  scientists  and  a researeh  advisory 
council  serve  the  soeiety  direetly.  Grants  are 
now  being  made  three  times  a year,  instead 
of  once  as  in  the  past. 

“In  the  44  years  of  its  existenee,”  Mefford 
R.  Runyon,  the  society’s  executive  vice  president 


said,  “the  society  has  seen  four  distinct  psycho- 
logical eras. 

“The  first  was  one  of  little  public  interest  or 
support.  Cancer  was  considered  incurable  and, 
in  some  circles,  a loathsome  disease.  Quacks  and 
charlatans  prospered  on  their  false  ‘cures,’  which 
frequently  were  more  painful  than  the  disease 
itself.  Only  a few  scientists  were  optimistic  or 
foolhardy  enough  to  enter  this  field  sO'  likely  to 
end  in  frustration  and  defeat. 

“The  second  stage  was  introdueed  by  a series 
of  intensive  publie  education  efforts  before 
World  War  II  which  aroused  much  public  and 
medical  interest  in  cancer  control.  Hopelessness 
began  to  yield. 

“We  entered  a third  stage  when  the  society 
enlisted  a growing  army  of  scientists  with  the 
promise  of  support  so  that  they  could  under- 
take and  continue  researeh  on  cancer,  using 
their  specialized  skills  and  employing  all  the 
wonderful  new  tools  — the  atomie  tracers,  elec- 
tron microscopes  and  other  devices  ^ which  a 
war-spawned  Age  of  Science  had  recently  pro- 
duced. Research  became  the  keystone  of  the 
effort  to  control  cancer;  and  we  began  a drive 
to  finanee  this  understaking.  We  also  worked 
with  eongress  to  induce  the  government  to  join 
us  in  the  fight.  These  efforts  were  eminently 
successful. 

“The  fourth  stage  now  is  beginning.  Research 
of  the  last  decade  has  given  us  an  enormous 
store  of  knowledge  about  the  fundamental  pro- 
cesses of  life  — life  in  health,  and  life  in  disease. 
It  has  provided  us  with  leads  to  the  chemical 
and  physical  causes  of  caneer  and  the  nature 
of  the  cancer  cell.  We  have  moved  from  the 
age  of  searcity  in  research  support  to  one  of 
moderate  plenty.  We  are  now  organized  so  that 
our  research  advisory  council  considers  our  total 
research  program  and  adjusts  our  support  to 
meet  the  needs  of  the  scientist. 

“There  is  no  way  of  telling  how  long  it  will 
take  to  control  human  cancer.  We  do  not  know 
yet  where  or  when  the  first  big  break-through 
will  take  place.  We  do  know,  however,  that 
never  before  have  the  prospeets  been  so  en- 
couraging.” 

Prominent  among  the  suspected  cancer-eaus- 
ing  agents  to  be  studied  are  viruses  and  vims- 
like  particles.  They  are  being  investigated  both 
from  the  viewpoint  of  physical  behavior  and 
chemical  composition,  especially  the  proteins  and 
nucleic  acids  which  comprise  them. 
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Considerable  research  will  be  undertaken  into 
the  chemistry  of  the  cancer  host.  Differences  in 
hormone  and  enzyme  production  in  normal  and 
cancerous  animals  and  people  will  be  sought; 
and  the  natural  immune  mechanisms,  which 
permit  cancer  to  grow  in  one  host  and  destroy 
cancer  in  another,  will  be  studied. 

The  grant  award  list  covers  a broad  field  of 
possible  chemical  and  physical  forms  of  treat- 
ment for  the  cancer  patient.  Among  the  agents 
under  study  are  tumor-destroying  viruses,  hor- 
mones ( including  pupation  hormone  which 
transforms  certain  wormlike  larvae  into  the  in- 
sect stage  of  their  development),  enzymes  and 
other  proteins,  nucleic  acid  derivatives,  and  a 
large  number  of  synthetic  chemicals. 

MEDICAL  SECRETARY 

T HE  KEY  to  improved  efficiency  in  a phy- 
sician’s office  may  be  in  the  hands  of  his  medical 
office  personnel,  a nationwide  survey  reveals. 
( Ideal  Knowledges,  Skills  and  Personal  Qualities 
of  Medical  Secretaries.) 

Are  medical  secretaries  and  assistants  properly 
trained  for  their  jobs?  Does  the  physieian-em- 
ployer  properly  delegate  duties  to  office  person- 
nel to  make  best  use  of  individual  skills  and 
training?  Are  there  tasks  which  the  physician 
should  assign  to  an  aide  in  order  to  give  him 
more  time  to  see  patients? 

These  are  some  of  the  questions  which  are 
answered  in  a study  conducted  last  year  to 
determine  the  ideal  knowledges,  skills  and  per- 
sonal qualities  of  medical  secretaries.  Conclu- 
sions were  based  on  mail -(questionnaire  infor- 
mation supqilied  by  aqiqiroximately  500  top-notch 
medical  secretaries  and  on  qiersonal  interviews 
with  qihysicians  and  business  educators.  The 
study  was  conducted  by  Harold  Mickelson, 
Northwest  Missouri  State  Teachers  College,  in 
co-oqieration  with  the  American  Medical  As- 
sociation. Mickelson  comq:)leted  the  study  in 
connection  with  his  work  toward  a doctor  of 
education  degree  at  Indiana  University. 

Mickelson  analyzed  those  activities  performed 
in  q^hysicians’  offiees,  classifying  them  into  three 
categories;  (1)  highly  technical  medical  activi- 
ties which  under  normal  conditions  only  a 
qihysician  can  perform;  (2)  semitechnical  medi- 
cal activities  which  may  be  qDerformed  satis- 
factorily by  medical  office  personnel  under  the 
supervision  of  the  physician,  and  (3)  business 
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office  activities  of  a routine  or  management 
nature  which  are  ideally  qierfbrmed  by  the  secre- 
tary or  aide. 

Mickelson  concludes  that  “physicians  are  not 
making  maximum  use  of  their  extensive  train- 
ing when  they  unnecessarily  perform  semi- 
technical medical  and  business  activities.”  To 
helqi  qihysicians  determine  what  responsibilities 
can  be  qnoperly  delegated  to  office  personnel, 
Mickelson  is  currently  qireqiaring  a system  for 
assigning  duties  which  will  be  furnished  by  AMA 
to  medical  societies. 

A highly  comqietent  secretary,  he  believes,  can 
relieve  a physician  of  performance  of  all  or 
nearly  all  business  — offiee  and  semitechnical 
medical  activities  connected  with  his  praetice. 
The  q:)hysician,  however,  still  remains  responsible 
for  suqiervision  of  these  activities. 

Physicians  interviewed  agree  with  Mickelson. 
One  doctor  exq^ressed  the  oqiinion  that  “there 
is  almost  no  eeiling  to  the  responsibility  that  an 
outstanding  secretary  can  take  over  for  a qihy- 
sieian.”  Another  said:  “There  is  no  practical 
way  to  q^ractice  medicine  today  without  a 
medical  secretary.”  The  eonsensus  was  that  it 
is  penny-wise  and  qiound-foolish  to  employ  an 
incompetent  aide. 

Where  can  girls  get  qDroqier  medieal  secretarial 
training?  What  kind  of  schools  should  offer 
training  to  medieal  aides?  Mickelson  believes 
training  should  be  at  the  post-high  sehool  level 
and  that  a four-year  college  degree  training 
qirogram  is  qireferable  to  a shorter  course. 

According  to  Mickelson,  only  sehools  with 
strong  business  training  and  strong  scienee  de- 
qiartments  ean  offer  the  kinds  of  courses  and 
the  (quality  of  training  that  is  desirable.  His  i| 
recommendations  for  course  content  inelude  de- 
veloq^ment  of  high-level  competency  in  all  gen-  i 
erally  acceqited  secretarial  skills,  business  office 
activities  peculiar  to  the  medieal  office,  and 
all  semitechnical  activities  ordinarily  performed 
by  qohysicians’  employees.  Semitechnical  activi- 
ties are  those  related  to  the  examination  or 
treatment  of  patients,  weighing  patients,  taking 
temqieratures  and  blood  pressures,  assisting  with 
minor  offiee  surgeiy  or  treatment  qirocedures, 
giving  certain  tyqoes  of  injections,  sterilizing  in- 
struments, and  condueting  some  laboratory’ 
tests,  such  as  urinalysis  and  simple  blood  tests. 

Students  also  must  develop  certain  personal 
(qualities  imqiortant  to  their  partieular  job  suc- 
cess. These  personal  equalities  were  listed  by 
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physicians  in  interviews  and  are  considered 
necessary  in  the  good  medical  secretary  or  aide. 
They  include:  pleasantness,  neatness,  ability  to 
get  along  with  people,  ability  to  use  the  tele- 
phone effectively,  intelligence,  politeness,  abil- 
ity to  keep  secrets,  interest  in  and  feeling  for 
people,  initiative,  honesty,  enthusiasm,  interest  in 
medical  work,  loyalty,  co-operation,  conserva- 
tism, pleasant  voice,  self-confidence,  ability  to 
make  decisions,  ability  to  instill  confidence, 
willingness  to  continue  to  learn  on  the  job, 
dependability,  patience,  aggressiveness  (must 
not  be  shy),  accuracy,  memory,  maturity,  and 
a sense  of  humor. 

On  the  basis  of  the  survey,  a number  of  steps 
which  medical  associations  and  medical  secre- 
tary-assistants groups  can  take  to  help  provide 
a greater  force  of  better-trained  aides  in  the 
future  are  suggested: 

1.  Encourage  schools  with  the  necessary  per- 
sonnel and  facilities  to  offer  high-quality  medical 
secretarial  training. 

2.  Recruit  high  school  graduates  for  high- 
quality  medical  secretarial  training. 

3.  Organize  or  assist  in  organizing  refresher 
courses  in  medical  office  administration  for  the 
employed  medical  secretary  and  assistant. 

4.  Persuade  individuals  currently  employed  as 
medical  secretaries  to  increase  their  effective- 
ness on  their  jobs  through  additional  training 
in  school  and/or  on  the  job. 

5.  Point  out  to  physicians  the  importance  of 
employing  well-qualified  medical  secretaries  and 
remunerating  them  adequately. 


DOCTOR  CONTRIBUTIONS  TO 
MEDICAL  SCHOOLS 

I. 

HE  AMERICAN  Medical  Education  Founda- 
tion reports  that  physicians  gave  well  over  $3 
million  to  medical  education  in  1956. 

The  AMEF  data  gives  a breakdown  of  phy- 
sician contributions  to  medical  education  last 
year.  For  the  first  time,  this  also  includes  infor- 
mation on  contributions  made  through  alumni 
campaigns.  The  report  showed: 

In  1956,  84,657  doctors  gave  a total  of 
$3,320,152.14  to  the  country’s  83  medical  schools. 
This  total  included  $1,072,727  given  through  the 
AMEF  by  39,892  doctors,  and  $2,247,425  given 
directly  to  the  medical  schools  by  44,765  doctors. 

The  AMEF’s  million-plus  contribution  is  to 
be  used  at  the  discretion  of  the  schools.  The  new 


information  shows  that  most  of  the  contributions 
made  through  alumni  campaigns  are  also  “un- 
marked,” that  is,  they  may  be  allocated  as  the 
deans  of  the  individual  schools  see  fit. 


BRITAIN'S  HEALTH  SERVICE  OF 
NO  VALUE  TO  EDEN 

W HILE  BRITIAN’S  National’s  Health  Service 
was  in  the  throes  of  a crisis,  Anthony  Eden  made 
a hurried  11,000-mile  trip  from  New  Zealand 
to  the  Lahey  Clinic  in  Boston  for  emergency 
medical  care. 

Apparently  the  former  British  prime  minister 
wanted  no  part  of  his  country’s  medicine,  which 
was  socialized  a decade  ago. 

It’s  the  second  time  he  has  sought  medical 
treatment  at  the  Lahey  Clinic.  He  underwent 
surgery  there  in  1953  to  correct  a bile  duct 
obstruction.  Mr.  Eden  is  now  suffering  from  a 
liver  ailment. 

Just  a few  weeks  before  his  trip  here,  Britain’s 
40,000  socialized  medicine  doctors  threatened  to 
strike  unless  the  government  quits  stalling  on 
their  demand  for  a 24  per  cent  increase  in  pay. 
The  matter  now  rests  with  a royal  commission 
which  is  to  make  a study  report  in  October. 

MEDICAL-LEGAL  SYMPOSIUM 

M ORE  THAN  1,200  doctors  and  lawyers  at- 
tended the  three  regional  1957  medico-legal 
symposiums  sponsored  by  the  committee  on 
medicolegal  problems  and  the  law  department 
of  the  A.M.A.  in  Atlanta,  Denver,  and  Phila- 
delphia. The  sessions  were  held  on  three  suc- 
cessive Fridays  and  Saturdays.  They  were  so 
successful  that  similar  sessions  are  already  being 
planned  for  1959  in  the  East,  Midwest,  and  the 
West. 

Dr.  Herman  A.  Heise,  Milwaukee,  opened  each 
symposium  with  a discussion  of  the  chemical 
tests  now  being  used  for  intoxication.  In  each 
of  the  cities,  his  talk  was  followed  by  a mock- 
trial  demonstration  in  which  a “drunken  driver” 
was  convicted  from  evidence  obtained  through 
a breath  test. 

The  second  day’s  session  in  each  city  featured 
a panel  discussion  on  “Trauma  and  Cancer,” 
followed  by  a lecture  on  “Medical  Expert  Testi- 
mony,” and  a final  question-and-answer  period. 

Dr.  David  B.  Allman,  A.M.A.  president-elect, 
outlined  four  areas  where  doctor-lawyer  co- 
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operation  is  needed:  The  briefing  and  use  of 
physicians  who  must  testify  in  court;  enactment 
of  a law  to-  provide  tax  deferments  for  the  self- 
employed  to  be  used  for  retirement  funds;  nar- 
cotics control  and  care  of  addicts,  and  develop- 
ment of  an  inter-professional  code  of  ethics  for 
the  two  professions. 

The  two-hour  mock-trial  demonstration  was 
supplemented  by  showing  of  “The  Medical 
Witness,”  a motion  picture  produced  by  the 
William  S.  Merrell  Company  in  co-operation 
with  the  A.M.A.  The  film  points  up  common 
mistakes  made  in  court  by  both  doctors  and 
lawyers. 

“Purpose  of  these  meetings,”  said  C.  Joseph 
Stetler,  director  of  the  A.M.A.  law  department, 
“is  to  insure  fair  settlement  of  cases  in  court 
which  require  medical  testimony.  Many  lawyers 
and  doctors  feel  that  a better  liaison  between 
the  two  professions  will  cut  down  immeasurably 
the  high  number  of  medicolegal  suits.” 


MECHANICAL  QUACKERY 

T 

I HIS  IS  a slide  film  with  sound  pointing  out 
some  of  the  devices  that  are  available  on  the 
American  market  and  a threat  to  health.  It  was 
prepared  by  the  American  Medical  Association 
for  viewing  by  professional  groups  and  by  the 
general  public.  Some  of  the  highlights  cover 
the  Pol-izer  which  was  advertised  as  a cure  for 
diabetes  and  dandruff;  the  Spectro-Chrome, 
numerous  radioactive  cure-alls,  a Depolaray 
which  was  alleged  to  be  good  for  more  than 
100  diseases,  and  the  Radioclast,  one  of  the 
more  elaborate  fakes  listed.  This  is  so  informa- 
tive, yet  non-technical,  that  it  is  suitable  for 
medical  meetings  or  teenagers. 

MEDICAL  TEACHING  MOTION 
PICTURES 

X HE  FOLLOWING  is  a new  list  of  medical 
teaching  motion  pictures  offered  by  the  Pfizer 
Professional  Service  Department: 

1.  Stress  and  the  adaptation  syndrome,  by 
Dr.  Hans  Selye  that  is  in  color  and  sound,  35 
minutes  in  length. 

2.  Dynamics  of  the  tubercle,  by  Drs.  Robert 
E.  Ebert  and  William  R.  Barclay;  color  and 
sound;  28  minutes  in  length. 

3.  Active  management  of  disability  in  the 
aged,  by  George  G.  Stoney  in  collaboration  with 


Drs.  Frederic  D.  Zeman  and  Leo  Dobrin;  black 
and  white,  40  minutes. 

4.  The  bronchopulmonary  segments.  Part  I: 
Anatomy  and  broncoscopy,  by  Dr.  Leo  L.  Lever- 
idge;  color  and  sound;  31  minutes. 

5.  Nephrosis  in  children,  produced  in  col- 
laboration with  Dr.  Robert  E.  Gooke;  color  and 
sound;  18  minutes. 

6.  The  antibiotics  and  terramycin;  color  and 
sound;  22  minutes. 


ARIZONA  BLUE  SHIELD 

T 

1 HE  NINTH  annual  meeting  of  Arizona  Blue 
Shield  was  held  in  Yuma  April  10  in  conjunction 
with  the  Arizona  Medical  Association  conven- 
tion. 

Newly-elected  officers  were:  Virgil  Toland, 
M.D.,  Phoenix,  president;  Noel  Smith,  M.D., 
Phoenix,  president-elect;  Florence  Yount,  M.D., 
Prescott,  vice  president;  Garl  A.  Holmes,  M.D., 
Phoenix,  secretary;  E.  N.  Holgate,  banker,  Phoe- 
nix, treasurer.  Dr.  Toland  succeeds  G.  Robert 
Barfoot,  M.D.,  Phoenix,  who  completed  his  teini 
as  president,  a term  that  saw  in-office  surgery, 
irayments  for  the  assistant  surgeon  and  a 
thoroughly  re-evaluated  schedule  of  surgical 
allowances  added  to  the  program. 

From  the  annual  report  came  some  illiuni- 
nating  and  interesting  facts.  For  example,  out 
of  an  income  of  $1,374,570.09,  $1,073,509.04  was 
used  as  payments  to  doctors  for  services  ren- 
dered Blue  Shield  members.  Actually  out  of 
each  dollar’s  income  for  1956,  to  break  it  down 
even  more,  nearly  85  cents  went  to  provide  for 
the  care  of  members,  past  and  future.  Since 
the  plan’s  inception  back  in  1948,  cumulative 
payments  to  doctors  have  amounted  to  $5,774,- 
285.04,  1956  marked  the  first  experience  where 
payments  went  over  the  million  dollar  mark  in 
one  year. 

The  five  procedures  accounting  for  almost  50 
per  cent  of  the  services  were  in  order:  Nonnal 
maternity,  T & A,  hysterectomy,  fractures  and 
appendectomy. 

Perhaps  the  most  dramatic  fact  is  the  growth 
of  the  plan.  In  1948  there  were  33,476  members. 
By  the  end  of  1956  there  were  139,893  members 
(that  figure  is  already  well  over  140,000  into 
1957). 

Dr.  David  Engle,  Tucson,  attended  the  Na- 
tional Blue  Shield  Professional  Gommittee  meet- 
ing in  Ghicago,  February  11-13.  Reports  indicate 
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t was  an  excellent  and  informative  session. 

EMERGENCY  MEDICAL  CARE 
CARD  — Connecticut 

i MEDICAL  “passport”  for  emergency  care 
s now  available  to  physicians  for  their  patients’ 
protection  in  the  event  of  an  accident.  Accord- 
ng  to  James  G.  Burch,  executive  secretary  of 
he  Connecticut  State  Medical  Society,  pre- 
iminary  tests  have  indicated  a high  degree  of 
icceptance  of  the  medical  information  card 
imong  both  physicians  and  patients. 

The  card  is  separated  into  three  sections  — 
vhen  folded,  it  can  easily  be  inserted  into  the 
dentification  section  of  a wallet.  One  portion 
)f  the  card  bears  a note  explaining  its  purpose 
ind  this  portion  can  be  detached  after  the  note 
s read.  The  other  two  portions  are  folded  so 
hat  personal  identity,  personal  description  and 
lame  of  family  doctor  appear  on  the  outside, 
nedical  information  on  the  inside.  As  the  copy 
points  out,  the  card  provides  information  in- 
tantly  — and  notations  about  physical  conditions 
iften  affect  the  manner  of  emergency  treatment 
'as  in  allergy  cases,  drug  sensitivities,  and  dia- 
petes ) . 

Cards  have  been  sent,  with  a cO'Ver  letter,  to 
physicians  in  test  areas  throughout  the  state, 
rhe  letter  explains  the  card’s  use  and  offers  ad- 
litional  quantities  for  distribution  by  doctors, 
'n  line  with  promotion  plans,  a suitcase  exhibit 
itled,  “An  Invitation  to  Protect  Your  Life”  has 
peen  placed  in  the  lobby  of  the  Yale  department 
pf  public  health,  school  of  medicine.  The  legend 
eads:  “Americans  go  everywhere  — cars,  trains, 
:hips  and  planes  transport  us  day  and  night, 
rhis  means  we’re  often  away  from  home.  And, 
f an  emergency  should  then  arise,  quick  in- 
ormation  might  be  needed  for  medical  care, 
rhe  emergency  medical  card  has  been  designed 
:o  meet  that  need.  Take  the  card  to  your  next 
physical  examination.  Your  doctor  will  be  glad 
;o  help  you  protect  your  health.” 

(We  could  profitably  adapt  this  for  use  in 
Arizona  — Editor.) 


POLICY  GUIDES  ON  PUBLICITY  — 
California  and  New  York 

LvEN  when  representatives  of  medical  so- 
cieties, hospitals  and  public  infoiination  media 
agree  on  methods  of  releasing  publicity,  there 


is  often  need  for  a written  statement  of  policy 
or  procedure. 

One  of  the  most  recent  policy  guides  is  a 
co-operative  effort  on  the  part  of  the  San  Fran- 
cisco Medical  Society  press  relations  committee 
and  the  San  Francisco  Hospital  Conference.  The 
guide  is  particularly  concerned  with  publicity 
emanating  from  hospitals  on  costs,  operation, 
equipment,  techniques  and  personnel.  One  por- 
tion of  the  guide  states  that  such  publicity  is 
desirable  “in  order  that  the  public  may  have 
the  fullest  possible  understanding  of  the  eco- 
nomics of  hospital  operations,  the  elements 
which  enter  into  the  rates  charged  for  hospital 
care  and  special  services,  and  the  place  of  hos- 
pitals in  the  health  care  of  the  community.” 

The  Medical  Society  of  the  State  of  New  York 
has  issued  a second  edition  of  its  “A  Guide  for 
Co-operation.”  This  policy  statement  is  divided 
into  three  sections  — one  concerning  the  release 
of  information  by  doctors,  another  concerning 
hospital  publicity  and  the  third  covering  the  use 
of  such  information  by  press-radio-TV.  Except 
for  a minor  change  in  context,  a new  letter  of 
acknowledgement,  and  a change  in  format  ( from 
5”  by  7”  size  to  that  of  a standard  business 
envelope),  the  12-page  booklet  contains  about 
the  same  basic  recommendations  as  previously. 

STATE  LEGAL  AFFAIRS  COMMITTEE 
DESCRIBED  IN  NEW  BOOKLET 

T HE  LEGAL  affairs  committee  of  the  Montana 
Medical  Association  has  published  an  outline 
of  its  aims  and  activities  in  an  eight-page  bro- 
chure entitled,  “Liability.”  Among  the  major 
purposes  of  the  committee  are:  To  advise,  on 
request,  members  of  the  association  when  they 
are  confronted  with  medicolegal  problems,  to 
review  medical  testimony,  to  co-operate  with  the 
association’s  mediation  and  publie  relations  com- 
mittees regarding  the  rights  of  the  public,  and 
to  co-operate  with  the  Montana  Bar  Association 
or  its  component  societies  in  medicolegal  mat- 
ters. 

In  a foreword  to  the  pamphlet,  Dr.  Louis  J. 
Began  wrote:  “In  the  final  analysis,  it  is  the 
physician  himself  who  is  responsible  for  the  con- 
tinuing existence  of  the  vicious  malpractice  situa- 
tion. . . . prevention  is  the  best  defense  against 
malpractice.”  Also  printed  in  “Liability”  are  23 
eommandments  developed  by  Dr.  Regan  as  a 
physician’s  guide  to  preventing  professional  lia- 
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bility  claims.  Copies  of  the  booklet,  “Liability,” 
may  be  obtained  from  L.  R.  Hegland,  Executive 
Secretary,  Montana  Medical  Association,  1236 
North  28th  St.,  P.  O.  Box  1692,  Billings,  Mont. 

THE  CLINICAL  MANAGEMENT  OF  VARICOSE  VEINS  by 
David  Woolfolk  Barrow,  M.D.  169  pages.  Illustrated.  (1957) 
Hoeber-Harper.  $6. 

Diagnosis,  therapy,  and  aftercare  are  ex- 
plicitly presented  from  extensive  personal  ex- 
perience. Discussion  of  theoretical  or  contro- 
versial points  is  limited  and  emphasis  is  put  on 
concise  and  graphic  accounts  of  therapeutic  pro- 
cedures. When  palliative  relief  is  the  only  re- 
course, the  author  explains  how  to  get  the  best 
possible  results. 

Stacey’s  Medical  Books,  San  Francisco 


MEDICAL  SUPPLY  DIRECTORY 


Arizona  Medical  Supply  Co.,  Inc. 

Phone  3-7581 

1027  E.  Broadway  — Tucson,  Arizona 
Verna  E.  Tocum,  Pres.  George  F.  Dyer,  V.  Pres. 
M.  O.  Kerfoot,  Sec. 


A COMPLETE  SURGICAL 
APPLIANCE  SERVICE  FOR 
YOUR  PATIENT 

Hospital  and  Home  calls  made  at  your  direction 
Rentals  of  Wheel  Chairs,  Walkers,  Crutches, 
etc.  — Supports  Fitted  Exactly  As  Prescribed 
Graduate  Men  & Women  Fitters 
Clean  Private  Fitting  Rooms 

Grove's  Surgical  Supports 
Store 

3123  N.  Central  Ave. 

3V2  blocks  north  of  Thomas  Rd. 

Phone  CR  4-5562 
PHOENIX,  ARIZONA 


^ jfuit4re  <.y^^eeiings 

Rocky  Mountain  Cancer  Conference 


PRELIMINARY  PROGRAM 

Wednesday,  July  10 
Morning  — Lincoln  Room 
9:30-11:45  — Symposium  on  Cancer  of  the 
Stomach;  Presiding,  Kenneth  C.  Sawyer,  M.D., 
Denver.  Participants:  L.  Henry  Garland,  M.D., 
San  Francisco;  Joseph  Bank,  M.D.,  Phoenix; 
Alton  Ochsner,  M.D.,  New  Orleans;  Joseph 
Cunningham,  M.D.,  Birmingham. 

12  noon  — Luncheon,  Round  Table  Discussion; 

Presiding,  Frank  B.  McGlone,  M.D.,  Denver. 
Afternoon  — Lincoln  Room  — Presiding,  Clinton 
S.  Lyter,  Colonel  M.C.,  Aurora. 

2-2:30  — Arthur  T.  Hertig,  M.D.,  Boston;  “Path- 
ology of  Ovarian  Tumors.” 

2:30-3  — Richard  H.  Overholt,  M.D.,  Boston; 
“Management  of  Benign  Intra-Thoracic  Le- 
sions.” 


3-3:30  — Alton  Oschner,  M.D.,  New  Orleans; 

“Cancer  of  the  Thyroid.” 

3:30-4  — Joseph  Bank,  M.D.,  Phoenix;  “Diag-' 
nostic  Problems  of  Cancer  of  the  Pancreas.” 
Evening  — Green  Gables  Country  Club 
6:30-7:30  — Cocktail  Hour. 

7:30  — Banquet;  Speaker,  Kenneth  McFarland,i 
Ph.D.,  Educational  Consultant  and  Lecturer, 
General  Motors  Corporation;  “Ropes  of  Gold.”l| 
10-12  — Dancing. 


Thursday,  July  11 
Morning  — Lincoln  Room 
9:30-11:45  — Symposium  on  Cancer  of  the  Lung;. 
Presiding,  Mordant  E.  Peck,  M.D.,  Denver. 
Participants:  Richard  H.  Overholt,  M.D.,  Bos- 
ton; L.  Henry  Garland,  M.D.,  San  Francisco;t 
Seymour  Farber,  M.D.,  San  Francisco;  Joseph) 
A.  Cunningham,  M.D.,  Birmingham. 

12  noon  — Luncheon,  Round  Table  Discussion; 

Presiding,  James  E.  Lewis,  M.D.,  Colo.  Springs. 
Afternoon  — Lincoln  Rooin  — Panel  on  Cytology; 
2-2:20  — Joseph  A.  Cunningham,  M.D.,  Birm- 
ingham. 

2:20-2:40  — Seymour  Farber,  M.D.,  San  Fran- 
cisco. 

2:40-3:10  — Arthur  T.  Hertig,  M.D.,  Boston; 

“Genesis  of  Cancer  of  the  Cervix.” 

3:10-3:30  — Questions  and  answer  period. 

For  additional  information,  contact  John  S. 
Bouslog,  M.D.,  Chairman,  Cancer  Conference, 
835  Republic  Building,  Denver  2,  Colo. 


FOOD  VALUES  in  fresh  MILK 


PERCENTAGE  OF  DAILY  NEEDS  CONTRIBUTED  BY  3 GLASSES  OF  MILK 

10%  20%  30%  40%  50%  60%  70%  80%  90%  100% 
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100% 


CALCIUM— 100%  day's  need 


PHOSPHORUS  — 54%  day's  need 


39% 


PROTEINS-39%  day's  need 
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78% 


RIBOFLAVIN -78%  day's  need 
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VITAMIN  A-24%  day's  need 
5% 

HIAMINE  — 15%  day's  need 
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CALORIES- 15%  day's  need 
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NRC  Allowances  For  Young  Adult  (Man)' 
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VITAMINS 

for  clear  skin 
^ good  eyesight 
and  general 
well  being 


> ENERGY 


AMERICAN  DAIRY  ASSOCIATION  OF  ARIZONA 


dedicated  to  the  health  of  Arizonans  people 
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IITH  GENERAL  ASSEMBLY 
WORLD  MEDICAL  ASSOCIATION 

T HE  FORTHCOMING  11th  General  Assembly 
is  to  be  held  in  Istanbul,  Turkey,  — the  world’s 
“oldest  and  newest  city”  — yon  are  confronted 
with  a tempting  opportunity  to  visit  all  the 
world  famous  centers  of  medical  lore  and  his- 
torical interest  between  the  Atlantic  and  the 
Bosporus.  The  dates  of  the  assembly  are  Seii- 
tember  29  to  October  5,  1957.  The  pre-registra- 
tion fee  of  $15  includes  your  attendance  at  the 
annual  dinner  and  an  excursion,  on  which  further 
information  will  be  available  later. 


THE  AMERICAN  COMMITTEE  ON 
MATERNAL  WELFARE,  INC. 

A COMPREHENSIVE  review  of  complete  ma- 
ternity care  will  be  presented  by  the  American 
Committee  on  Maternal  Welfare  at  the  Seventh 
American  Congress  on  Maternal  Care  (formerly 
known  as  the  American  Congress  on  Obstetrics 
and  Gynecology ) to  be  held  at  the  Palmer  House, 
Chicago,  July  8-12,  1957. 

The  five-day  congress  — under  the  leadership 
of  F.  Bayard  Carter,  M.D.,  professor  and  head 
of  the  Department  of  Obstetrics  and  Gyne- 
cology at  Duke  University,  Durham,  N.  C.,  and 
Samuel  B.  Kirkwood,  M.D.,  Commissioner  of 
Public  Health  for  the  Commonwealth  of  Mas- 
sauchusetts,  and  Professor  of  Maternal  Health  at 
Harvard  Medical  School  — will  present  topics 
dealing  with  the  interprofessional  approach  to 
maternal  and  infant  care.  The  program  com- 
mittee, composed  of  organizational  representa- 
tives from  obstetrics-gynecology,  general  practice, 
pediatrics,  anesthesiology,  nurse  anesthesia,  nurs- 
ing, nutrition,  public  health,  hospital  administra- 
tion, mental  hygiene,  and  social  service,  has  de- 
veloped a program  to  afford  maximum  oppor- 
tunity for  audience  participation. 

Speakers  and  registrants  at  the  panel  dis- 
cussions, luncheons,  round  tables,  breakfast  con- 
ferences and  laymen’s  forum  will  examine  and 
pursue  the  questions;  “What  is  complete  ma- 
ternity care?”  “Who  provides  it?”  “How  is  com- 
plete maternity  care  provided?” 

Many  of  the  4,000  expected  to  attend  are 
planning  to  combine  \'aluable  educational  ex- 
perience with  a vacation. 


Further  information  can  be  attained  by  writ- 
ing; The  American  Committee  on  Maternal  Wel- 
fare, 116  South  Michigan  Avenue,  Chicago  3,  111. 


ANNUAL  OTOLARYNGOLOGIC 
ASSEMBLY 

T HE  DEPARTMENT  of  Otolaryngology,  Uni- 
versity of  Illinois  College  of  Medicine,  an- 
nounces its  annual  assembly  in  otolaryngology 
from  September  30  through  October  6,  1957.  The 
assembly  will  consist  of  an  intensive  series  of 
lectures  and  panels  concerning  advancements 
in  otolaryngology,  and  evening  sessions  devoted 
to  surgical  anatomy  of  the  head  and  neck,  and 
histopathology  of  the  ear,  nose  and  throat. 

Interested  physicians  should  write  direct  to 
the  Department  of  Otolaryngology,  1853  West 
Polk  Street,  Chicago  12,  111. 


CONGRESS  OF  LEGAL  MEDICINE 

T 

1 HE  FIRST  American  congress  of  legal  medi- 
cine and  law-science  problems  to  be  conducted 
by  the  Law-Science  Institute  at  the  Hotel  Morri- 
son, Chicago,  Monday,  July  8 — Saturday,  July 
13,  1957  inclusive  and  Monday,  July  15  — Satur- 
day, July  20,  1957  inclusive,  with  aid  and  co- 
operation from  the  Law-Science  Academy  of  I 
America  and  the  Law-Science  Foundation  of  I 
America. 


ARIZONA  CANCER  SEMINAR, 
JANUARY  1958 

T 

1 HE  1958  meeting  of  the  Arizona  Cancer  Semi- 
nar will  be  held  at  the  Tucson  Inn,  Tucson, 
Arizona,  January  23,  24  and  25,  1958.  The  faculty 
consists  of  the  following  members; 

Dr.  A.  N.  Arneson,  gynecologist,  St.  Louis. 
Dr.  James  Barrett  Brown,  plastic  surgeon,  St. 
Louis. 

Dr.  Ross  Golden,  radiologist,  Los  Angeles. 

Dr.  C.  F.  Lehman,  dermatologist,  San  Antonio. 
Dr.  Ian  Mcdonald,  surgeon,  Los  Angeles. 

Dr.  Arthur  Purdy  Stout,  pathologist.  New 
York. 

Mr.  E.  Dale  Trout,  physicist.  General  Electric 
Corporation. 
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WE  CAN  NOW  OFFER 


LLOYDS  OF  LONDON  ACCIDENT  INSURANCE 

At  New  Low  Rates  Applicable  To 

PHYSICIANS,  SURGEONS  & DENTISTS 

And  Allied  Professional  Classifications 


Example:  $100,000.00  Accidental  Death  Benefit 
$500.00  Weekly  Indemnity 
Annual  Premium  $180.00  plus  tax 

(Holders  of  Pilot  License  somewhat  higher) 

No  Signed  Applications  Needed  — Just  Dial  AL  3-2196 

COLLINS,  HAGGARD  & REED 

"All  forms  of  Insurance  — Liability,  Malpractice,  Fire,  Physicians'  Floaters,  etc." 


Adams  Hotel 
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The  Case  History  in  this  discussion  is  selected 
from  the  Case  Records  of  the  Massachusetts  Gen- 
eral Hospital,  and  reprinted  from  the  New  England 
Journal  of  Medicine.  The  discussant  under  Differ- 
ential Diagnosis  is  a member  of  the  staff  of  the 
Massachusetts  - General  Hospital.  The  other  dis- 
cussants are  members  of  the  Phoenix  Clinical  Club. 


MASSACHUSETTS  GENERAL 
HOSPITAL 

PRESENTATION  OF  CASE  NO.  21 

History:  The  patient,  a 28-year-old  white  man, 
was  admitted  to  Birmingham  Veterans  Adminis- 
tration Hospital  on  March  23,  1950.  He  had 
been  in  good  health  until  February  1,  1950, 
when  he  developed  a severe  chest  cold  with 
cough  and  pain  in  the  chest  lasting  several 
days.  The  pain  then  settled  in  the  abdomen, 
lumbar  area,  in  the  neck  and  the  back  of  the 
head.  On  March  1,  1950,  he  was  admitted  to  a 
Pomona  hospital  for  two  days  where  a blood 
Wassermann  test  was  reported  negative,  but 
the  spinal  Wasserman  was  reported  positive. 
As  a result,  he  was  treated  with  5 million  units 
of  penicillin.  There  had  been  no  previous  his- 
tory of  a penile  lesion  or  of  positive  blood  test 
for  syphilis.  During  treatment,  the  patient  de- 
veloped weakness  of  the  legs  and  had  difficulty 
walking.  He  also  experienced  counter-clockwise 
\ertigo.  On  March  7,  1950,  he  was  admitted 
to  the  Los  Angeles  County  General  Hospital 
because  of  inability  to  swallow.  The  mouth  was 
pulled  to  the  right,  the  left  eyelid  would  not 
stay  open,  and  vision  in  the  left  eye  had  failed 
rapidly.  A spinal  tap  was  negative  for  syphilis 
and  acute  poliomyelitis.  During  16  days  at 
the  county  hospital  his  condition  became  pro- 
gressively worse,  and  four  days  before  transfer 
to  Birmingham  VA  Hospital  the  patient’s  left 
testicle  became  tender  and  swollen.  At  the  same 
time  he  developed  numbness  of  the  fingers  and 
toes. 

Past  history:  The  patient  had  mumps  bilateral- 
ly at  the  age  of  10.  Since  the  age  of  15,  he  had 
noted  several  soft  lumps  under  the  skin  of  the 
arms  and  legs.  Several  of  these,  diagnosed  as 
“fatty  tumors,”  were  removed  while  he  was  in 
the  navy. 


Physical  examination:  On  admission  to  Birm- 
ingham VA  Hospital,  the  patient  was  acutely  ill  i 
with  a temperature  of  99°  F.  He  showed  evi- 
dence of  marked  weight  loss,  dysarthria,  and 
lethargy,  but  he  was  mentally  oriented  and  co-  ! 
operative.  The  pharynx  was  slightly  red.  The 
lungs  were  clear  to  iiercussion  and  auscultation; 
no  rales  were  heard.  The  breath  sounds  were 
normal.  The  heart  was  of  normal  size;  the  rate 
was  120  and  regular.  Examination  of  the  abdo- 
men revealed  no  tenderness  or  abnormal  masses, 
and  the  liver  and  spleen  were  not  palpable.  The 
left  testicle  and  epididymis  was  extremely  tender 
and  swollen.  There  was  mild  tenderness  over 
the  seventh  throracic  spinous  process  and  in  the 
iliosacral  regions  bilaterally.  All  extremities  were 
markedly  emaciated,  particularly  the  legs.  There 
was  pes  cavus  of  the  right  foot.  There  was  a 
diffuse,  macular,  erythematous  rash  about  the 
neck  and  chest.  There  was  mild  enlargement  and 
tenderness  of  the  inguinal  lymph  nodes  bi- 
laterally. 

Neurologic  examination  (cranial  nerves):  The 
sense  of  smell  was  normal.  The  visiual  fields 
were  full  to  gross  testing.  Vision  was  grossly 
normal.  The  fundi  showed  blurring  of  the  disks 
bilaterally  without  measurable  elevation.  The 
retina  veins  were  full.  Bilateral  droop  of  the 
lids  was  a result  of  paresis  of  the  levator  pal- 
pebrae  muscles.  There  was  a paralysis  of  lateral 
gaze  with  the  right  eye  and  paresis  of  lateral 
gaze  in  the  left  eye.  Weakness  and  subjective 
double  vision  were  noted  on  looking  down  and 
center  with  both  eyes.  The  corneal  reflexes  were 
absent  bilaterally.  Hypesthesia  was  found  in  the 
second  and  third  divisions  of  the  trigeminal 
nerve  with  paresis  of  the  muscles  of  mastication 
bilaterally.  A complete  bilateral  peripheral  facial 
paralysis  was  present.  The  hearing  was  normal 
bilaterally.  The  palate  was  weak  on  elevation. 
The  patient  had  dysphagia  and  dsyphonia.  The 
, tongue  could  not  be  protruded  normally.  Sensory 
examination:  Bilateral  hypalgesia  without  hyp- 
esthesia was  present  from  C-2  through  C-7.  Pain, 
touch,  vibration,  and  position  senses  were  nor- 
mal in  the  lower  extremities.  Reflexes:  The  bi- 
ceps and  triceps  reflexes  were  hypoactive  and 
equal.  The  superficial  abdominal  reflexes  were 
present.  The  knee  and  ankle  jerks  were  1 plus. 
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There  were  no  pathologic  toe  or  finger  signs. 
The  Kernig  and  Brudzinski  signs  were  positive. 
Cerebellar  tests:  Bilateral  ataxia  and  dysmetria 
in  finger  to  nose  tests  were  demonstrated. 

Laboratorij  studies:  The  red  blood  count  on 
admission  was  4,250,000,  hemoglobin  11.8  gm., 
and  the  white  blood  count  8,700,  with  poly- 
morphonuclear leukocytes  61  per  cent,  lympho- 
cytes 36  per  cent,  monocytes  3 per  cent,  eosino- 
phils 0,  basophils  0,  and  blast  forms  0.  Spinal 
fluid  examination  showed  182  lymphocytes  with 
116  mg.  of  protein.  The  fluid  was  clear,  the 
pressure  and  dynamics  normal.  A portable  chest 
x-ray  at  60  inches  distance  showed  no  ab- 
normalities. 

Course  in  hospital:  Twenty-four  hours  after 
admission,  the  patient  began  to  run  a fever 
which  lasted  72  hours  with  the  temperature  up 
to  104°  F.,  on  two  occasions.  He  was  placed  on 
Aureomycin,  Chloromycetin,  and  Crystacyllin 
and  there  was  a drop  in  temperature.  The  patient 
was  seen  on  March  25,  1950,  by  Dr.  J.  M.  Niel- 
sen, senior  consultant  in  neurology,  who  made 
a diagnosis  of  meningoencephalomyelitis  of  viral 
origin.  The  patient  continued  to  improve  slowly 
but  began  to  have  periods  of  disorientation  and 
confusion.  His  appetite  remained  poor  and  his 
strength  very  weak.  On  April  1,  the  only  cranial 
nerve  involvement  noted  was  residual  weak- 
ness of  the  third  and  seventh  cranial  nerves 
bilaterally.  At  this  time  the  patient  de- 
veloped an  epididymitis  which  apparently 
responded  to  medication,  but  the  swell- 
ing in  the  epididymis  and  testicle  never  dis- 
appeared. All  antibiotics  were  stopped  at  this 
time.  The  patient  required  more  or  less  con- 
tinuous sedation  because  of  severe  low  back 
pain.  The  daily  fluid  intake  was  around  6,000 
cc.  and  the  output  5,000  cc.  This  was  explained 
by  presumed  involvement  of  the  hypothalamus. 
On  April  14  the  patient’s  hemoglobin  dropped 
to  9 gm.  and  the  persistent  anemia  became  more 
severe.  The  patient  received  1,000  cc.  of  whole 
blood.  He  remained  confused  although  he  was 
able  to  be  in  a wheelchair  for  part  of  the  day. 
The  patient  developed  exposure  keratitis  from 
incomplete  lid  closure  due  to  his  bilateral 
seventh  nerve  weakness. 

On  April  12  the  blood  eount  showed  3,250,000 
red  blood  cells,  hemoglobin  10.2  gm.  and  7,900 
white  blood  cells.  At  this  time  he  had  an  ab- 
normal differential  showing  46  per  cent  poly- 
morphonuclear leukocytes,  30  per  cent  lympho- 


cytes, and  22  per  cent  monocytes,  2 basophils. 

On  April  17,  1950  temperature  was  98°  F., 
pulse  88,  respirations  20.  The  patient  was  able 
to  swallow  better  and  was  placed  on  a soft 
diet.  On  April  25  he  was  again  seen  by  Dr. 
Nielsen,  who  found  marked  weakness  with  gen- 
eralized muscular  atrophy  including  the  face. 
The  sense  of  smell  and  visual  fields  were  nor- 
mal. Papilledema  was  present  and  there  was  a 
bilateral  sixth  nerve  weakness.  The  left  pupil 
was  dilated  and  reacted  sluggishly  to  light. 
There  was  recovery  of  sensation  in  the  face,  but 
the  patient  had  trouble  hearing  with  the  left 
ear.  The  face  was  completely  paralyzed  bilateral- 
ly with  a Bell’s  phenomenon.  All  deep  reflexes 
were  absent  and  a Babinski  sign  was  found  on 
the  left.  The  superficial  abdominal  reflexes  were 
present. 

On  May  6,  temperature  was  103°  F.,  pulse  120, 
respirations  14.  At  this  time  disassociated  move- 
ments of  the  eyes  developed  and  the  patient 
was  placed  in  an  oxygen  tent.  A Levine  tube 
was  introduced  into  the  stomach  because  of 
abdominal  distention.  On  the  same  evening  the 
temperature  was  103°  F.,  pulse  140  and  respira- 
tions 15.  Blood  pressure  was  120/80.  Papilledema 
was  present  with  retinal  hemorrhages.  For  the 
first  time  the  spleen  was  palpable  at  the  left 
costal  margin,  and  the  liver  two  fingerbreadths 
below  the  right  costal  margin.  Large  inguinal 
lymph  nodes  were  present  bilaterally.  Because 
of  the  lack  of  improvement,  a blood  count  was 
ordered  which  disclosed  the  unexpected  follow- 
ing findings:  the  total  white  count  was  240,000, 
and  a smear  disclosed  numerous  young  cells, 
probably  immature  myelocytes.  The  fluid  as- 
pirated from  the  Levine  tube  showed  evidence 
of  recent  bleeding.  The  stool  showed  the  pres- 
ence of  oecult  blood.  The  patient  began  to  bleed 
rapidly  following  attempted  venepunctures,  and 
large  areas  of  ecchymosis  developed.  The  red 
blood  count  was  3.7  million  and  the  hemoglobin 
10  gm.  Hematocrit  study  showed  one-fifth  of  the 
cells  to  be  white  blood  cells.  At  this  time  a 
diagnosis  of  myelogenous  leukemia  was  made 
and  the  patient  was  given  blood  transfusions. 

On  May  6,  the  total  white  count  was  278,000. 
The  patient  was  markedly  weak,  perspiring  pro- 
fusely, and  the  platelet  count  was  20,000.  A 
course  of  aminopterin  and  toluidine  blue  was 
given.  Within  24  hours  the  patient  developed 
visual  hallucinations  and  became  terminal,  dying 
that  evening.  ( The  laboratory  data  obtained  dur- 
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following  table. ) 

RBC  HKb.  WBC  Lymphs  Mono.  Eos.  Baso.  Blaa^. 

TTSs  TT78  STTOo  "S3  3B  TT  ~~S~  0“ 

Spinal  fluid  - 182  lymphocytes,  116  mg.  protein,  clear  fluid, 
nomol  pressure. 

4.92  14.6  8,750  54  36  4 6 1 0 

Spinal  fluid  - 28  lymphocytes,  130  ng.  protein,  clear  fluid, 
normal  dynamics. 

4.08  12.1  9,050  52  39  7 1 1 0 

3.25  10.0  7,900  46  30  22  0 2 0 

4.19  13.2  - - _ - - - 

3.82  12.1  - -----  - 

3.70  10,2  278,400  16  64  11  10  - 8 

5 stabs,  1 Juv.,  1 promyelocyte,  many 
unclassified  basket  cells. 

NPil  41  mg.  per  cont,  CO2  50  vol,  jC  (cqulv.  to  22.4  mEq/1) 
3.35  10.6  210,000  14  76  81  promyelocyte. 

22,000  platelets 

3.59  10  142,000  10  67  0 1 2 

3 promyelocytes,  1 blost. 

Case  History  for  Discussion 
CLINICAL  CLUB 
February  27,  1956 
Leslie  R.  Kober,  M.D. 

This  is  a rather  involved  three-page  clinical 
case  which  starts  out  as  a severe  chest  cold 
in  a 28-year-old  white  man,  in  which  we  are 
given  three  diagnoses  in  the  course  of  the  proto- 
col. First,  because  of  a positive  spinal  fluid 
Wassermann,  he  was  treated  for  syphilis  with 
5 million  units  of  penicillin,  although  no  other 
confirmative  evidence  seems  to  be  found.  Then, 
as  he  continues  to  develop  neuromuscular  in- 
dications of  progressive  disease,  we  are  given 
the  diagnosis  of  meningoencephalomyelitis  of 
viral  origin  by  a consulting  neurologist.  Finally, 
when  an  unexpected  leucocytosis  of  240,000  with 
numerous  immature  myelocytes  was  found,  we 
are  given  a diagnosis  of  myelogenous  leukemia. 
From  this  time  on  the  course  was  rapidly  termi- 
nated as  one  would  expect  with  an  acute  throm- 
bocytopenia and  leukemia  in  spite  of  treatment 
with  aminopterin  and  toluidine  blue. 

Our  problem  then  would  seem  to  be  to  try 
to  tie  all  these  diagnoses  together  and  come  up 
with  a simple  explanation.  I think  we  can  quickly 
dispose  of  the  syphilitic  diagnosis  by  saying  that 
there  was  no  supportive  evidence.  Although 
syphilis  can  mimic  almost  any  kind  of  disease 
and  might  be  considered  to  explain  this  whole 
picture  had  there  been  other  evidence.  We 
frequently  get  a false  positive  in  virus  infec- 
tions, and  the  statement  from  the  Los  Angeles 
County  General  Hospital  that  the  spinal  tap 
was  negative  for  syphilis  and  acute  poliomyelitis, 

I will  assume  to  be  correct. 

We  are  then  left  with  an  attempt  to  explain 
a case  of  viral  meningoencephalomyelitis  which 
terminated  in  acute  leukemia.  In  reading  and 
re-reading  this  case  numerous  times  it  has 
seemed  to  me  pretty  much  a waste  of  time  to 
try  carefully  to  locate  anatomically  each  of  the 


Date 

3/2VTO 

3/24/60 

3/27/60 

3/28/60 

4/4/60 

4/12/60 

4/18/60 

4/26/60 

6/6/60 


6/5/60 

5/6/50 

5/7/50 


neurological  findings,  and  here  again  I will  ac- 
cept the  diagnosis  of  a generalized  viral  infec- 
tion which  involves  the  spinal  cord,  meninges, 
and  the  brain  tissue  itself.  Also,  it  seems  rather 
hopeless  without  bone  marrow  studies  for  me 
to  come  up  with  anything  more  definite  in  the 
way  of  a definite  type  of  leukemia.  We  must 
first  however  mention  the  many  possibilities 
whieh  should  be  considered  and  then,  by  vari- 
ous processes  of  mental  telepathy  or  logic,  to 
try  to  come  up  with  some  sort  of  an  answer. 
This  involves  two  or  three  processes.  First,  one 
must  think  of  various  pathological  conditions 
such  as  syphilis,  TB,  lymphoma  of  the  Hodgin’s 
type,  myeloid  metaplasia,  lymphosarcoma,  reti- 
culum-cell sarcoma,  sarcoidosis,  carcinoma; 
collagen  diseases,  especially  lupus,  and  various 
mycotic  diseases  including  actinomycosis,  histo- 
plasmosis, moniliasis,  blastomycosis,  coccidioido- 
mycosis, torulosis,  aspergilosis,  and  strepto-thri- 
cosis;  and  for  good  measure  one  might  throw  in 
such  conditions  as  teratoma  (because  of  the 
genital  involvement)  and  infectious  mononucle- 
osis (because  of  the  22  per  cent  monocytes  on 
one  of  the  blood  counts). 

The  other  phase  of  determining  a Clinical 
Club  case  based  on  logic  rather  than  seientific 
fact  is  always  the  problem  of  “why  was  this 
case  picked?”  Secondly,  did  the  man  who  picked 
the  case  have  some  special  hobby  that  he  would 
like  to  point  up?  This  type  of  logic  would  leave 
Dr.  Warrenburg  completely  out  of  the  picture 
because  he  has  no  interest,  as  far  as  I can 
determine,  in  this  type  of  case.  While  Dr. 
Eisenbeiss,  although  more  definitely  interested 
in  surgical  lesions  in  the  brain,  might  occasional- 
ly pick  such  a case.  Dr.  White  has  a definite 
interest  in  leukemia,  poliomyelitis,  viral  infec- 
tions, and  I might  add,  infectious  mononucleosis. 
I cannot  rely  too  much  upon  this  type  of  logic 
for  a final  diagnosis,  although  I am  in  favor 
of  Dr.  White  having  picked  this  case. 

It  seems  to  me  that  some  generalized  process 
such  as  Hodgkin’s  or  lymphosarcoma  in  a young 
man  of  28  would  be  much  more  likely  than 
carcinoma  or  any  other  of  the  malignant  type 
of  lesions;  and  it  seems  possible  that  metastasis 
involving  the  bone  marrow,  brain,  spine,  etc., 
might  eventually  end  up  in  an  acute  leukemic 
condition.  However,  I do  not  see  how  it  is 
possible  to  make  such  a diagnosis  without  a 
microscopic  examination  of  some  of  the  tissue, 
ing  the  patient’s  illness  are  summarized  in  the 
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With  an  initially  normal  blood  count  and  dif- 
ferential, one  might  have  to  eonsider  aleukemic 
leukemia  with  early  infiltration  into  the  spine 
and  central  nervous  system,  or  some  such  rare 
condition  as  an  agnogenic  myeloid  metaplasia 
which  later  became  acute  and  developed  find- 
ings of  an  acute  leukemia. 

Isaacs  (Oxford  Medicine)  states,  “The  cause 
of  leukemia  in  man  is  not  known.”  He  goes  on 
to  say  that  “Among  the  theories  of  the  etiology- 
are  (a)  neoplastic  theory,  a type  of  cancer,  (b) 
a response  to  infection,  ( c ) a deficiency  disease, 
loss  of  control  of  hematopoietic  function.” 

He  also  states,  “Syphilis  is  not  a cause  of 
leukemia,  although  a few  cases  of  syphilis  have 
been  reported  with  a leukemoid  blood  picture.” 
Kaplan  (Cancer  Res.,  Sept.  1954)  believes  that 
“to  account  for  the  bulk  of  human  leukemias, 
it  would  be  necessary  to  widen  our  horizons 
beyond  such  agents  as  radiation  and  benzol  and 
to  look  with  suspicion  on  any  chemical,  drug,  or 
body  reaction,  such  as  hypersensitivity,  which  is 
capable  of  causing  severe  injury  to  hematopoietic 
tissues.”  He  further  states  that  “the  leukemias  do 
not  spring  abruptly  from  previously  normal  tis- 
sues, but  burst  into  flame,  as  it  were,  from  a 
smoldering,  pre-existent  hematopoietic  disorder 
of  varying  origin  and  morphology.” 

This  might  explain  our  case.  Assuming  we 
had  a beginning  virus  pneumonitis  which,  with 
the  aid  of  intensive  penicillin  therapy,  spread 
to  the  central  nervous  system  and  although  the 
meningoencephalomyelitis  symptoms  subsided 
with  some  residual  damage,  a latent  leukemic 
process  was  stimulated  suddenly  to  burst  into 
flame. 

In  looking  through  a few  volumes  of  Index 
Medicus,  I found  a few  interesting  titles: 
“Etiopathogenesis  of  leukemia;  virus  factor.” 
“Relation  between  reticulosarcoma  and  leu- 
kemia.” 

“Relationship  of  polycythemia  vera  to  leu- 
kemia.” 

“Lymphosarcoma  ending  in  leukemia.” 
“Primary  neoplasm  of  the  spleen  with  leu- 
kemia reaction.” 

“Experimental  meningoencephalitis  of  rabbit 
after  injection  of  post-filtration  leukemic  prod- 
ucts; presence  of  intracellular  bodies  in  brain.” 
“Infectious  origin  of  leukemia.” 

“Landry  syndrome  associated  with  leukemia.” 
“Report  of  a case  of  subacute  granulocytic 


leukemia  following  infectious  mononucleosis.” 

If  I had  had  time  to  read  all  these  and  digest 
them,  I still  might  never  have  come  up  with 
the  correct  answer,  but  at  least  they  stimulated 
some  thought  on  my  part.  The  ordinary  textbook 
on  medicine  begins  its  definition  of  acute  leu- 
kemia by  saying  “This  is  a rapidly  fatal  disease 
of  unknown  etiology  — 

In  view  of  the  few  titles  which  I have  just 
mentioned,  it  seems  unwise  however  not  to 
give  some  eonsideration  to  lymphosarcoma,  or 
Hodgkin’s  disease  with  a terminal  leukemia,  and 
also  to  consider  leukemic  infiltration  prior  to 
the  blood  picture.  Even  though  I know  Dr. 
White  is  interested  in  infectious  mononucleosis 
and  that  the  monocytes  were  high  on  several 
blood  counts,  I cannot  force  myself  to  accept 
this  diagnosis  unless  we  consider  it  as  part  of  a 
vital  infection. 

My  preference  for  diagnoses: 

(1)  Viral  pneumonitis,  with  meningoenceph- 
alomyelitis terminating  in  leukemia. 

(2)  Malignant  lymphoma  or  lympho-sarcoma 
with  tei-minal  leukemia. 

(3)  Syphilis. 

DISCUSSION 
O.  O.  Williams,  M.D. 

Since  I am  having  someone  do  my  work  for 
me  in  this  discussion.  I’ll  make  it  brief.  Even 
with  a long  review  and  evaluation,  my  answer 
would  probably  be  wrong.  However,  only  five 
years  separate  me  from  the  correct  diagnosis. 
In  1945,  I was  stationed  at  Rirmingham  General 
Hospital,  later  Birmingham  Veterans  Hospital. 
Had  this  patient  been  five  years  earlier  in  de- 
veloping his  disease,  or  I five  years  later  in 
leaving  the  hospital,  we  would  have  met  under 
unfortunate  circumstances  and  I might  have 
known  the  correct  diagnosis. 

All  symptoms,  signs,  and  laboratory  data  point 
to  a malignant  lymphoma  of  some  type.  For 
the  pathologist,  the  grouping  of  all  the  neo- 
plasms of  the  reticulo-endothelial  system  under 
the  general  heading  of  malignant  lymphoma  is 
very  convenient.  In  most  instances,  the  histo- 
logical pattern  may  determine  the  type,  but 
frequently  even  with  this  available,  one  has 
great  difficulty  in  differentiating  one  from  any 
of  the  others. 

The  general  term,  malignant  lymphoma,  in- 
cludes all  leukemias,  mycosis  fungoides,  lympho- 
sarcoma, leucosarcoma,  Hodgkin’s  disease,  reti- 
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culum  cell  sarcoma,  chloroma,  giant  follicle 
lymphoma,  and  plasma  cell  myeloma  and  leu- 
kemia. The  multiplicity  of  clinical  manifestations 
in  this  case  indicate  a generalized  disease  such  as 
leukemia  rather  than  more  local  involvement  as 
is  found  in  Hodgkin’s  disease,  follicular  lympho- 
blastoma, or  lymphosarcoma.  Many  of  the  symp- 
toms may  have  resulted  from  thrombosis  or 
hemorrhage  as  well  as  actual  neoplastic  in- 
vasion. I vaguely  remember  a somewhat  similar 
case  in  which  a diagnosis  of  myeloma  was  cor- 
rectly made.  This  case  also  reminds  me  of  a 
patient,  I believe  of  Les  Smith,  who  was  treated 
for  an  intractable  cold  and  virus  pneumonia  in 
Alaska  but  in  a few  weeks  was  found  to  have 
plasma  cell  myeloma. 

However,  a few  other  conditions  have  to  be 
considered.  There  is  a possibility  of  a leukemoid 
reaction.  This  occurs  in  many  diseases  such  as 
overwhelming  infections,  metastatic  neoplasms, 
particularly  lung  and  liver  cancer,  and  even 
without  a known  etiological  factor.  With  the 
e.xception  of  whooping  cough,  the  granulocytic 
series  of  white  eells  are  generally  involved.  The 
total  count  rarely  reaches  200,000  per  cumm. 
There  is  also  a possibility  of  myeloid  metaplasia. 
This  also  involves  the  granulocytic  cells  and  is 
usually  the  result  of  the  replacement  of  bone 
marrow  by  fibrosis  ( myleofibrosis,  bone  ( marble 
bone)  or  neoplasm.  Although  young  forms  are 
present,  the  total  count  usually  does  not  rise 
above  50,(X)0  per  cumm.  I cannot  see  either  of 
these  processes  in  this  case. 

I cannot  understand  why  this  case  was  diag- 
nosed myelogenous  leukemia,  since  the  inerease 
in  white  cells  was  lymphocytic  in  type.  Also 
basket  cells,  usually  degenerate  lymphoblasts, 
were  present.  This  indicates  a lymphocytic 
lymphoma.  It  is  true  that  micro-myeloblasts,  as 
is  found  in  some  acute  or  subacute  leukemias, 
resemble  lymphocytes  but  are  myeloblasts. 
However,  these  cells  contain  “Auer”  bodies,  and 
no  mention  is  made  of  such  finding. 

We  might  consider  other  cancer  cells  which 
might  be  mistaken  for  lymphocytes.  The  neuro- 
blastoma cell  of  neuroblastoma  of  the  adrenal 
gland,  retinoblastoma  and  neuroblastoma  of  the 
cerebellum  resemble  lymphocytes  both  in  smears 
and  in  sections.  These  tumors  usually  occur  in 
a younger  age  group.  Also  undifferentiated  eells 
of  tumors  of  the  respiratory  tract  such  as 
lymphoepithelioma  may  resemble  lymphoeytes.  I 


do  not  believe  it  is  either  of  these  conditions. 

One  also  has  to  eonsider  fungi  which  might 
resemble  lymphocytes.  Yeast  ( Monilia ) and 
torula  could  be  mistaken  for  lymphocytes.  How- 
ever, this  ease  does  not  resemble  an  infection 
as  such.  Also,  in  these  eases,  while  the  spinal 
fluid  might  show  an  increase  in  cells,  the 
peripheral  blood  cells  should  not  necessarily 
be  increased.  Blastomycosis  also  could  be  con- 
sidered, to  be  disearded  because  of  the  more 
chronic  course  in  this  disease  and  the  marked 
increase  of  leukocytes. 

Having  deeided  on  malignant  lymphoma  as 
the  most  likely  diagnosis,  the  problem  seems  to 
be  one  of  identification  of  the  type.  A skin 
biopsy,  bone  marrow  studies,  biopsy  of  a lymph 
node  and  .x-ray  of  flat  bones  are  indicated.  With 
the  aid  of  one  or  all  of  these.  I am  sure  a 
reasonably  correct  diagnosis  could  be  made. 
Protein  studies  with  A/G  ratio  might  help  to 
rule  in  or  out  plasma  cell  myeloma.  In  this 
disease,  especially  the  rapidly  progressive  leu- 
kemic type,  anemia  would  be  more  marked  and 
rapidly  progressive.  Hodgkin’s  disease,  except- 
ing Hodgkin’s  sarcoma,  would  appear  locally 
first  and  not  show  an  increased  white  blood 
count.  Hodgkin’s  sarcoma  and  reticulum  cell 
sarcoma  would  be  an  acute  but  not  likely 
cause  of  an  increase  in  cells.  Monocytic  leu- 
kemia of  an  acute  type  might  cause  all  the 
symptoms  and  signs  of  this  patient,  but  the 
white  count  usually  does  not  go  beyond  40,000 
to  50,000.  Follicular  lymphoma  is  more  chronic 
in  character,  usually  lasting  for  years.  Like-  , 
wise,  mycosis  fungoides  is  slowly  progressive 
with  skin  lesions  predating  the  leukemic  blood 
picture.  Lymphosarcoma,  called  leucosarcoma 
when  associated  with  increased  white  blood 
cells  in  the  peripheral  blood,  is  somewhat  more 
chronic  in  character  than  present  in  this  case,  j 

The  differentiation  would  seem  to  be  be-  ' 
tween  myelogenous  and  lymphatie  leukemia.  • 
While  I have  discussed  this  ease  in  a general 
way  with  little  reference  to  specifie  symptoms, 
however,  the  elinical  eourse  is  one  of  an  acute 
or  at  least  subacute  disseminated  process  in 
spite  of  a smear  showing  in  general  mature 
eells.  The  testieular  tenderness  and  swelling  is 
not  too  uncommon  in  leukemia,  but  I believe  is  ! 
found  more  eommonly  in  lymphatie  leukemia. 
The  appearance  of  lymph  nodes  would  likewise 
suggest  lymphatic  leukemia  as  they  would  oecur 
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late  if  at  all  in  acute  myelogenous  leukemia.  The 
cytological  studies,  if  accurate,  show  a fairly 
rapid  increase  in  the  lymphocytic  series  of  cells. 
The  immature  granulocytes  may  be  the  result 
of  bone  marrow  replacement  by  lymphoma 
cells.  All  the  neurological  signs  as  well  as  spinal 
fluid  findings  indicate  a diffuse  lymphoma.  The 
liver  and  splenic  enlargement  could  be  present 
in  any  of  the  lymphomas  or,  if  this  is  a case 
of  myeloma,  could  be  due  to  amyloid. 

However  much  I would  like  to  call  this  plasma 
cell  leukemia,  all  the  data,  clinical  and  labora- 
tory point  to  a lymphatic  leukemia,  acute  in 
type  with  some  unusual  clinical  findings. 

Therefore,  my  diagnosis  is  malignant  lympho- 
ma ( an  all-inclusive  term ) , probably  acute 
lymphatic  leukemia. 

DISCUSSION 

DR.  C.  W.  OLSEN  (senior  consultant  in 
neurology ) : The  history  on  admissions  was  that 
of  the  invasive  stage  of  an  infectious  illness,  fol- 
lowed by  polyneuritis,  meningitis,  and  enceph- 
alomyelitis. The  possibility  of  syphilis  was 
fairly  well  excluded.  A history  of  mumps  at 
age  10  made  epidemic  parotitis  unlikely,  in  spite 
of  epididymo-orchitis.  However,  the  testicular 
infection  might  well  be  due  to  retention  of 
urine. 

The  blood  count  on  March  8 showed  stimu- 
lation of  leukocytic  elements,  with  a fairly  even 
distribution  except  for  some  relative  increase 
in  monocytes.  The  spinal  fluid  on  that  date 
showed  evidence  of  meningeal  irritation  and  in- 
creased intracranial  pressure.  The  finding  of 
subcutaneous  nodules  brought  in  a suspicion  of 
neurofibromatosis . 

■ Enlargement  of  inguinal  lymph  nodes  in  the 
j absence  of  tributary  infection  should  arouse 
(suspicion  of  general  lymphoid  stimulation.  (The 
(lymphatic  drainage  of  the  testes  is  toward  pelvic 
rather  than  inguinal  nodes.) 

The  neurologic  findings  are  more  suggestive 
of  a diffuse  or  disseminated  reaction  rather  than 
any  single  focus  of  disease.  Recheck  of  the  spinal 
fluid  on  March  24  and  28  showed  an  increase  in 
the  cell  count  with  persistence  of  increased  pro- 
tein. A remarkable  change  in  the  leukocyte 
count  is  suggested  by  comparison  of  the  March 
reports  with  those  in  May,  and  the  predominant 
increase  in  lymphocytes  is  consistent  with  lym- 
phoid leukemia,  especially  considering  the 
splenomegaly  and  increasing  lymphadenopathy. 


Meanwhile  the  evidences  of  involvement  of  the 
central  nervous  system  altered  a little  and  hal- 
lucinations were  reported.  Several  agglutinations 
for  specific  viruses  were  negative.  Antibiotics 
were  administered,  but  without  evident  benefit. 

In  retrospect,  this  case  is  one  of  lymphoid 
leukemia  with  early  neurologic  symptoms.  In- 
fectious mononucleosis  must  be  considered  in 
differential  diagnos'is. 

In  neurologic  practice,  as  contrasted  with  gen- 
eral practice,  leukemia  commonly  has  neurologic 
complications.  The  interesting  thing  in  this  case 
is  that  the  nervous  symptoms  cannot  be  fully 
explained  by  such  characteristic  lesions  of  leu- 
kemia as  leukocytosis,  cellular  infiltration,  throm- 
bosis, and  hemorrhage.  This  raises  the  question  of 
the  presence  of  a neurotoxin  or  neurotropic 
virus  associated  with  some  leukemias,  that  is, 
an  agent  noxious  to  the  nervous  system  as  well 
as  to  the  hemopoietic  system.  The  neurologic 
complications  of  infectious  mononucleosis  repre- 
sent such  a relationship. 

NECROPSY  REPORT 

DR.  B.  E.  KONWALER:  The  body  was  that 
of  a somewhat  cachetic  but  otherwise  normally 
developed  white  male  who  appeared  to  be 
about  30  years  of  age.  The  important  findings 
on  external  examination  were;  first,  the  presence 
of  a few  cervical  lymph  nodes  which  were 
palpable  externally;  second,  the  presence  of  a 
number  of  petechiae,  especially  over  the  ex- 
tremities and  over  the  anterior  chest;  and  third, 
the  definitely  enlarged  liver  and  spleen  which 
were  readily  palpable  below  the  costal  margins. 
On  opening  the  thorax,  a large  greyish-white, 
firm  mass  was  seen  in  the  anterior  mediastinum. 
The  mass  measured  approximately  7x5x4  cm. 
and  partially  encircled  the  trachea,  but  did  not 
significantly  narrow  the  lumen  of  the  trachea. 
The  mass  extended  superiorly  to  surround  some 
of  the  major  vessels  at  the  base  of  the  neck,  but 
here  again  the  lumens  of  vessels  were  not  sig- 
nificantly narrowed.  The  parietal  pleura  in  both 
pleural  spaces  contained  a few  nodules,  greyish- 
white  to  light  pink  in  appearance  and  of  rather 
firm  consistency.  On  cut  sections,  these  nodules 
had  approximately  the  same  color  as  the  mass 
just  described  in  the  mediastinum. 

The  heart  was  not  enlarged,  weighing  only 
250  gm.  In  the  midportion  of  the  interventricular 
septum,  mainly  in  the  anterior  half,  there  was 
seen  a I cm.  greyish-white  nodule.  This  nodule 
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was  quite  firm  and  again  had  the  appearance 
of  the  tumor  nodules  described  previously.  The 
endocardium  had  a smooth,  glistening,  white 
appearance.  The  valve  measurements  were  all 
within  normal  limits  and  there  was  no  sig- 
nificant atherosclerosis  of  the  coronary  vessels. 

Both  lungs  were  somewhat  wet  and  boggy, 
the  right  weighing  700  gm.  and  the  left  750  gm. 
On  pressure  of  the  lungs,  fluid  exuded  readily 
from  the  cut  surfaces.  The  liver  was  considerably 
enlarged,  weighing  2,700  gm.  The  cut  surface 
had  a deep  brown  color  and  scattered  through- 
out were  a number  of  small,  greyish,  white 
nodules.  The  bile  ducts  including  the  hepatic 
and  common  bile  ducts  were  markedly  dilated 
and  filled  with  thin,  green  bile.  Tumor  tissue 
extended  into  and  surrounded  the  common 
bile  duct  narrowing  the  duct  and  in  one  area 
apparently  completely  obstructed  the  lumen. 
The  gallbladder  wall  was  similarly  involved,  and 
several  large  plaques  of  greyish-white  tumor 
tissue  were  seen  in  the  thickened  wall.  The 
lumen  of  the  gallbladder  was  filled  with  thin, 
green  bile. 

The  pancreas  was  surrounded  by  a mass  of 
lymph  nodes  which  was  fairmly  attached  to  it; 
it  was  not  possible  to  differentiate  pancreatic 
tissue  from  lymphoid  tissue  readily  on  gross 
examination.  The  entire  pancreas  appeared  to 
be  replaced  by  greyish- white  tumor  tissue.  Very 
little  normal  coloring  or  pattern  to  suggest  pan- 
creatic tissue  was  seen. 

The  spleen  weighed  1,500  gm.  Here  again, 
the  cut  surface  did  not  resemble  spleen  at 
all  but  had  a homogenous  paste-like  appearance 
with  numerous  areas  of  softening. 

The  gastrointestinal  tract  showed  grossly  no 
definite  plaques  of  tumor  tissue  within  the 
wall,  although  the  wall  was  somewhat  firmer 
than  usual. 

The  kidneys  together  weighed  350  gm.  and 
the  cut  surfaces  showed  numerous  nodules  of 
greyish-white  tumor  tissue  in  the  cortex  and 
some  in  the  medulla.  The  nodules  varied  in 
size  from  1 to  2 cm.  The  left  ureter  was 
surrounded  and  partially  compressed  by  nodules 
of  tumor  tissue,  but  there  was  no  apparent  in- 
terference with  urinary  flow  in  this  ureter  since 
the  ureter  was  not  dilated  above  the  site  of 
compression. 

The  lymph  nodes  over  the  entire  body  were 


markedly  enlarged.  Large  masses  of  lymph  nodes 
were  found  in  the  mesentery  and  retroperitoneal 
areas.  On  cut  section  the  lymph  nodes  all  showed 
a greyish-white  appearance  resembling  the 
tumor  tissue  described  elsewhere. 

Bone  marrow  samples  removed  from  the 
sternum,  the  vertebra,  and  from  the  upper  por- 
tion of  the  right  femur  all  showed  apparent 
cellular  infiltrations  and  had  a greyish-red 
appearance. 

Microscopically,  all  of  the  tumor  tissue  showed 
a very  similar  cellular  pattern.  Neoplastic  cells 
consisted  of  undifferentiated  leukemic  cells 
measuring  from  15  to  20  micra  in  diameter  and 
having  a very  scant  rim  of  cytoplasm,  or  in 
some  cells  no  cytoplasm  at  all.  The  nuclei  had 
definite  nuclear  membranes  and  the  nuclear 
chromatin  tended  to  form  small  knots.  Most  of 
the  nuclei  were  fairly  round  in  shape,  although 
occasionally  a lobulated  nucleus  was  seen.  The 
infiltrates  in  the  kidney,  pancreas,  spleen,  liver, 
heart,  and  bone  marrow  were  very  extensive.  In 
the  kidney  most  of  the  cortex  was  replaced  by 
leukemic  infiltrate  and  the  glomeruli  and  tubules 
were,  for  the  most  part,  destroyed.  Similarly,  in 
the  pancreas  most  of  the  pancreatic  tissue  was 
destroyed  by  the  extensive  leukemic  infiltration. 
The  same  was  tme  for  most  of  the  other  organs. 
Although  grossly  no  definite  infiltrates  had  been 
noted  in  the  gastrointestinal  tract,  on  microscopic 
section  every  section  studied  showed  infiltra- 
tion by  leukemia  cells.  Similarly,  the  genito- 
urinary system  showed  leukemic  infiltrates  in 
all  sections  studied,  including  testicles  and  pros- 
tate. Sections  of  the  bone  marrow  from  the 
sternum,  spine,  and  femur  all  showed  replace- 
ment of  the  normal  bone  marrow  by  solid  sheets 
of  leukemic  cells.  It  was  felt  that  this  should  be 
classified  as  a stem-cell  leukemia  with  very  ex- 
tensive visceral  infiltration. 

DR.  J.  S.  BERRYMAN:  Examination  of  the 
brain  after  fixation  in  formalin  showed  general- 
ized congestion  of  all  superficial  vessels,  with 
a small  angiomatous  malformation  in  the  left 
cerebellopontine  angle.  There  was  moderate 
opticochiasmatic  arachnoiditis.  There  were  no 
gross  areas  of  softening.  The  cranial  nerves  at 
the  base  of  the  brain  were  present  and  intact. 
The  blood  vessels  at  the  base  of  the  brain  were 
normal.  Sections  through  the  brain  showed  gen- 
eralized cerebral  edema,  with  narrowing  of  the 
sulci  and  broadening  of  the  gyri.  There  was 
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evidence  of  congestion  throughout  the  white 
and  grey  matter.  Congestion  was  also  noted  in 
the  basal  ganglia  and  thalamus.  The  third  ven- 
triele  was  slightly  dilated.  The  substantia  nigra 
and  red  nueleus  eould  be  identified  grossly,  and 
the  only  lesion  noted  was  congestion.  Sections 
through  the  level  of  the  third  nerve  nueleus 
showed  no  gross  lesions.  The  brain  stem  was 
rather  soft  due  to  poor  fixation.  There  was  a 
definite  tonsillar  herniation  bilaterally  but  no 
evidence  of  pressure  exerted  on  the  medulla. 
Serial  sections  from  the  brain  stem  down  to  the 
spinal  cord  disclosed  only  intense  congestion  in 
the  grey  matter  and  to  a lesser  degree  of  the 
white  matter.  No  gross  areas  of  softening  could 
be  identified. 

Microscopic:  Hematoxylin  and  eosin  stained 
sections  of  the  occipital  and  frontal  cortex  dis- 
closed round  cell  tumor  infiltration  in  the  lep- 
tomeninges  and  in  the  perivascular  spaces  of 
the  eortex  and  white  matter.  There  were  up  to 
five  layers  of  cells  surrounding  some  of  these 
vessels,  partieularly  in  the  white  matter.  The 
vertebral  artery  showed  heavy  infiltration  of 
the  adventitia.  There  was  no  direet  invasion  of 
the  cortex  or  white  matter.  These  cells  making 
up  the  exudate  in  the  perivascular  spaces  were 
round,  small,  dark-stained  cells  consisting  almost 
entirely  of  nucleus  with  little  or  no  cytoplasm. 
They  appeared  to  be  immature  white  blood 
cells.  There  was  some  early  organization  by 
fibroblasts.  Mitotic  figures  were  evident.  The 
architecture  of  the  cortex  and  individual  neurons 
was  normal. 

A section  through  the  midbrain  at  the  level 
of  the  red  nucleus  and  substantia  nigra  showed 
the  lining  of  the  aqueduct  to  be  normal.  There 
was  marked  thickening  of  the  leptomeninges 
in  the  interpeduncular  fossa  with  extensive  in- 
filtration of  the  third  nerve  fibers  by  tumor 
cells.  This  infiltrate  continued  into  the  sub- 
stance of  the  brain  stem  on  the  medial  aspect 
of  the  cerebral  peduncles  in  the  form  of  a 
perivascular  extension.  The  neurons  of  the  sub- 
stantia nigra,  red  nucleus,  and  reticular  forma- 
tion of  the  brain  stem  were  normal.  The  mesen- 
cephalic tegmental  nuclei  showed  some  decrease 
in  the  number  of  neurons  and  evidence  of 
atrophy  with  shrinkage.  A section  through  the 
mid-pons  showed  very  little  infiltration  of  the 
leptomeninges.  All  perivascular  spaces  in  the 
basilar  and  tegmental  portion  of  the  pons  showed 


collections  of  tumor  cells.  The  pontine  tegmental 
nuclei  appeared  normal.  The  neurons  of  the 
sixth  cranial  nerve  nucleus  showed  altered  stain- 
ing reactions  with  pyknotic  nucleoli  and  edema 
of  the  neurons.  There  were  occasional  nerve 
cells  showing  sclerosis.  Tigrolysis  was  evident. 
Sections  through  the  fifth  cranial  nerve  nuclei 
showed  poor  staining  of  the  neurons  and  tigro- 
lysis. Many  of  the  large  neurons  of  the  reticular 
formation  showed  poor  staining  with  dissolution 
of  their  nuclei.  Sections  through  the  middle  of 
the  medulla  at  the  level  of  the  inferior  olivary 
nucleus  showed  the  previously  mentioned  ex- 
tension into  the  leptomeninges,  and  infiltration 
of  the  eighth  and  ninth  cranial  nerves.  There 
were  numerous  perivascular  hemorrhages  in  the 
medullary  tegmentum.  The  tegmental  nuclei 
were  well  preserved  except  for  altered  staining 
reactions.  All  blood  vessels  were  congested.  The 
seventh  nerve  nucleus  was  identified,  and  the 
neurons  showed  nothing  more  than  central 
chromatolysis.  Sections  through  the  lower  me- 
dulla including  the  12th  nerve  nucleus  showed 
evidence  of  central  tigrolysis  of  the  neurons. 
Sections  through  the  upper  cervical  spinal  cord 
showed  normal  anterior  horn  cells,  and  collec- 
tions of  tumor  cells  in  the  leptomeninges. 

N europathologic  diagnosis:  Leukemic  infiltra- 
tion of  the  perivascular  spaces  and  cranial  nerves 
of  the  brain,  with  secondary  central  chroma- 
tolysis of  the  corresponding  neurons. 

SUMMARY  AND  CLINICAL  DISCUSSION 

This  is  a case  of  a 28-year-old  white  man 
who  presented  himself  with  symptoms  chiefly 
indicative  of  involvement  of  the  nervous  sys- 
tem. On  March  14,  1950,  a blood  count  had 
revealed  20,000  white  blood  cells  with  a dif- 
ferential in  which  13  monocytes  and  34  lympho- 
cytes were  seen  in  100  counted  cells.  At  that 
time  the  patient  also  had  a hemoglobin  of  12.5 
gm.  In  view  of  this  rather  indefinite  blood 
picture,  the  possibility  of  a blood  dyscrasia  was 
not  considered.  Terminally,  however,  the  pa- 
tient definitely  developed  a leukemic  blood 
picture  with  white  counts  running  as  high  as 
240,000  and  classical  sternal  marrow  studies 
indicative  of  an  aSute  leukemia,  undifferentiated, 
and  of  a stem-cell  type.  At  necropsy  the  patient 
showed  very  extensive  visceral  involvement  of 
every  organ  in  the  body  with  the  exception  of 
the  thyroid  and  adrenal  glands. 
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Report  of  the  President  of  the 
Woman's  Auxiliary  to  the 
Arizona  Medical  Association 
1956-1957 

A S PRESIDENT  of  the  Woman’s  Auxiliary  to 
the  Arizona  Medical  Association,  I am  pleased 
to  report  the  following  work  done  by  the  aux- 
iliary members  of  this  state  since  the  last 
state  convention. 

Four  of  our  six  organized  counties,  by  means 
of  door  prizes  at  each  meeting,  memorial  cards, 
and  a white  elephant  sale,  have  raised  funds 
for  the  American  Medical  Education  Fund 
amounting  to  $532. 

Today’s  Health  magazine  has  again  been  a 
shining  light  in  our  accomplishments  with  every 
county  as  well  as  members-at-large  participating. 
We  sold  433  subscriptions  plus  an  allowance 
for  free  8-month  subscriptions  which  the  editors 
are  giving  doctors  in  Arizona  who  do  not  now 
subscribe,  in  deference  to  our  high  record  in 
the  past.  Later  we  are  to  follow  up  on  these 
subscriptions.  Yavapai  County  Auxiliary  had 
voted  six  gift  subscriptions  for  new  babies  bom 
during  the  holidays;  when  not  enough  were 
born,  they  sent  the  subscriptions  to  inform  their 
state  legislators  on  medical  topics. 

The  Bulletin  chairman  reports  50  subscrip- 
tions sold  in  the  state. 

Programs  have  been  informative  and  varied, 
covering  such  subjects  as  mental  health,  civil 
defense,  legislation  and  health  education,  using 
movies,  recordings  and  pamphlets  from  the 
American  Medical  Association.  Our  national 
theme  — Health  is  our  greatest  heritage  — has 
been  carried  out.  The  co-operation  between 
legislative  committees  of  the  auxiliary  and  the 
Arizona  Medical  Association,  meeting  together, 
has  been  excellent. 

Visits  to  all  organized  counties,  including  our 
newest,  Coconino  County  Auxiliary,  have  been 
made  by  the  president-elect  and  myself  to  bring 
to  them  the  message  and  enthusiasm  imparted 
at  the  fall  conference  of  state  presidents  and 
presidents-elect  in  Chicago.  A school  of  in- 
stmction  was  given  at  state  convention  time  to 
the  incoming  officers  and  chairmen. 


We  assisted  in  publicizing  the  availability  of 
the  Salk  vaccine  when  unused  supplies  were 
being  sent  back  last  summer,  as  requested  by 
the  polio  organization  in  Arizona,  upon  con- 
ference with  Dr.  S.  R.  Caniglia. 

The  series  of  health  recordings  for  radio 
from  the  American  Medical  Association  have 
been  used  by  three  county  auxiliaries  to  good 
advantage.  Audiometer  tests  in  schools  are  given 
by  one  auxiliary  as  a public  service. 

Each  county  has  participated  in  the  various 
health  drives  — cancer,  cerebral  palsy,  heart, 
polio,  and  TV.  Red  Cross,  United  Fund  and 
Community  Council  also  have  been  given  leader- 
ship and  funds.  Prescott  Community  Hospital  is 
$5,842.84  richer  due  to  the  efforts  of  the  25 
members  of  the  Yavapai  County  Auxiliary  in 
sponsoring  a charity  ball.  Hospital  aids,  start- 
ing a new  hospital  auxiliary,  and  hospital  fund 
drives  are  other  types  of  co-operation  shown. 
Exact  amounts  are  not  available  because  con- 
vention is  almost  a month  earlier  this  year  and 
drives  are  still  in  progress.  Children’s  Colony, 
Child  Guidance  Clinic,  Crippled  Children,  Visit- 
ing Nurse  Service,  Youth  Center  and  Arizona 
Children’s  Home  are  other  recipients  of  gifts 
and  assistance  with  the  funds  raised  by  rummage 
sales.  The  Greater  Phoenix  Growth  Committee 
had  six  auxiliary  members  on  its  sub-mommittees 
involving  health  and  safety. 

A file  of  members’  affiliations  with  other  or- 
ganizations has  been  compiled  in  Maricopa  and 
Pima  counties. 

The  legislative  chairman  sent  letters  and 
telegrams  opposing  H.  R.  7225  last  summer 
when  the  bill  was  being  considered.  One  county 
assisted  its  county  medical  society  in  securing 
signers  for  the  pre-marital  examination  refer- 
endum in  Arizona,  which  passed.  Another  com- 
mittee attended  public  hearings  on  the  raw 
milk  bill  in  the  recent  Arizona  legislature. 

The  Auxiliary  News  was  sent  to  every  doctor’s 
wife  in  the  state,  to  the  editor  of  each  state 
auxiliary,  and  national  officers  for  a total  of  800 
copies.  This  is  financed  from  auxiliary  funds. 
Each  month  articles  have  appeared  in  Arizona 
Medicine,  Journal  of  the  Arizona  Medical  As- 
sociation, a courtesy  we  appreciate  very  much. 
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It  allows  us  to  reach  all  our  members  monthly 
with  reports  of  the  work  of  our  county  aux- 
iliaries and  official  resumes  of  national  meetings. 

We  have  a membership  of  581,  including  44 
members-at-large  and  two  associate  members,  a 
gain  of  50  over  last  year.  We  are  happy  to 
welcome  Coconino  County  Auxiliary  into  our 
number  this  year. 

Our  historian  has  sifted  the  records  of  27 
years  since  the  organization  of  the  state  auxiliary 
and  is  having  them  bound  for  more  permanent 
preservation.  These  volumes  are  kept  at  the 
state  medical  association  headquarters. 

Two  girls  entering  St.  Joheph’s  Hospital  re- 
ceived full  loans  of  $400  each  from  the  Student 
Nurse  Loan  Fund  this  year,  and  another  girl 
at  Good  Samaritan  Hospital,  who  had  had  a 
loan,  asked  for  $100  more  to  complete  her 
education.  Also  another  loan  is  pending.  Letters 
have  gone  out  to  all  high  schools  in  the  state 
and  the  chairman  is  now  receiving  applications 
for  loans  which  are  due  in  April.  Repayments 
have,  on  the  whole,  been  excellent.  Since  the 
beginning  in  1950,  32  girls  have  used  funds 
totaling  $9,150.  Five  girls  graduated  last  fall; 
two  from  Good  Samaritan  Hospital,  two  from 
St.  Joseph’s  and  one  from  St.  Mary’s  Hospital. 
One  of  these,  a Pima  Indian  girl,  has  achieved 
her  ambition  to  work  among  her  own  race 
at  the  Hopi  Indian  Hospital,  Kearns  Canyon. 

The  state  auxiliary  board  supported  the  nurses 
in  their  re(piests  to  the  board  of  regents  for 
a collegiate  nursing  program  leading  to  a degree 
in  Arizona’s  institutions  of  higher  learning.  I 
am  glad  to  be  able  to  report  the  first  of  these 
collegiate  courses  will  be  offered  this  fall. 

We  have  co-operated  with  the  Joint  Com- 
mittee on  Careers  in  Nursing,  meeting  with  them 
in  Tucson  in  January.  This  group  included  five 
members  of  the  Women’s  Auxiliary  to  the  Ari- 
zona Medical  Association,  four  members  of  the 
Arizona  League  for  Nursing,  four  members  of 
the  Arizona  State  Nurses’  Association,  and  two 
members  of  Arizona  Association  of  Student 
Nurses.  A successful  open  house  was  again  con- 
ducted at  the  hospitals  on  February  16  with 
local  newsreels  taking  films  of  it  for  later  show- 
ing on  TV  news  programs.  Also,  the  film,  Girls 
in  White,  was  shown  on  TV;  radio,  posters  and 
newspapers  called  attention  to  recruitment 
week.  One  auxiliary  sent  packets  for  counseling 
students  to  the  high  school  principals  in  southern 


I 

Arizona.  Included  in  the  packet  were  the  schools 
of  professional  nursing,  program  guides  for 
Future  Nurses  Clubs,  Handbook  for  Counselors) 
and  two  reprints  from  the  American  Medicah 
Association.  A first  aid  class  for  Future  Nurses 
Club  of  Yuma  Union  High  School  was  given. 
A member  of  this  auxiliary  appeared  on  a TV 
program  with  the  Pacific  area  representative  of* 
the  Red  Cross  to  secure  volunteers  for  a home 
nursing  course.  Coconino  County  worked  es- 
pecially on  physical  therapy  recruitment,  and 
other  fields  included  elsewhere  in  the  state 
were;  practical  nursing,  medical  technology,  oc- 
cupational therapy,  medical  records  and  medical 
social  work. 

In  the  field  of  mental  health,  contacts  have 
been  made  in  the  schools  and  public  libraries  of 
Gila  County  to  distribute  the  series  of  letters 
from  the  auxiliary  to  the  American  Medical  As- 
sociation called  Milestones  to  Marriage  to  seniors 
in  high  sehool.  They  are  already  placed  in  the 
libraries.  We  have  co-operated  with  the  Gov- 
ernor’s Mental  Health  Research  Committee  and 
assisted  in  the  survey  of  resources  in  the  state. 
They  have  also  helped  mental  health  groups. 

Although  the  ehairman  has  furnished  supplies 
and  worked  with  state  and  county  civil  defense 
leaders,  we  find  only  half  of  our  counties  have 
ci\il  defense  chairmen.  Members  of  one  aux- 
iliary on  the  border  are  continuing  to  serve  in 
the  Ground  Observer  Corps,  and  sold  about 
100  tickets  for  a mass  feeding  experiment  where 
4,300  persons  were  served  in  about  three  hours, 
Talks  before  other  clubs  were  given. 

An  article  on  school  safety  in  Septembei 
Arizona  Medicine  stressing  auto  safety  points 
brought  out  at  the  Chicago  conference  in  visits 
to  each  county  auxiliary,  have  been  our  con- 
tribution to  the  safety  program. 

It  has  been  most  gratifying  to  work  in  har- 
mony with  the  Arizona  Medical  Association  and 
my  splendid  board  of  directors.  As  a conse- 
(pience,  I have  truly  found  my  year  as  presi- 
dent a rewarding  experience.  Thank  you  for 
the  privilege  of  serving.  I wish  also  to  express 
my  appreciation  for  the  assistance  so  readily 
given  by  the  national  officers  and  eentral  office 
of  the  Woman’s  Auxiliary  to  the  Ameriean  Medi- 
cal Association. 

Respectfully  submitted. 

MRS.  OSCAR  W.  THOENY, 
President 
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THE  ARIZONA  MEDICAL  ASSOCIATION,  INC. 
Organized  1892  826  Security  Building 

234  NORTH  CENTRAL  AVE.,  PHOENIX,  ARIZONA 
OFFICERS  AND  DIRECTORS 

Carlos  C.  Craig,  M.D President 

1313  North  Second  Street,  Phoenix,  Arizona 

W.  R.  Manning,  M.D President-Elect 

770  North  Country  Club  Rd.,  Tucson,  Arizona 

Dermonl  W.  Melick,  M.D Vice  President 

1005  Professional  Building,  Phoenix,  Arizona 

Le.slie  B.  Smith,  M.D Secretary 

1130  East  McDowell  Rd.,  Phoenix,  Arizona 

Clarence  E.  Yount,  Jr.,  M.D Treasurer 

105  North  Cortez,  Prescott,  Arizona 

Lindsay  E.  Beaton,  M.D Speaker  of  the  House 

1650  Nort  hCampbell  Avenue,  Tucson,  Arizona 

Jesse  D.  Hamer,  M.D Delegate  to  AMA 

910  Professional  Building,  Phoenix,  Arizona 

Robert  E.  Hastings,  M.D Alternate  Delegate  to  AMA 

1014  North  Country  Club  Rd.,  Tucson,  Arizona 

Darwin  W.  Neiibauer,  M.D Editor-in-Chief 

720  North  Country  Club  Rd.,  Tucson,  Arizona 
DISTRICT  COUNCILORS 

Joseph  Bank,  M.D Central  District 

800  North  First  Ave.,  Phoenix,  Arizona 

G.  Robert  Barfoot,  M.D Central  District 

1313  North  Second  St.,  Phoenix,  Arizona 

Frank  W.  Edel,  M.D Central  District 

738  East  McDowell  Rd.,  Phoenix,  Arizona 

Paul  B.  Jarrett,  M.D Central  District 

2021  North  Central  Ave.,  Phoenix,  Arizona 

Donald  F.  DeMarse,  M.D Northeastern  District 

Box  397,  Holbrook,  Arizona 

Walter  Brazie,  M.D Northeastern  District 

Masonic  Building,  Kingman,  Arizona 

Frederick  W.  Knight,  M.D Southeastern  District 

618  Central  Avenue,  Safford,  Arizona 

Walter  T.  Hileman,  M.D Southern  District 

20  East  Ochoa,  Tucson,  Arizona 

William  B.  Steen,  M.D Southern  District 

116  North  Tucson  Boulevard,  Tucson,  Arizona 

James  T.  O’Neil,  M.D Southwestern  District 

113  West  Second  Street,  Casa  Grande,  Arizona 
COUNCILOR  AT  LARGE 

A.  I.  Podolsky,  M.D Past  President 

1601  Fifth  Avenue,  Yuma,  Arizona 
STANDING  BOARDS  - 1957-58 
PROFESSIONAL  BOARD:  Robert  H.  Cummings,  M.D.,  Chair- 
man (Phoenix);  Edward  H.  Bregman,  M.D.  (Phoenix);  Orin 
J.  Famess,  M.D.  (Tucson);  T.  Richard  Gregory,  M.D. 
(Phoenix);  Ronald  S.  Haines,  M.D.  (Phoenix);  Joseph  M. 
Kinkade,  M.D.  (Tucson);  Daniel  W.  Kittredge,  Jr.,  M.D. 
(Flagstaff);  Charles  S.  Powell,  M.D.  (Yuma);  Norman  A. 
Ross,  M.D.  (Phoenix);  Stuart  Sanger,  M.D.  (Tucson);  Milton 

C.  F.  Semoff,  M.D.  (Tucson);  John  M.  Vivian,  M.D.  (Phoe- 
nix); Lowell  C.  Wormley,  M.D.  (Phoenix). 

PUBLIC  RELATIONS  BOARD;  Donald  A.  Poison,  M.D.,  Chair- 
man (Phoenix);  Harry  S.  Beckwith,  M.D.  (Winslow);  Paul 
H.  Case,  M.D.  (Phoenix);  W.  Scott  Chisholm,  M.D.  (Eloy); 
Max  Costin,  M.D.  (Tucson);  Donald  F.  DeMarse,  M.D. 
(Holbrook);  Paul  B.  Jarrett,  M.D.  (Phoenix);  Leo  J.  Kent, 
M.D.  (Tucson);  Herbert  C.  Kling,  M.D.  (Yuma). 

STANDING  COMMITTEES  - 1957-58 
GRIEVANCE  COMMITTEE:  A.  I.  Podolsky,  M.D.,  Chairman 
(Yuma);  Walter  Brazie,  M.D.  (Kingman);  W.  Albert  Brewer, 
M.D.  (Phoenix);  Howard  D.  Cogswell,  M.D.  (Tucson);  Robert 
E.  Hastings,  M.D.  (Tucson);  Oscar  W.  Thoeny,  M.D.  (Phoe- 
nix); Otto  E.  Utzinger,  M.D.  (Scottsdale). 

HISTORY  AND  OBITUARIES  COMMITTEE:  Howell  S.  Ran- 
dolph, M.D.,  Historian  (Phoenix);  Nelson  C.  Bledsoe,  M.l3. 
(Tucson);  Robert  S.  Flinn,  M.D.  (Phoenix);  Darwin  W. 
Neubauer,  M.D.  (Tucson);  Leslie  B.  Smith,  M.D.  (Phoenix). 
INDUSTRIAL  RELATIONS  COMMITTEE:  Lindsay  E.  Beaton, 
M.D.,  Chairman  (Tucson);  Philip  G.  Derickson,  M.D.  (Tuc- 
son); Francis  M.  Findlay,  M.D.  (San  Manuel);  Joseph  Saba, 
M.D.  (Bishee);  Leo  L.  Tuveson,  M.D.  (Phoenix). 
LEGISLATION  COMMITTEE:  Millard  Jeffrey,  M.D.,  Chairman 
(Phoenix);  Jesse  D.  Hamer,  M.D.,  Chairman  Emeritus  (Phoe- 
nix); Nicolo  V.  Alessi,  M.D.  (Douglas);  Floyd  B.  Bralliar, 
M.D.  (Wickenburg);  Walter  Brazie,  M.D.  (Kingman); 
M.  Bruce  Crow,  M.D.  (Mesa);  John  A.  Eisenbeiss,  M.D. 
(Phoenix);  Orin  J.  Famess,  M.D.  (Tucson);  Carl  H.  Cans, 
M.D.  (Morenci);  John  C.  Godbey,  Jr.,  M.D.  (Morenci); 
Juan  S.  Gonzalez,  M.D.  (Nogales);  William  N.  Henry,  M.D. 
(Grand  Canyon);  Robert  V.  Horan.  M.D.  (Miami);  Chalmers 

D.  Johnson,  M.D.  (Coolidge);  William  H.  Marlow,  M.D. 
(Prescott);  W.  Shaw  McDaniel,  M.D.  (Phoenix);  Giles  G. 
Merkel,  M.D.  (McNary);  Donald  E.  Nelson,  M.D.  (Safford); 
Warren  J.  Nelson,  M.D.  (Safford);  Wallace  A.  Reed,  M.D. 
(Phoenix);  Reed  D.  Shupe,  M.D.  (Phoenix);  A.  C.  Steven- 
son, M.D.  (Phoenix);  Lavern  D.  Sprague,  M.  D.  (Tucson); 
John  F.  Stanley,  M.D.  (Yuma);  Myron  G.  Wright,  M.D. 
(Winslow). 

MEDICAL  DEFENSE  COMMITTEE;  Ernest  A.  Bom,  M.D.. 
Chairman  (Prescott);  Preston  T.  Brown,  M.D.  (Phoenix); 
Harold  W.  Kohl,  M.D.  (Tucson). 

MEDICAL  ECONOMICS  COMMITTEE:  Stuart  Sanger,  M.D., 
Chairman  (Tucson);  Frank  W.  Edel,  M.D.  (Phoenix);  Paul 

B.  Jarrett,  M.D.  (Phoenix). 


PUBLISHING  COMMITTEE:  Darwin  W.  Neubauer.  M.D.,  Chair- 
man (Tucson);  R.  Lee  Foster,  M.D.  (Phoenix);  Frederick  W. 
Knight,  M.D.  (Safford);  Donald  E.  Nelson,  M.D.  (Safford). 
SCIENTIFIC  ASSEMBLY  COMMITTEE:  W.  R.  Manning,  M.D., 
Chairman  (Tucson);  Joseph  Bank,  M.D.  (Phoenix);  David 

E.  Engle,  M.D.  (Tucson);  Francis  M.  Findlay,  M.D.  (San 
Manuel);  Charles  H.  Karr,  M.D.  (Safford);  Donald  E.  Nel- 
son, M.D.  (Safford);  Darwin  W.  Neubauer,  M.D.  (Tucson);  , 
E.  Henry  Running,  M.D.  (Phoenix);  Robert  A.  Stratton, 
M.D.  (Yuma);  Ashton  B.  Taylor,  M.D.  (Phoenix). 

SPECIAL  COMMITTEES  - 1957-58 
AIR  POLLUTION  COMMITTEE:  George  G.  McKhann,  M.D., 
Chairman  (Phoenix). 

ARIZONA  AMEF  COMMITTEE:  Harold  W.  Kohl,  M.D.,  Chair- 
man (Tucson);  James  J.  Berens,  M.D.  (Phoenix);  Hayes  W. 
Caldwell,  M.D.  (Phoenix);  Arthur  V.  Dudley,  Jr.,  M.D. 
(Tucson);  Clarence  H.  Kuhlman,  M.D.  (Tucson);  William 

A.  Phillips,  M.D.  (Yuma), 

BENEVOLENT  AND  LOAN  FUND  COMMITTEE:  Ernest  A. 
Bom,  M.D.,  Chairman  (Prescott);  Preston  T.  Brown,  M.D. 
(Phoenix);  Donald  K.  Buffmire,  M.D.  (Phoenix);  Leslie  B. 
Smith,  M.D.  (Phoenix);  Clarence  E.  Yount,  Jr.,  M.D. 
(Prescott). 

BLOOD  BANK  COMMITTEE:  Ralph  H.  Fuller,  M.D.,  Chairman 
(Tucson);  D.  W.  Melick,  M.D.  (Phoenix);  Paul  J.  Slosser, 
M.D.  (Yxima). 

CENTRAL  OFFICE  ADVISORY  COMMITTEE:  C.  E.  Yount, 
Jr.,  M.D.,  Chairman  (Prescott);  Jesse  D.  Hamer,  M.D. 
(Phoenix);  James  T.  O’Neil,  M.D.  (Casa  Grande);  Leslie 

B.  Smith,  M.D.  (Phoenix);  William  B.  Steen,  M.D.  (Tucson). 
CIVIL  DEFENSE  COMMITTEE:  Riiland  W.  Hussong,  M.D., 

Chairman  (Phoenix);  Ernest  A.  Born,  M.D.  (Prescott);  Ben 
P.  Frissell,  M.D.  (Phoenix);  John  W.  Kennedy,  M.D.  (Phoe- 
nix); Donald  E.  Nelson,  M.D.  (Safford);  William  A.  Phillips, 
M.D.  (Yuma);  Roy  O.  Young,  M.D.  (Flagstaff). 
CONSTITUTION  AND  BY-LAWS  COMMITTEE:  Paul  B.  Jarrett, 
Chairman  (Phoenix);  Lindsay  E.  Beaton,  M.D.  (Tucson); 
Miguel  A.  Carreras,  M.D.  (Tucson);  Carl  A.  Holmes,  M.D. 
(Phoenix);  Leslie  B.  Smith,  M.D.  (Phoenix). 

DOCTORS  RETIREMENT  AND  INVESTMENT  COMMITTEE:  i 
Oscar  W.  Thoeny,  M.D.,  Chairman  (Phoenix);  G.  Robert 
Barfoot,  M.D.  (Phoenix). 

INSURANCE  INVESTIGATING  COMMITTEE:  D.  W.  Melick, 
M.D.,  Chairman  (Phoenix);  David  E.  Engle,  M.D.  (Tucson);  j 
Arthur  V.  Dudley,  M.D.  (Tucson);  Howard  C.  Lawrence,  i 
M.D.  (Phoenix);  Paul  L.  Singer,  M.D.  (Phoenix);  Noel  G.  : 
Smith,  M.D.  (Phoenix);  William  B.  Stesn,  M.D.  (Tucson). 
LEGAL  SERVICES  COMMITTEE:  Oscar  W.  Thoeny,  M.D., 
Chairman  (Phoenix);  D.  W.  Melick,  M.D.  (Phoenix);  Marriner 
W.  Merrill,  M.D.  (Phoenix);  Morris  E.  Stem,  M.D.  (Phoe-  i 
nix);  C.  E.  Yount,  Jr.,  M.D.  (Prescott). 

MEDICAL  SCHOOL  COMMITTEE:  D.  W.  Melick,  M.D., 

Chairman  (Phoenix):  Thomas  H.  Bate,  M.D.  (Phoenix);  Ian 
M.  Chesser,  M.D.  (Tucson);  Don  E.  Matthiesen,  M.D. 
(Phoenix);  Darwin  W.  Neubauer,  M.D.  (Tucson).  | 

MEDICARE  ADJUDICATION  COMMITTEE:  Frank  W.  Edel,  | 
M.D.,  Chairman  (Phoenix);  Joseph  Bank,  M.D.  (Phoenix);  j 
James  D.  Barger,  M.D.  (Phoenix);  Lindsay  E.  Beaton,  M.D. 
(Tucson);  W.  Albert  Brewer,  M.D.  (Phoenix);  Robert  E. 

Hastings,  M.D.  (Tucson);  Paul  B.  Jarrett,  M.D.  (Phoenix);  ^ 

C.  C.  Piepergerdes,  M.D.  (Phoenix);  Robert  A.  Price,  M.D.  i 
(Phoenix);  E.  Henry  Running,  M.D.  (Phoenix);  Stuart  San- 
ger, M.D.  (Tucson);  Morris  E.  Stern,  M.D.  (Phoenix);  Laddie 

L.  Stolfa,  M.D.  (Phoenix);  Ashton  B.  Taylor,  M.D.  (Phoenix);  ] 
Charles  E.  Van  Epps,  M.D.  (Phoenix). 

MEDICARE  COMMITTEE:  Frank  W.  Edel,  M.D.,  Chairman 
(Phoenix);  G.  Robert  Barfoot,  M.D.  (Phoenix);  Ernest  A. 

Bom,  M.D.  (Prescott);  Walter  T.  Hileman,  M.D.  (Tucson); 
Paul  B.  Jarrett,  M.D.  (Phoenix):  ADVISORY  TO  MEDICARE 
— Walter  D.  Bigford,  M.D.  (Kingman);  William  E.  Bishop, 

M. D.  (Globe);  Edward  H.  Bregman,  M.D.  (Phoenix);  Ellis 

V.  Browning,  M.D.  (Springerville);  W.  Scott  Chisholm, 

M.D.  (Eloy);  Charles  B.  Daniell,  M.D.  (Morenci);  Orin  J. 
Famess,  M.D.  (Tucson);  C.  Herbert  Fredell,  M.D.  (Flagstaff); 

T.  Richard  Gregory,  M.D.  (Phoenix);  Ronald  S.  Haines, 
M.D.,  (Phoenix);  Delmar  J.  Heim,  M.D.  (Tucson);  Robert 
S.  Keller,  M.D.  (Safford);  Joseph  M.  Kinkade,  M.D.  (Tuc- 
son); Daniel  W.  Kittredge,  Jr.,  M.D.  (Flagstaff);  Leo  L. 
Lewis,  M.D.  (Winslow);  Charles  S.  Powell,  M.  D.  (Yuma); 
George  D.  Reay,  M.D.  (Douglas);  Kenneth  Reichardt,  M.D. 
(Yuma);  Norman  A.  Ross,  M.D.  (Phoenix);  Stuart  Sanger, 
M.D.  (Tucson);  Milton  C.  F.  Semoff,  M.D.  (Tucson);  Charles 
S.  Smith,  M.D.  (Nogales);  Lorel  A.  Stapley,  M.D.  (Phoenix); 
John  M.  Vivian,  M.D.  (Phoenix);  Lowell  C.  Wormley,  M.D. 
(Phoenix);  C.  E.  Yount,  Jr.,  M.D.  (Prescott). 

MEDICOLEGAL  COMMITTEE:  Jesse  D.  Hamer,  M.D.,  Chair- 
man (Phoenix);  Otto  L.  Bendheim,  M.D.  (Phoenix);  Ian 
M.  Chesser,  M.D.  (Tucson);  John  R.  Green,  M.D.  (Phoenix); 
Walter  T.  Hileman,  M.D.  (Tucson);  Robert  A.  McCulley, 
M.D.  (Phoenix). 

NURSING  SERVICES,  JOINT  COMMITTEE  ON  IMPROVE- 
MENT OF:  Lucille  M.  Dagres,  M.D.,  Chairman  (Phoenix); 
Francis  J.  Bean,  M.D.  (Tucson);  Bertram  L.  Snyder,  M.D. 
(Phoenix). 

OSTEOPATHY  LIASION  COMMITTEE:  Reed  D.  Shupe,  M.D., 
Chairman  (Phoenix);  Sebastian  R.  Caniglia,  M.D.  (Phoenix); 
David  E.  Engle,  M.D.  (Tucson);  Millard  Jeffrey,  M.D.  i 
(Phoenix);  A.  I.  Podolsky,  M.D.  (Yuma). 


Vol  14,  No.  7 


Arizona  Medicine 


7A 


POISONING  CONTROL,  AD  HOC  COMMITTEE  ON:  Virginia 
M.  Cobb,  M.D.,  Chairman  (Tucson);  Paul  B.  Jarrett,  M.D. 
(Phoenix);  Maurice  Rosenthal,  M.D.  (Phoenix);  Martin  S. 
Withers,  M.D.  (Tucson). 

PROFESSIONAL  LIABILITY  INSURANCE  INVESTIGATING 
COMMITTEE:  Howard  C.  Lawrence,  M.D.,  Chairman 

(Phoenix);  Ernest  A.  Bom,  M.D.  (Prescott);  Jesse  D.  Hamer, 
M.D.  (Phoenix);  Paul  B.  Jarrett,  M.D.  (Phoenix);  Stuart 
Sanger,  M.D.  (Tucson). 

PROFESSIONAL  LIASION  COMMITTEE;  William  B.  Steen, 

M. D.,  Chairman  (Tucson);  Raymond  J.  Jennett,  M.D.  (Phoe- 
nix); Harold  W.  Kohl,  M.D.  (Tucson). 

SAFETY  COMMITTEE:  MacDonald  Wood,  M.D.,  Chairman 

(Mesa);  Donald  F.  DeMarse,  M.D.  (Holbrook);  Paul  B. 
Jarrett,  M.D.  (Phoenix);  Henry  P.  Limbacher,  M.D.  (Tucson). 
SCHOOL  HEALTH,  CO-ORDINATING  COMMITTEE  ON:  Mar- 
cus W.  Westervelt,  M.D.,  Chairman  (Tempe);  Jack  H.  Dem- 
low,  M.D.  (Tucson);  Noel  G.  Smith,  M.D.  (Phoenix);  Robert 

N.  Stratton,  M.D.  (Yuma). 

VETERANS  MEDICAL  AFFAIRS  LIASION  COMMITTEE: 
Hilary  D.  Ketcherside,  M.D.,  Chairman  (Phoenix);  John  L. 
Cogland,  M.D.  (Phoenix);  John  A.  Eisenbeiss,  M.D.  (Phoe- 
nix); Robert  E.  Hastings,  M.D.  (Tucson);  Walter  T.  Hile- 
man,  M.D.  (Tucson);  Frederick  J.  Lesemann,  M.D.  (Tucson); 
C.  Selby  Mills,  M.D.  (Phoenix);  John  F.  Stanley,  M.D. 
(Yuma). 

ADVISORY  COMMITTEE  TO  THE  WOMAN’S  AUXILIARY; 
Charles  S.  Powell,  M.D.,  Chairman  (Yuma);  Melvin  A. 
Phillips,  M.D.  (Prescott);  Donald  A.  Poison,  M.D.  (Phoenix); 
Harry  E.  Thompson,  M.D.  (Tucson). 


Woman's  Auxiliary 

OFFICERS  OF  THE  AUXILIARY  TO  THE  ARIZONA 
MEDICAL  ASSOCIATION  - 1958-58 

President  Mrs.  Charles  S.  Powell 

698— 9th  Ave.,  Yuma 

President  Elect  Mrs.  Melvin  W.  Phillips 

928  Flora  Street,  Prescott 

1st  Vice  President  Mrs.  Hiram  D.  Cochran 

2716  East  4th  Street,  Tucson 

2nd  Vice  President  Mrs.  Robert  A.  Stratton 

1916— 6th  Ave.,  Yuma 

Treasurer Mrs.  Ian  M.  Chesser 

2909  E.  Alta  Vista,  Tucson 

Recording  Secretary Mrs.  Clare  W.  Johnson 

305  E.  Tuckey  Lane,  Phoenix 

Corresponding  Secretary  Mrs.  Ralph  T.  Irwin 

728— 6th  Ave.,  Yuma 

Director  (1  year)  Mrs.  Oscar  W.  Thoeny 

721  Encanto  Drive,  S.  E.,  Phoenix 

Director  (1  year)  Mrs.  John  F.  Stanley 

201— 1st  Ave.,  Yuma 

Director  (2  years)  Mrs.  William  E.  Bishop 

605  S.  Third  Street,  Globe 


STATE  COMMITTEE  CHAIRMEN  - 1957-58 

Chaplain  Mrs.  James  Moore 

305  W.  Granada,  Phoenix 

Bulletin  Mrs.  William  E.  Bishop 

605  South  Third  Street,  Globe 

Civil  Defense  Mrs.  John  Kennedy 

814  East  Palmaire,  Phoenix 

Finance  Mrs.  John  F.  Stanley 

201— 1st  Ave.,  Yuma 

Historian  Mrs.  Brick  Storts 

3228  East  Fifth  Street,  Tucson 

Legislation  Mrs.  Paul  Causey 

2200  N.  Alvarado  Road,  Phoenix 

Today’s  Health  Mrs.  William  A.  Phillips 

633— 8th  Ave.,  Yuma 

Mental  Health  Mrs.  John  Eisenbeiss 

3121  North  17th  Ave.,  Phoenix 

Nominating  Mrs.  Roy  Hewitt 

130  Camino  Miramonte,  Tucson 

Recmitment  Mrs.  Arthur  V.  Dudley 

Rt.  6 Box  876,  Tucson 

Parliamentarian  Mrs.  George  Enfield 

335  West  Cambridge  Ave.,  Phoenix 

Public  Relations  & Safety  Mrs.  Oscar  W.  Thoeny 

721  Encanto  Drive.,  S.  E.,  Phoenix 

Revisions  Mrs.  Jesse  Hamer 

1819  N.  11th  Ave.,  Phoenix 

Student  Nurse  Loan  Fund  Mrs.  Donald  Poison 

1817  Palmcroft  Dr.,  N.  W.,  Phoenix 

Medical  Education  Fund  Mrs.  H.  A.  Hough 

225  Yavapai  Drive,  Prescott 

Newsletter  Mrs.  John  T.  Clymer 
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LINICAL  enzmology  is  not  new.  For  years 
laboratories  have  been  determining  serum  amy- 
lase, phosphatases,  etc.  Only  recently  has  an  at- 
tempt been  made  to  demonstrate  the  enzymes 
liberated  from  heart  muscle  following  infarction. 
In  September  1954,  LaDue,  Wroblewski  and 
Karmen  reported  the  elevation  of  serum  glu- 
tamic-oxalacetic  transaminase  (SGO-T)  after 
transmural  myocardial  infarctions.  ( 1 ) This 
enzyme  causes  the  transfer  of  the  amino  group 
from  aspartate  to  alpha-ketoglutarate,  thus  form- 
ing glutamate  and  oxalacetate.  In  the  past  few 
years  a large  literature  on  the  subject  has  ap- 
peared. (2) 

With  destruction  of  any  tissue,  the  cell  mem- 
branes become  more  permeable  and  soluble  cel- 
lular contents  are  lost.  It  has  been  estimated  that 
1.5  per  cent  of  the  dry  weight  of  pig  heart  mus- 
cle is  the  protein  enzyme,  glutamic  oxalacetic 
transaminase,  and  one  gram  of  dried  pig  heart 
homogenate,  diluted  to  six  liters,  would  result  in 
a concentration  of  400  units  of  activity  per  milli- 
liter. If  pig  heart  muscle  and  human  heart  mus- 
cle have  comparable  amounts  of  transaminase, 
one  would  assume  that  the  infarction  and  death 
of  one  gram  of  tissue  would  cause  an  initial  in- 
crease in  the  concentration  of  SGO-T  to  a value 

® From  Dept,  of  Electrocardiography,  Tucson  Medical  Center, 
Tucson,  Arizona. 


400  units  above  the  original  value.  It  is  now 
known  that  other  enzymes  may  be  liberated  by 
the  destruction  of  heart  muscle,  skeletal  muscle, 
liver,  brain,  etc.  In  addition  to  SGO-T,  other 
enzymes  having  similar  clinical  diagnostic  im- 
portance are  serum  glutamic-pyruvic  transamin- 
ase, lactic  acid  dehydrogenase,  aldolase  and 
hexose  isomerase.(3)  In  order  of  decreasing  con- 
centration, glutamic-oxalacetic  transaminase  is 
found  in  heart  muscle,  skeletal  muscle,  brain, 
liver  and  kidney. 

The  SGO-T  will  be  elevated  in  over  90  per 
cent  of  cases  in  which  the  electrocardiogram  is 
diagnostic  of  myocardial  infarction.  A slightly 
smaller  percentage  of  cases,  in  which  the  electro- 
cardiogram is  not  completely  diagnostic,  will 
have  elevations  of  the  SGO-T. (4)  When  myo- 
cardial infarction  occurs  in  the  presence  of  com- 
plete left  bundle  branch  block,  the  electrocar- 
diographic diagnosis  of  myocardial  infarction 
may  be  exceedingly  difficult  or  impossible.  In 
such  circumstances  the  demonstration  of  an  ele- 
vated SGO-T  may  be  diagnostic. (5)  Gongestive 
heart  failure  usually  is  associated  with  a normal 
value  although  severe  hepatic  congestion  may 
cause  enough  liver  cell  damage  to  elevate  the 
SGO-T  concentration. 

If  skeletal  muscle  is  injured  in  severe  acci- 
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dents,  the  transaminase  will  be  elevated  in  about 
50  per  cent  of  cases.(6)  For  one  to  four  days 
after  surgery,  with  injury  to  skeletal  muscle, 
there  is  usually  an  SGO-T  elevation.  Large  cere- 
bral infarcts  will  be  followed  by  an  increase  in 
SGO-T  in  approximately  half  the  cases. 

Liver  damage,  particularly  after  poisoning 
with  earbon  tetrachloride,  may  eause  great  eleva- 
tions, and  panereatitis,  in  three-fourths  of  cases, 
is  associated  with  high  values  of  SGO-T.  Al- 
though the  results  in  uncomplieated  cirrhosis  are 
variable,  hepatitis,  both  serum  and  infectious,  is 
almost  always  accompanied  by  elevated  SGO-T 
\ alues.  There  are  lesser  elevations  of  transamin- 
ase eoneentration  in  obstruetive  jaundiee  and  in 
metastie  cancer  of  the  liver. (7) 

Because  red  blood  cells  eontain  large  amounts 
of  transaminase,  the  blood  for  the  test  must  be 
drawn  without  hemolysis.  If  there  are  large 
pulmonary  infarcts  with  hemorrhage  and  hemo- 
lysis, the  SGO-T  will  be  elevated  and  the  trans- 
aminase determination  will  not  help  differentiate 
between  myoeardial  and  pulmonary  infaretions. 

When  the  laboratory  of  the  Tueson  Medical 
Genter  decided  to  determine  SGO-T  as  a routine 
test,  the  following  simple  pilot  study  was  under- 
taken. Every  patient  for  whom  an  electroeardio- 
gram  was  requested  because  of  chest  pain  had 
blood  drawn  within  the  next  24  hours  for  an 
SGO-T  determination.  With  the  method  used, 
the  upper  limit  of  normal  concentration  of 
SGO-T  is  32  units  per  milliliter.  Usually  only  one 
test  was  done  on  each  patient.  In  several  in- 
stances, the  blood  was  not  drawn  until  the  third 
or  fourth  day  after  the  clinieal  episode.  Because 
the  maximum  elevations  of  SGO-T  following 
myocardial  infarction  may  be  expected  to  occur 
in  18  to  36  hours  and  normal  values  may  be 
found  within  four  to  six  days,  an  occasional  test 
was  performed  too  late  to  have  any  validity. 

During  the  month  of  November  1956  there 
was  an  unusual  ineidenee  of  suspected  myocar- 
dial infarction.  Of  the  307  admissions  to  the 
medical  services,  there  were  17  patients  for 
whom  electrocardiograms  were  requested  be- 
cause of  chest  pain.  In  10  the  final  diagnosis  was 
myocardial  infarction.  In  only  one  instance  was 
the  SGO-T  diagnostic  before  electrocardiograph- 
ie  changes  were  recorded.  Seven  patients,  on 
admission,  had  sueh  striking  changes  in  the  ini- 
tial electroeardiogram  that  there  was  a high 


degree  of  probability  of  fresh  transmural  infarc- 
tion. Almost  all  of  these  were  elassical  in  ap- 
pearanee.  One  wide-spread  anterior  wall  trans- 
mural infarct  with  S-T  segment  elevations  per- 
sisting three  weeks,  had  the  highest  SGO-T 
value  ( 230  units ) . Only  one  of  the  patients  show- 
ing Q waves  and  S-T  segment  elevations  had  a 
nonnal  eoneentration  of  SGO-T  and  this  was 
probably  beeause  he  was  the  first  patient  to  be 
followed  and  the  blood  was  drawn  at  least  three 
days  after  the  onset  of  pain.  The  other  six  pa- 
tients had  elevations  of  the  SGO-T  concentration. 

The  three  remaining  patients  had  late  evolu- 
tionary changes  in  the  electroeardiograms.  One 
of  these  had  an  SGO-T  elevation  and  from  this 
finding  and  the  elinical  history,  the  diagnosis 
was  made  before  the  electroeardiographic 
changes  beeame  definite.  The  other  two  patients 
had  myoeardial  infarctions  with  T wave  ehanges 
only  and  single  SGO-T  determinations  made  on 
the  second  day  of  the  illness  were  within  nonnal 
limits. 

Of  the  remaining  seven  patients,  there  were 
two  with  elevations  of  the  SGO-T  value.  In  one 
there  was  a rapidly  wandering  paeemaker  with 
supraventricular  tachycardia  and  the  T wave 
inversions  were  attributed  to  a post-taehycardia 
effeet.  It  is  assumed  that  microseopie  areas  of 
neerosis  could  have  caused  the  elevated  SGO-T 
value  ( 46  units ) . Another  patient,  admitted  with 
eongestive  heart  failure  and  a eerebral  vascular 
accident,  had  an  elevation  of  the  SGO-T  con- 
centration to  70  units. 

The  last  five  patients  had  SGO-T  values  with- 
in normal  limits.  Two  individuals  had  severe 
anginal  syndrome.  Another  died  shortly  after 
admission  and  the  clinical  diagnosis  was  cerebral 
vascular  accident;  the  electrocardiogram  dem- 
onstrated marked  T wave  inversions  at  V3  and 
V4.  No  autopsy  was  performed.  One  patient  with 
ehest  pain  and  concomitant  gastrointestinal  up- 
set, fever  and  upper  respiratory  symptoms  had 
electrocardiographic  changes  eonsistent  with  a 
diagnosis  of  myoearditis.  The  final  patient  in 
this  short  series  was  one  with  a previously  known 
left  bundle  block  and  severe  anginal  syndrome. 
On  admission  there  was  ventricular  tachycardia 
that  was  converted  to  sinus  rhythm  after  retch- 
ing subsequent  to  Demerol  injection.  In  spite  of 
prophylactic  quinidine  there  was  sudden  death 
several  hours  later.  The  SGO-T  value  was  nor- 
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mal.  At  post-mortem  examination  no  recent  in- 
farction was  found.  Both  coronary  arteries  ap- 
peared congenitally  hypoplastic. 

After  this  preliminary  information  was  re- 
ported to  the  staff  of  the  Tucson  Medical  Cen- 
ter, the  determination  of  SGO-T  was  done  only 
as  a routine  examination  upon  the  request  of  the 
attending  physician.  During  the  next  four  months 
the  test  was  performed  91  times  in  67  cases. 

A final  clinical  diagnosis  of  myocardial  infarc- 
tion was  made  22  times.  In  17,  or  approximately 
80  per  cent  of  these  cases,  the  SGO-T  was  ele- 
vated. One  patient  who  had  almost  daily  deter- 
minations of  the  SGO-T  over  a period  of  six  days 
had  only  a minimal  elevation  ( 36  units ) although 
serial  electrocardiograms  showed  evolutionary 
changes.  However,  of  those  five  cases  in  which 
the  value  was  within  normal  limits,  one  was  bor- 
derline ( 32  units ) and  was  performed  the  day 
following  the  onset  of  pain.  Another  patient  had 
experienced  the  clinical  attack  at  least  four  days 
previously.  Three  patients  had  SGO-T  values 
within  normal  limits,  although  the  examinations 
were  done  early  in  the  course  of  the  illness,  or 
were  repeated  several  times.  Serial  electrocardio- 
grams established  the  diagnosis  in  these  in- 
stances. Thus,  in  all  those  cases  where  the  deter- 
mination was  done  early  or  repeatedly,  the 
SGO-T  value  was  elevated  in  about  80  per  cent. 

Another  group  of  17  patients  who  had  been 
admitted  to  the  hospital  with  complaints  of  chest 
pain  was  composed  of  three  patients  with  clin- 
ical findings  and  electrocardiographic  changes 
consistent  with  the  diagnosis  of  pericarditis,  one 
with  myocarditis  and  13  individuals  with  final 
diagnoses  of  coronary  artery  insufficiency  or 
anginal  syndrome.  Of  these  17,  only  two  had 
elevated  values  of  SGO-T.  One  had  minor  elec- 
trocardiographic changes  and  a clinical  course 
consistent  with  “coronary  failure”  (48  units). 
The  other  elevated  value  (55  units)  had  no 
adequate  explanation:  pre-pyloric  gastritis  was 
diagnosed  roentgenologically  and  the  chest  pain 
was  attributed  to  anginal  syndrome. 

Five  patients  were  admitted  because  of  con- 
gestive heart  failure.  Four  had  SGO-T  values 
within  normal  limits.  One  had  a complicating 
cerebral  embolus  and  the  transaminase  titer  was 
at  the  upper  limits  of  normal  (32  units).  An- 
other admission  for  congestive  heart  failure  had 
an  SGO-T  concentration  of  36  units.  This  was 


probably  a reflection  of  severe  liver  anoxia  due 
to  hepatic  congestion. 

There  were  11  patients  with  final  diagnoses 
referable  to  the  liver,  biliary  tract  or  pancreas. 
Three  of  these,  at  the  time  of  admission,  had 
pain  suggestive  of  myocardial  infarction.  All, 
however,  had  normal  electrocardiograms  and  the 
two  with  elevated  values  of  SGO-T  (920  and  116 
units),  after  observation  and  study,  were  dis- 
charged with  diagnoses  of  cholelithiasis  and 
cholecystitis  respectively.  The  third,  with  a nor- 
mal SGO-T  concentration,  had  evidence  of 
cholelithiasis. 

Three  patients  with  hepato-cellular  jaundice 
had  greatly  elevated  SGO-T  titers  (200  to  370 
units ) . 

One  patient  who  was  admitted  to  the  hospital 
because  of  cholecystitis  was  found  at  operation 
to  have  a common  duct  stone  and  the  SGO-T 
elevation  was  believed  due  to  pancreatitis.  An- 
other patient  who  had  an  exploratory  laparotomy 
had  evidence  of  chronic  pancreatitis  and  on  the 
sixth  post-operative  day  had  an  SGO-T  of  64 
units. 

Of  the  remaining  two  patients  with  hepatic  or 
biliary  disease,  one  had  a slight  elevation  of  the 
SGO-T  to  34  units  because  of  Laennec’s  cir- 
rhosis and  the  other  had  an  elevation  to  96  units 
as  a consequence  of  common  duct  obstruction  in 
the  immediate  post-operative  period  following 
cholecystectomy. 

A miscellaneous  group  of  12  cases  had  normal 
values  of  serum  transaminase.  The  determina- 
tions were  usually  requested  because  of  atypical 
chest  discomfort,  or  in  order  to  establish  normal 
values. 

DISGUSSION 

In  this  study  there  were  few  instances  in  which 
the  determination  of  SGO-T  gave  diagnostic  in- 
formation that  could  not  be  obtained  in  other 
ways.  Although  not  encountered  in  this  series, 
the  association  of  myocardial  infarction  with  left 
bundle  branch  block  is  a notable  example  in 
which  the  diagnosis  may  be  made  readily  by 
finding  an  elevated  SGO-T  titer. 

Unfortunately,  glutamic  oxalacetic-transamin- 
ase  is  found  in  many  tissues  and  an  elevated  con- 
centration of  SGO-T  is  non-specific.  Glinical 
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enzymology  will  come  of  age  when  laboratory 
methods  are  found  to  determine  tissue-specific 
enzymes.  Then,  the  demonstration  of  an  in- 
creased serum  concentration  of  an  enzyme  pecul- 
iar to  heart  muscle  may  facilitate  earlier  diag- 
nosis of  myocardial  infarction.  Similarly,  an 
enzyme  found  only  in  liver  and  not  in  pancreas 
would  refine  our  diagnostic  abilities  in  the  fre- 
(juently  puzzling  problem  of  jaundice. 

SUMMARY 

1.  The  serum  glutamic  oaxalacetic-transamin- 
ase  concentration  was  determined  108  times  in 
84  patients. 

2.  The  test  may  be  helpful  in  the  early  diag- 
nosis of  myocardial  infarction,  particularly  in 
those  instances  where  the  electrocardiographic 
changes  evolve  slowly,  or  are  obscured  by  con- 
duction disturbances  (left  bundle  branch  block). 

■3.  Because  obstructive  jaundice  may  occasion- 
ally be  associated  with  pancreatitis,  a serum 
transaminase  elevation  in  the  presence  of  jaun- 
dice is  not  necessarily  good  evidence  ol  hepato- 
cellular damage. 

4.  The  SGO-T  test  should  be  of  limited  value 
until  clinical  enzymology  provides  the  clinician 
with  determinations  of  tissue-specific  enzymes. 

0 0 

The  author  is  indebted  to  the  members  of  the 
medical  staff  of  the  Tucson  Medical  Center  for 
the  privilege  of  examining  the  records  of  their 
patients.  All  the  SGO-T  determinations  were  per- 
formed by  Thomas  D.  Stoops,  M.S.,  Biochemist, 
Tucson  Medical  Center  Laboratory,  without 
whose  help  this  study  would  not  have  been  pos- 
sible. 
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OCCIDIOIDOAIYCOSIS  is  a deep  fungus  in- 
fection caused  by  the  inhalation  of  the  spores  of 
Coceidioides  immitis.  These  spores  are  sphe- 
rules ranging  from  10  to  80  micra  in  size,  aver- 
aging 30  miera  in  size,  and  having  a thick  doubly 
refractile  capsule.  The  spherules  increase  in  size 
in  the  tissue  until  they  rupture  and  discharge  50 
to  100  minute  spores,  each  of  which  grows  until 
it,  too,  becomes  a spherule  and  reaches  the  spor- 
ulating  stage  in  the  host  tissue. 

Coccidioidomycosis  is  fairly  common  in  its 
primary  form  where  it  is  loealized  to  the  lungs, 
called  Valley  Fever,  and  is  non-fatal.  However, 
in  about  one  case  in  500  in  Negroes,  and  one  case 
in  1,000  in  whites,  the  secondary  or  progressive, 
or  granulomatous  type  of  disease  develops.  The 
prognosis  in  these  eases  is  grave  and  in  different 
series  the  mortality  rate  runs  eonsistently  higher 
than  50  per  eent.  Again,  the  prognosis  for  the 
dark-skinned  raee  is  less  favorable  than  for  the 
white.  It  is  estimated  that  20  per  eent  of  the 
patients  with  disseminated  coceidioidomycosis 
will  develop  lesions  in  bone. 

Laboratory  confirmation  is  necessary  for  a 
positive  diagnosis;  the  coceidioidin  skin  test  is 
similar  to  the  tuberculin  skin  test,  but,  as  in 
tuberculosis,  may  not  always  be  positive.  Precipi- 
tin and  compliment  fixation  tests,  however,  are 
positively  diagnostie.  The  fungus  may  be  cul- 
tured on  Sabouraud’s  media,  or  aspirated  mater- 
ial may  be  smeared  and  observed  microscopical- 
ly, or  injected  into  laboratory  animals  for  a posi- 
tive test.  The  microseopic  pieture  of  coecidioi- 
domycosis  may  be  identical  with  that  of  tuber- 
culosis. The  typieal  spherieal  bodies  with  doubly 
refraetile  capsule  must  be  seen  in  order  to  make 
the  diagnosis.  However,  many  fields  may  have 
to  be  searched  before  this  positive  proof  of  eoe- 
cidioidomycosis  is  found.  (Fig.  1— The  spherical 
body  with  doubly  refractile  capsule  is  easily 
demonstrated  under  high  power  magnifieation ) . 

Radiographically,  the  bone  lesions  are  often 
multiple  and  have  a predilection  for  cancellous 
bone,  especially  bony  prominences.  In  the  acute 


stage,  radiographieally,  they  are  said  to  appear 
as  eystic  areas  one  half  to  three  cm.  in  diameter 
with  little  if  any  surrounding  sclerosis  or  perio- 
stitis. (Fig.  2— There  is  a large  cyst  in  the  os 
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calcis.)  In  later  stages  periostitis  and  bone  pro- 
liferation are  more  common  and  help  in  the 
differential  diagnosis  of  tuberculosis,  as  perio- 
stitis is  rarely  seen  in  the  latter  disease.  Seques- 
tration is  rarely  seen  in  coccidioidomycosis  of 
the  bone,  and  the  sclerotic  reaction  of  the  bone 
is  seldom  as  marked  as  in  osteomyelitis. 

The  present  study  constitutes  an  analysis  of 
proved  cases  of  disseminated  coccidioidomycosis 
from  Phoeni.x  and  Tucson,  Arizona,  contributed 
by  orthopedists  from  both  areas.  These  were  all 
cases  of  coccidioidomycosis  of  the  bone  proved 
either  by  biopsy,  laboratory  tests,  or  autopsy. 
Most  were  either  diagnosed  by,  or  seen  in  con- 
sultation with,  an  orthopedist.  Some  of  the  rec- 
ords are  on  microfilm  and  not  all  pertinent  labor- 
atory work  was  available.  However,  where  pos- 
sible the  cases  were  reviewed  thoroughly  as  to 
age,  sex,  race,  duration  of  disease,  site  in  bone, 
laboratory  work,  treatment  and  course.  In  those 
cases  in  which  the  patients  had  been  discharged 
from  the  hospital,  their  local  doctors  were  con- 
tacted where  possible  in  order  to  ascertain  their 
clinical  course. 

In  our  series  of  22  cases  there  were  40  known 
sites  in  bone;  all  of  these  were  cancellous.  In 
contradistinction  to  reported  x-ray  findings, 
lesions  in  this  series  viewed  in  retrospect  were 
often  not  cystic  at  the  earliest  time  of  their  ap- 
pearance. Many  showed  only  mild  demineraliza- 
tion for  an  area  of  three  to  10  mm.,  with  little  if 
any  line  of  demarcation.  (Fig.  3— This  patient 
had  symptoms  but  no  cyst  noted  by  x-ray). 
X-rays  taken  a few  weeks  to  months  later  then 
showed  the  typical  cystic  area.  (Fig.  4— The 
same  patient  six  months  later).  We  also  noted 
in  this  series  only  one  case  with  periostitis.  (Fig. 
5— Periostitis  of  the  distal  femur.  The  only  case 
of  periostitis  in  40  sites  in  bone).  Periostitis  is 
supposed  to  be  a differentiating  feature  from 
tuberculosis  of  bone  radiographically,  but  was 
not  found  to  be  so  in  this  series  of  cases. 

Noted  with  great  frequency  in  the  laboratory 
findings  in  this  series  of  cases,  were  eosinophilia, 
albuminuria,  and  high  sedimentation  rate  often 
out  of  proportion  to  the  patient’s  apparent  illness. 
(Chart  No.  1).  In  16  cases  where  differential 
blood  counts  were  recorded,  eosinophilia  of  five 
or  more  was  present  in  seven  of  them.  In  seven 
of  the  12  eases  with  urinalysis  recorded,  there 
was  albuminuria  ranging  from  a trace  to  four- 


plus.  In  eight  of  the  13  cases  where  recorded,  the 
sedimentation  rate  was  over  30  mm.  per  hour 
and  this  was  persistently  elevated.  (Chart  No. 
2).  There  were  12  cases  with  differential  blood 
counts  recorded  whose  outcome  is  known.  Of 
those  with  five  or  more  eosinophiles,  five  died 
and  only  one  lived,  and  his  eosinophile  count 
was  five.  Of  those  with  eosinophilia  below  five, 
all  seven  patients  lived.  (Chart  No.  3).  In  11 
cases  the  sedimentation  rate  was  recorded  and 
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the  outcome  known.  Three  died,  and  these  had 
rates  of  85,  130  and  140.  Of  those  who  lived,  one 
had  a sedimentation  rate  of  116,  one  of  36,  and 
the  rest  all  had  sedimentation  rates  of  30  or 
under.  (Chart  No.  4). 

Comparing  the  temperature  curves  against 
the  final  outcome,  it  was  found  that  eight  pa- 
tients whose  highest  recorded  temperature  was 
100  degrees  or  below,  all  recovered.  Of  six  pa- 
tients whose  temperature  went  to  101  degrees  or 
more,  all  died.  There  was  one  patient  whose 
highest  temperature  was  recorded  at  104  who 
lived. 

For  the  sake  of  interest,  we  will  mention 
therapy,  mainly  since  it  is  so  ineffective.  How- 
ever, we  do  not  feel  that  this  series  of  cases  war- 
rants any  conclusion  regarding  drug  therapy,  as 
the  patients  could  not  be  followed  long  or  closely 
enough.  Many  drugs  have  been  tried  in  an  at- 
tempt to  cure  this  disease  in  its  progressive  form. 
Some  of  these  include  sulfa  drugs,  iodides,  x-ray 
therapy,  vaccine  extracted  from  the  fungus  it- 
self, copper,  antimony,  thymol,  antibiotics  of  all 
kinds,  and  intravenous  potassium  tartrate.  It  is 
generally  conceded  that  none  of  these  is  effec- 
tive; in  fact,  the  fungus  has  been  grown  in  a 
culture  of  Streptomycin  and  Penicillin.  Some  of 
the  more  recent  drugs  are  Ethyl  Vanillate,  KC 
49,  Stilbamadine  intravenously  (a  great  many 
precautions  are  necessary  to  prevent  toxic 
neuropathy),  Fergon,  and  THF.  Some  of  these 
appear  to  be  more  effective  than  the  drugs  pre- 
viously used,  but  accurate  results  are  difficult  to 
obtain  due  to  the  small  number  of  cases,  lack  of 
adequate  control  cases,  and  the  occasionally  pro- 
longed course  of  the  disease.  To  obtain  adequate 
blood  levels  with  one  of  the  more  promising 
drugs,  Ethyl  Vanillate,  requires  the  patient  tak- 
ing 22  tablets  every  six  hours  for  a total  of  88 
tablets  a day,  a physical  impossibility  in  even  a 
’'-'oderately  seriously  ill  person  because  of  the 
gastric  irritation  which  the  drug  causes.  Gen- 
erally speaking,  incision  and  drainage  of  the 
abscess  followed  by  plaster-of-Paris  and  later 
immobilization,  have  been  as  consistently  effec- 
tive as  drug  therapy.  Of  five  cases  treated  with 
drugs  alone,  only  two  are  living,  whereas  of 
eight  of  the  cases  treated  surgically,  six  are  stiU 
living. 

What  conclusions  may  we  draw  from  this 
series  of  cases?  First,  it  would  appear  that  for 
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an  endemic  area  such  as  Arizona,  the  records 
kept  are  entirely  inadequate  as  regards  labora- 
tory work  and  follow-up.  It  would  also  appear 
that  the  treatment  to  date  that  has  proved  most 
beneficial  is  still  surgical,  i.e.,  amputation  if 
the  disease  is  localized  to  an  extremity,  or  in- 
cision and  drainage  of  bone  abscesses  followed 
by  plaster  and  later  brace  immobilization.  The 
prognosis  appears  best  in  those  patients  with 
low  sedimentation  rates,  low  temperature 
curves,  and  low  eosinophile  counts.  The  white 
race  appears  to  do  better  than  the  dark-skinned, 
and  in  this  series,  of  the  eight  colored  patients, 
four  are  dead  and  four  still  alive.  Of  the  five 
white  cases  where  outcome  is  known,  four  are 
still  alive,  and  only  one  is  dead.  Finally,  we 
feel  that  the  diagnosis  of  this  disease  may  be 
greatly  aided  by  the  findings  of  a high  sedi- 
mentation rate,  a high  eosinophile  count,  and 
albuminuria.  If  these  simple  tests  are  suspicious 
with  either  a positive  or  negative  coccidioidin 
skin  test,  a sample  of  20  cc  of  fasting  blood  sent 
to  the  Stanford  University  laboratory  or  any 
laboratory  properly  equipped  to  make  serologic 
studies,  will  give  a positive  diagnosis. 
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cind  <^ts  i^^tand  on  ^:^ydccroditcition 


By  Dwight  H.  Murray,  M.D. 
President,  American  Medical  Association 


T 

1 HIS  is  the  first  opportunity  I have  had  to  speak 
to  a medical  association  since  my  return  from 
a four-week  tour  of  naval  hospitals  and  installa- 
tions in  the  Pacifie.  While  the  trip  was  most 
gratifying,  it  is  wonderful  to  be  traveling  in 
the  states  again  — especially  in  Arizona. 

After  a first-hand  look  at  medicine  in  the 
Far  East,  I am  prouder  than  ever  of  American 
medicine.  And  I can  assure  you  that  American 
medicine  is  looked  upon  by  doctors  in  the  Far 
East  as  the  summit  in  medical  achievement. 

I do  not  wish  to  imply  that  good  medicine 
is  not  practiced  in  the  Ear  East.  There  are 
thousands  of  fine  practitioners  and  educators  in 
Japan,  Eormosa,  Hong  Kong  and  the  Philippines. 
But  they  do  look  to  America  and  to  the  Ameri- 
can physicians  to  set  the  pace  for  the  medical 
world.  We  therefore  cannot  rest  on  our  laurels. 
While  we  graciously  accept  the  plaudits  of  our 
colleagues  from  abroad,  let’s  dedicate  ourselves 
even  more  completely  to  the  attainment  of 
greater  medical  heights  for  suffering  mankind. 

You  have  asked  me  to  talk  today  about  “The 
American  Medical  Association  and  Its  Stand 
on  Accreditation.  This  subject  is  one  of  my 
favorites  because  of  my  association  with  the 
Joint  Commission  on  Accreditation.  So  if  I talk 
too  long,  I hope  you  will  not  be  too  harsh  with 
me.  I figure  that  in  the  next  two  and  a half 
hours  I can  cover  the  subject  adequately!  And 
I promise  not  to  run  over  that  time! 

Years  ago,  the  American  Medical  Association, 
the  American  College  of  Surgeons,  and  the 
American  Hospital  Association  all  visited  and 
inspected  hospitals. 

While  the  A.M.A.  never  actually  accredited 
hospitals,  it  at  one  time  did  register  them  on 

"Delivered  before  the  66th  Annual  meeting  of  the  Arizona 
Medical  Association,  Inc.,  Stardust  Hotel,  Yuma,  Arizona,  April 
12,  1957. 


the  advice  of  the  county  medical  society.  How- 
ever, the  A.M.A.’s  main  function  in  studying 
hospitals  has  been  in  connection  with  our  in- 
ternship and  residency  accreditation  program 
in  teaching  hospitals. 

So  at  the  outset  let’s  remember  that  the  A.M.A. 
has  never  accredited  hospitals,  but  it  has  had 
programs  for  accrediting  internship  and  resi- 
dency training  in  hospitals,  and  for  evaluating 
teachning  institutions.  At  the  same  time  I want 
to  make  it  clear  that  the  A.M.A.  does  not  ap- 
prove an  intern  or  residency  training  program 
unless  it  is  located  in  an  accredited  hospital  — 
accredited,  that  is,  by  the  Joint  Commission  on 
Accreditation. 

This  commission  was  created  in  late  1951  after 
the  American  College  of  Surgeons  had  deter- 
mined that  the  costs  were  too  heavy  to  continue 
its  hospital  inspecting  and  rating  service. 

To  maintaing  an  adequate  and  reliable  ac- 
creditation program,  the  joint  commission  was 
launched  by  five  participating  groups  — the 
A.M.A.,  the  College  of  Surgeons,  the  American 
College  of  Physicians,  the  American  Hospital 
Association,  and  the  Canadian  Medical  Associa- 
tion. These  five  agreed  to  share  a joint  budget 
and  to  co-operate  for  the  maintenance  of  sound 
standards  and  the  continuation  of  an  accredita- 
tion system. 

Within  a year  or  so,  the  joint  commission  of 
20  members  began  to  function,  with  each  of 
the  five  participating  groups  having  a real  stake 
in  the  workings  of  the  commission.  In  less  than 
five  years,  the  commission  has  made  many  not- 
able improvements  in  accreditation. 

For  example,  it  has  insisted  upon  high-grade 
hospital  care  for  all  patients,  not  just  surgical 
patients,  and  it  has  placed  increasing  emphasis 
on  the  human  factor  in  hospital  care. 
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In  addition,  it  has  abolished  the  complicated 
point  system  of  rating  hospitals. 

Despite  its  growing  importance,  the  joint 
commission  remains  an  independent,  voluntary 
and  nonprofit  corporation.  Its  accreditation  is 
not  compulstory;  accreditation  is  not  licensure, 
police  action,  to  raise  the  quality  of  medical 
care,  not  by  dictatorial  methods,  but  primarily 
through  the  self-government  and  self-evalua- 
tion of  the  medical  staff.  As  Commission  Di- 
rector Kenneth  B.  Babcock  has  said: 

“The  commission  is  neither  a glorified  good- 
housekeeping seal  nor  a bogey-man  policeman. 
It  is  a service  organization  to  guide,  assist  and 
advise  in  order  to  raise  standards.  I wish  you 
would  think  of  us  as  assistant  rather  than  an 
assailant.” 

Despite  its  eagerness  to  do  a sound  and  com- 
plete job,  the  commission  heard  many  complaints 
in  its  first  years.  Some  members  of  the  medical 
profession  were  unhappy  about  certain  stand- 
ards, about  the  commission’s  methods,  and  about 
its  surveyors.  Friction  between  physicians  and 
hospitals  developed.  And  more  than  the  usual 
amount  of  misunderstanding  and  misinformation 
arose  because  too  few  physicians  read  and 
studied  the  commission’s  requirements. 

So  in  June  1955,  the  A.M.A.  House  of  Dele- 
gates established  a seven-member  committee  to 
review  the  functions  of  the  joint  commission. 
For  one  year  the  seven  doctors  investigated  the 
complaints  against  the  commission.  At  the  Chi- 
cago meeting  in  June  1956,  this  committee  — 
known  as  the  Stover  committee  — made  its 
report  to  the  house  of  delegates.  The  report 
was  approved  by  the  house  and  forwarded  to 
the  joint  commission  for  review  and  action. 

In  its  report,  the  Stover  committee  reached 
13  conclusions  that  are  pertinent  to  the  subject 
of  accreditation.  After  studying  the  Stover  con- 
clusions, the  joint  commission  acted  on  most  of 
the  13  points.  On  four  of  them  there  was  full 
agreement.  These  points  were: 

1.  Accreditation  of  hospitals  should  be  con- 
tinued. 

2.  The  commission  is  not  and  should  not  be 
punitive. 

3.  Commission  surveyors  should  work  with 
both  hospital  administrator  and  staff. 


4.  The  commission  should  maintain  its  present 
organizational  representation  ...  six  members 
from  the  A.M.A.,  seven  from  the  A.H.A.,  one 
member  from  the  Canadian  Medical  Association, 
and  three  each  from  the  American  College  of 
Physicians  and  the  American  College  of  Sur- 
geons 

On  other  points  there  also  was  substantial 
agreement.  For  example,  the  Stover  report  urged 
that  new  surveyors  should  receive  better  in- 
doctrination. In  acting  on  this  suggestion,  the 
joint  commission  simply  said  that  the  orienta- 
tion program  for  surveyors  is  being  strengthened 
steadily. 

On  the  recommendation  that  surveyors  should 
be  employed  and  supervised  directly  by  the 
joint  eommission,  the  20  commissioners  answered 
that  there  is  no  objection  in  principle  that  sur- 
veyors could  be  directly  employed  and  super- 
vised by  the  commission.  Whether  or  not  this 
is  done  is  a decision  for  each  member  organi- 
zation to  make,  the  commission  said. 

As  the  Stover  report  shows,  your  A.M.A.  is 
in  favor  of  direct  employment  and  supervision. 

On  another  point,  the  Stover  committee  said 
Blue  Cross  and  other  associations  should  be 
requested  not  to  suspend  full  benefits  to  non- 
accredited  hospitals  until  those  so  requesting 
have  been  inspected.  The  joint  commission  con- 
cluded that  this  suggestion  pertained  to  indi- 
vidual Blue  Cross  plans  and  therefore  it  could 
not  act  upon  it. 

So  on  these  seven  points  there  was  either 
full  agreement,  substantial  agreement,  or  no  ac- 
tion by  the  joint  commission. 

There  was  considerably  more  discussion  on 
the  other  six  major  conclusions  of  the  Stover 
committee.  Generally,  the  joint  commission  again 
agreed  with  the  Stover  report,  but  I would  like 
to  consider  each  of  these  six  areas  briefly. 

I.  The  Stover  committee  said  it  believed  that 
physicians  should  be  represented  on  the  ad- 
ministrative bodies  of  hospitals.  It  also  urged 
medical  staffs  to  request  their  boards  of  trustees 
to  accept  a medical  member  even  if  he  serves 
only  as  a non-voting  member. 

The  joint  commission’s  reply  was  that  close 
liaison  between  the  the  medical  staff  and  the 
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governing  board  of  a hospital  must  be  main- 
tained. However,  its  position  is  that  this  should 
be  determined  locally,  and  the  commission 
should  not  state  specifically  whether  physicians 
should  or  should  not  be  members. 

While  the  joint  commission  has  decided  to 
let  the  question  of  physician  representation  on 
the  governing  boards  of  hospitals  be  decided 
at  the  local  level,  it  is  gratifying  to  have  the 
commission  re-emphasize  that  close  liaison  be- 
tween the  medical  staff  and  the  governing  board 
is  essential.  Personally,  I feel  that  good  work- 
ing relationships  between  physicians  and  hos- 
pitals would  be  strengthened  in  every  instance 
if  physicians  were  represented  on  governing 
boards. 

2.  The  Stover  committee  recommended  that 
staff  meetings  required  by  the  joint  commission 
are  acceptable,  but  attendance  requirements 
should  be  set  up  locally  and  not  by  the  com- 
mission. 

Although  the  joint  commission  did  not  allow 
attendance  requirements  to  be  determined  local- 
ly, it  did  make  a major  change  in  its  standards 
for  staff  meetings.  Instead  of  requiring  an  aver- 
age of  75  per  cent  attendance  of  the  active  staff 
at  each  meeting,  the  commission  now  requires 
only  50  per  cent  of  the  active  staff  who  are  not 
excused  by  the  executive  committee  of  the  staff 
for  exceptional  conditions  such  as  sickness  or 
absence  from  the  community. 

It  also  decided  that  each  active  staff  member 
shall  attend  50  per  cent  of  staff  meeting  unless 
excused.  Formerly,  the  standards  required  each 
staff  member  to  attend  75  per  cent  of  the  meet- 
ings. 

The  reduction  in  staff  attendance  requirements 
is  substantial,  and  in  my  opinion  the  new  require- 
ment is  neither  too  stringent  nor  too  lax  on  staff 
members. 

3.  After  studying  the  issue  of  general  practice 
sections  in  hospitals,  the  Stover  committee  con- 
cluded that  the  joint  commission  should  encour- 
age GP  sections. 

The  joint  commission  in  turn  called  for  the 
continuation  of  its  present  policy  which  says  a 
department  of  general  practice  shall  be  an  or- 
ganized segment  of  the  medical  staff  comparable 
to  that  of  other  staff  departments,  with  certain 
modifications.  It  stated  further  that  the  local 


medical  staff  should  decide  whether  to  establish 
a general  practice  department. 

Your  own  A.  M.  A.  House  of  Delegates  pur- 
sued this  subject  of  the  general  practitioner  and 
hospital  privileges  during  its  sessions  in  Seattle 
last  fall.  It  instructed  the  A.  M.  A.  members  of 
the  joint  commission  to  stimulate  action  by  the 
commission  leading  to  the  warning,  provisional 
accreditation,  or  removal  of  accreditation  of  com- 
munity or  general  hospitals  which  exclude  or 
arbitrarily  restrict  hospital  privileges  for  general- 
ists as  a class,  regardless  of  their  individual  pro- 
fessional competence  where  such  policies  ad- 
versely affect  the  quality  of  patient  care  ren- 
dered. 

However,  the  house  of  delegates  said  this 
action  should  be  taken  only  after  appeal  to  the 
joint  commission  by  the  county  medical  society 
concerned. 

Unfortunately,  the  joint  commission  has  been 
blamed  in  the  past  for  some  of  the  rejections  of 
GPs’  applications  for  staff  appointments.  It  is 
not  the  commission,  however,  that  restricts  staff 
privileges,  but  the  hospital  board  itself  that  ap- 
proves or  disapproves  the  appointment  on  the 
recommendation  of  the  staff. 

It  is  my  hope  that  the  county  medical  societies 
and  the  A.  M.  A.,  through  its  members  on  the 
commission,  can  assist  in  overcoming  the  exclu- 
sion and  arbitrary  limitation  of  the  GP’s  privil- 
eges. 

...  I might  add  here  that  the  A.  M.  A.’s  rep- 
resentatives on  the  joint  commission  always  will 
include  at  least  one  general  practitioner. 

4.  Realizing  that  many  critics  contended  that 
there  was  no  practical  method  of  appeal  for 
hospitals  that  fail  to  receive  accreditation,  the 
Stover  committee  urged  the  joint  commission  to 
publicize  its  method  of  appeal. 

The  commission  agreed  and  said  that  in  the 
event  a hospital  is  not  accredited  following  a sur- 
vey, the  process  of  appeal  will  be  explained  in 
the  letter  notifying  the  hospital  that  it  has  not 
been  accredited. 

The  original  bylaws  of  the  joint  commission 
provide  for  hearings  of  appeals,  and  I believe 
that  with  proper  publicizing  of  the  method  of 
appeal,  there  will  no  longer  be  misunderstand- 
ings at  the  local  level. 
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5.  The  Stover  committee  also  recommended 
that  reports  on  surveys  should  be  sent  to  both 
administrator  and  the  chief  of  staff  of  hospitals. 

The  joint  commission  agreed.  Now  copies  of 
the  covering  letter  and  recommendations  sent  to 
the  administrator  following  a survey  also  will  be 
sent  to  the  chief  or  president  of  the  medical  staff 
and  the  president  of  the  governing  board. 

6.  And  finally  the  Stover  committee  said  the 
joint  commission  should  not  concern  itself  with 
the  number  of  hospital  staffs  to  which  a phy- 
sician may  belong. 

Again  the  joint  commission  agreed  and  pointed 
out  that  the  standards  for  hospital  accreditation 
do  not  restrict  multiple  staff  appointments. 

These,  then,  were  the  conclusions  of  the  Stover 
committee  and  the  actions  taken  by  the  joint 
commission.  For  the  most  part,  the  A.  M.  A. 
suggestions  have  meet  with  approval. 

It  is  my  belief  that  the  Stover  report  and  the 
joint  commission’s  general  acceptance  of  the 
report  will  help  to  erase  most  of  the  serious  crit- 
icisms of  the  commission,  and  will  bring  about 
a better  understanding  of  the  commission’s  pur- 
poses and  its  work. 

The  Stover  report,  of  course,  is  no  cure-all.  No 
single  set  of  suggestions  and  recommendations 
by  a committee  is  going  to  solve  all  the  problems 
of  the  joint  commission  for  all  time  to  come.  But 
if  it  reduces  substantially  the  number  of  com- 
plaints, and  aids  the  joint  commission  in  doing 
an  even  better  job,  then  we  have  taken  a giant 
step  forward. 

As  a member  of  the  commission,  I know  the 
organization  has  not  been  perfect.  There  have 
been  errors,  but  they  have  not  been  of  the  heart. 
Let’s  remember  that  the  program  of  accreditation 
is  worthwhile,  and  the  commission  is  perform- 
ing a valuable  public  service  in  devising  the  best 
possible  plan  of  accreditation.  Now  and  in  the 
future  we  will  need  your  understanding  and  your 
willingness  to  help  if  the  commission  is  to  suc- 
ceed. 

In  many  areas  of  the  country  the  relations  be- 
tween the  hospital  and  physician  are  most  har- 
monious. In  some  others  they  are  not.  If  relations 
are  not  good  in  your  area,  there  are  many  things 
you  can  do  personally  to  help  the  situation.  Here 
are  just  a few  quick  suggestions: 


First,  every  hospital  board  of  trustees  and  ad- 
ministrator has  the  problem  of  running  the  insti- 
tution without  a deficit.  You  should  recognize 
this  and  help  to  alleviate  the  problem. 

You  probably  will  agree  with  me  that  most 
hospital-physician  differences  arise  from  the 
administrator’s  search  for  income  that  will  pro- 
vide a balanced  budget. 

Second,  you  should  develop  an  interest  in 
management  problems.  Most  physicians  are  so 
interested  in  the  welfare  of  their  patients,  they 
fail  to  consider  the  problems  of  the  hospital  ad- 
ministrator and  his  board  of  trustees. 

Third,  it  is  my  belief  that  in  recent  years  the 
movement  of  patients  from  the  home  and  the 
office  into  the  hospital  for  diagnostic  and  thera- 
peutic care  has  been  excessive.  This  has  resulted 
in  mounting  hospital  costs.  Both  patient  and 
hospital  would  gain,  if  much  greater  emphasis 
was  placed  on  home  and  office  care. 

Fourth,  you  should  discipline  unethical  staff 
members.  Your  failure  to  do  so  stimulates  inter- 
ference by  an  aroused  board  of  trustees  and 
administrators. 

Fifth,  my  experience  has  taught  me  that  ne- 
gotiations locally  within  the  hospital  before  dif- 
ficulties develop  into  critical  conflicts  are  abso- 
lutely necessary.  I have  known  few  instances  in 
which  a conflict  was  not  resolved  in  negotiations 
to  the  satisfaction  of  all  parties  concerned. 

These  are  just  a few  areas  in  which  we  all 
can  help  our  profession,  our  hospital  and  our 
joint  commission.  Hospital  accreditation  is  a 
tough  project  for  any  group  to  undertake,  but 
through  pulling  together,  we  can  achieve  a mag- 
nificent system  of  accreditation. 

In  the  words  of  Dr.  Gunnar  Gunderson,  first 
chairman  of  the  joint  commission  and  now  chair- 
man of  the  A.  M.  A.  Board  of  Trustees: 

“This  is  a voluntary  movement  representing 
the  best  thinking  and  the  best  inspiration  of  five 
of  the  most  powerful  groups  in  the  world  deal- 
ing with  health.  We  recognize  what  this  will  , 
mean  to  the  care  of  the  sick  and  injured  of  two  ! 
friendly  nations,  Ganada  and  the  United  States,  i 
If  our  dities  are  discharged  well,  the  benefits  I 
to  mankind  through  our  profession,  through  our  : 
hospitals  and  for  our  civilization  are  unreckon- 
able.” 
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A T the  Yuma  Convention,  Dr.  Dwight  Murray,  President  of  AMA,  told  us  that 
the  Joint  Commission  on  Accreditation  of  Hospitals  had  adopted  most  of  the 
Stover  report  to  make  local  rules  regarding  staff  privileges,  health  codes  etc. 

Yet  at  the  same  time  one  Tucson  hospital  had  been  denied  accreditation  after 
being  passed  by  the  inspector  and  is  being  threatened  with  closure  of  130  beds. 
This  on  the  order  of  the  Chicago  office. 

The  doctors  need  hospital  beds.  Their  patients  need  hospital  beds.  Also  the 
hospitals  need  the  doctors  and  the  patients. 

In  Arizona  there  is  an  acute  bed  shortage,  so  much  so  that  it  is  necessary  for 
me  to  phone  three  or  four  hospitals  before  I can  get  a bed  for  an  acute  emer- 
gency. I cite  the  following  three  instances  occuring  in  Phoenix  during  the 
months  of  April  and  May: 

Letters  were  sent  to  M.D.s  saying  that  if  they  did  not  contribute  generously 
to  a current  fund  drive,  they  could  not  expect  to  get  beds  for  their  patients. 

Secondly  “Men  who  enjoy  active  status  at  XXX  but  who  show  no  definite 
preference  for  this  hospital  and  are  ambivalent,  should  be  assigned  to  the  as- 
sociate staff,  particularly  in  favor  of  those  individuals  now  on  the  associate 
staff  who  concentrate  their  work  and  interest  at  XXX.” 

Thirdly,  an  order  went  out  from  a hospital  administrator  to  the  admitting 
office  and  surgery,  that  until  the  bed  shortage  is  lessened,  no  elective  surgery 
is  to  be  scheduled  by  other  than  the  active  staff. 

With  a closed  staff,  it  is  necessary  for  the  hospital  to  guarantee  a bed  to  every 
active  staff  man  whenever  he  calls.  Otherwise  he  is  forced  to  look  elsewhere  for 
a bed  for  his  patient. 

I propose  that  all  staff  doctors  should  stand  and  fight  for  representation  on 
the  hospital  board  of  directors.  These  should  be  elected  by  the  staff  for  a term 
of  not  more  than  three  years,  staggering  terms  if  needed.  This  would  enable 
the  board  of  directors  to  get  the  feeling  of  the  staff  and  the  M.D.s  could  bring 
back  to  the  staff  the  problems  of  the  board  of  directors.  These  representatives 
should  not  be  hand-picked  by  the  administrators. 

C.  C.  CRAIG,  M.D.,  PRESIDENT 
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CONTRIBUTORS 

The  Editor  sincerely  solicits  contributions  of  scientific 
articles  for  publication  in  ARIZONA  MEDICINE.  All  such 
contributions  are  greatly  appreciated.  All  will  be  given  equal 
consideration. 

Certain  general  rules  must  be  followed,  however,  and  the 
Editor  therefore  respectfully  submits  the  following  suggestions 
to  authors  and  contributors: 

1.  Follow  the  general  rules  of  good  English,  especially  with 
regard  to  construction,  diction,  spelling,  and  punctuation. 

2.  Be  guided  by  the  general  rules  of  medical  writing  as 
followed  by  the  JOURNAL  OF  THE  AMERICAN  MEDICAL 
ASSOCIATION. 

3.  Be  brief,  even  while  being  thorough  and  complete.  Avoid 
unnecessary  words.  Try  to  limit  the  article  to  1500  words. 

4.  Read  and  re-read  the  manuscript  several  times  to  cor- 
rect it,  especially  for  spelling  and  punctuation. 

5.  Manuscripts  should  be  typewritten,  double  spaced,  and 
the  original  and  a carbon  copy  submitted. 

6.  Articles  for  publication  should  have  been  read  before 
a controversial  body,  e.g.,  a hospital  staff  meeting,  or  a 
county  medical  society  meeting. 

7.  Exclusive  Publication— Articles  are  accepted  for  publi- 
cation on  condition  that  they  are  contributed  solely  to  this 
Journal.  Ordinarily  contributors  will  be  notifed  within  60 
days  if  a manuscript  is  accepted  for  publication.  Every  effort 
will  be  made  to  return  unused  manuscripts. 

8.  Illustrations  — Ordinarily  publication  of  2 or  3 illustra- 
tions accompanying  an  article  will  be  paid  for  by  Arizona 
Medicine.  Any  number  beyond  this  will  have  to  be  paid  for 
by  the  author. 

9.  Reprints  — Reprints  must  be  paid  for  by  the  author 
at  established  standard  rates. 

The  Editor  is  always  ready,  willing,  and  happy  to  help 
in  any  way  possible. 


(The  Opinions  expressed  in  original  contributions  do  not  neces- 
sarily express  the  opinion  of  the  Editorial  Board.) 


WHEN  SHOULD  YOU  SUE  FOR  AN 
UNPAID  BILL? 

T HE  recent  issue  of  MEDICAL  ECONOMICS 
carried  an  article,  “When  Should  You  Sue  for 
an  Unpaid  Bill?”  and  offered  a check  list  as  to 
what  items  to  consider  prior  to  filing  a suit  for 
collection  of  the  obligation,  considering  such 
factors  as  the  ability  of  the  patient  to  pay,  the 
adequacy  of  office  records,  reasonable  fees,  sat- 
isfactory results  of  treatment,  and  adequate 
warning  to  the  patient  as  to  intent  for  collection. 

The  prime  question  remaining  is  the  statute  of 
limitations  in  Arizona.  In  our  state,  an  action  on 
an  open  account  expires  three  years  from  the 
date  the  indebtedness  is  incurred,  or  three  years 
from  the  date  of  the  last  payment  on  the  debt 
in  the  event  any  payment  is  made.  An  action  for 
malpractice  (injury  to  the  person  of  another) 
expires  two  years  from  the  date  the  action  ac- 
crues, or  two  years  from  the  date  of  injury.  An 
action  for  malpractice  resulting  in  death  (injury 
to  the  person  of  another  when  death  ensues) 
expires  two  years  from  the  date  of  death. 


HONORABLE  MENTION  AWARD 

M ISS  Lillian  M.  Harris,  1016  West  Congress 
Street,  Tucson,  Arizona,  is  to  be  commended  on 
the  honorable  mention  citation  awarded  to  her 
during  the  National  Science  Fair  in  Los  An- 
geles May  9 by  the  American  Medical  Associa- 
tion. Notice  of  this  award  is  carried  elsewhere  in 
the  Journal.  It  must  be  realized  that  the  AMA 
presents  only  four  awards— two  “firsts”  and  two 
“honorable  mentions”— to  the  students  with  the 
best  exhibits  in  the  basic  medical  sciences.  These 
awards  are  separate  from  those  presented  by  the 
Science  Clubs  of  America,  Fair  sponsors,  in  the 
broader  divisions  of  biological  and  physicial 
sciences. 

Miss  Harris  won  her  award  in  competition 
with  233  students  from  40  states.  We  commend 
and  wish  her  the  best  of  success  in  her  chosen 
profession. 
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TYPHOID 

By  N.  C.  BLEDSOE,  M.D. 


A 


S AN  intern  of  the  Los  Angeles  County  Hos- 
pital, 1 had  the  advantage  of  many  physieians 
in  handling  many  cases  of  typhoid  fever.  This 
was  during  the  years  1902-03-04.  Today  very  few 
of  the  younger  physicians  ever  see  a case  of 
typhoid.  It  is  so  rare  that  when  my  nephew’s 
daughter  contracted  the  disease  at  a girl’s  camp 
some  four  years  ago,  she  was  confined  in  a San 
Francisco  hospital  and  had  some  30  or  40  phy- 
sicians visit  her  to  see  a case  of  typhoid. 

Improved  sanitation  and  vaccination  have  re- 
moved this  menace  from  our  list  of  infectious 
diseases.  There  is  an  old  saying  that  “typhoid  is 
caused  by  flies,  fingers  and  food.”  This  axiom 
was  forcibly  brought  to  my  attention  when  I first 
went  to  Bisbee.  As  some  of  you  know,  Bisbee 
is  in  the  Mule  Mountains  and  the  terrain  is  all 
rock,  and  at  the  time  of  my  arrival,  there  was  no 
sewer  system.  Privies,  as  you  can  readily  under- 
stand, were  inadequate  to  keep  out  flies.  I visited 
some  of  the  boarding  houses  at  night  when  the 
buzzing  of  the  flies  was  so  noisy  that  it  reminded 
one  of  a swarm  of  bees.  It  was  no  trouble  to 
realize  that  flies  were  a cause  of  many  cases  of 
typhoid.  There  were  no  refrigerated  cars,  perish- 
able food  was  brought  in  iced,  and  many  times 
the  ice  was  melted  before  it  was  transferred  at 
Benson  for  shipment  to  Bisbee.  It  is  told,  and  I 
do  not  doubt  the  authenticity  of  the  tale,  that 
when  a shipment  of  fish  came  into  Benson,  it 
was  soft,  starting  to  spoil  so  the  agent  threw  on 
some  saltpeter,  re-iced  it,  and  sent  it  along. 

In  1904,  the  first  year  I was  in  Bisbee,  there 
were  150  cases  of  typhoid  in  the  community.  At 
one  time  we  had  over  25  cases  in  the  hospital. 
All  of  the  doctors  dreaded  the  summer  time,  as 
intestinal  diseases  were  rampant  and  our  infant 
mortality  was  high.  One  year  after  I arrived  in 
Bisbee,  a sewer  system  was  installed  and  the  next 
year  we  did  not  have  one  case  of  typhoid.  This 
was  a perfect  example  of  how  sanitation  can 
control  typhoid. 


It  might  be  of  interest  to  outline  our  treat- 
ment: rest  in  bed,  temperature,  pulse  and  res- 
piration every  three  hours,  liquid  diet;  twice  a 
week  every  patient  was  given  a course  of  calo- 
mel, followed  by  castor  oil;  salol,  T-k  grains, 
every  three  hours.  Whenever  temperatures 
reached  102  a sponge  bath,  or  some  other 
method  was  used  to  reduce  temperatures.  This, 
by  the  way,  was  a very  interesting  matter  as 
each  nurse  had  her  own  way  of  reducing  tem- 
perature; hot  packs,  cold  packs,  ice  bath,  tub 
bath  and  the  so-called  Brand  treatment.  It  was 
interesting  to  watch  the  special  nurses  at  County 
Hospital  reduce  the  temperatures.  Our  mortality 
was  under  3 per  cent. 

Hemorrhage  and  perforation  were  the  two 
complications  most  feared.  Hemorrhage  was 
treated  systemically,  perforation  by  operation, 
if  we  could  get  the  patient  to  agree  before  peri- 
tonitis developed. 

It  is  told  that  in  a certain  Massachusetts  hos- 
pital there  was  a very  sick  patient  and  the  doc- 
tors were  at  a loss  to  diagnose  his  ailment  when 
an  old  New  Hampshire  doctor  walked  through 
the  ward,  sniffed  a little  and  said,  “I  see  you 
have  a case  of  typhoid  fever  here.”  The  disease 
does  have  a characteristically  peculiar  odor  and 
some  of  our  predecessors  had  a keen  sense  of 
smell.  Thank  God  this  is  another  disease  we  no 
longer  dread. 


BOOK  REVIEW 

PRICE’S  TEXTBOOK  OF  THE  PRACTICE  OF  MEDICINE 
edited  by  Donald  Hunter,  M.D.  9th  ed.  1,774  pages.  (1956) 
Oxford.  $15. 

Twenty-seven  British  authorities  edit  an  out- 
standing English  text  that  first  appeared  35  years 
ago.  It  is  all  delightfully  written,  no  section  more 
so  than  that  on  psychological  medicine. 

Stacey’s  Medical  Books,  San  Francisco 
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antibacterial  | 

effectiveness  for  24  hours 

on  a single  0 Gm.)  dose 


EX  Sulfamethoxypyridazine  is  a completely  new,  long-act- 
single  sulfonamide  with  clinical  advantages  hitherto  un- 
aled  in  sulfa  therapy— 

V DOSAGE^  —only  2 tablets  per  day. 

*ID  ABSORPTION*  — therapeutic  blood  levels  within 
hour,  blood  concentration  peaks  within  2 hours. 

)LONGED  ACTION*  — 10  mg.  per  cent  blood  levels  that 
list  over  24  hours  on  a maintenance  dose  of  1 Gm. 


ommended;  the  usual  precautions  regarding  sulfonamides 
should  be  observed. 

CONVENIENCE  — the  low  maintenance  dosage  of  1 Gm.  (2 
tablets)  per  day  for  the  average  adult  offers  optimum  conven- 
ience and  acceptance  to  patients. 

Each  quarter-scored  tablet  contains:  sulfamethoxypyridazine 
...0.5  Gm.  (71/2  grains). 

1.  Boger,  W.  P.;  Strickland,  C.  S.  and  Gylfe,  J.  M.:  Antibiot.  Med.  & 
Clin.  Ther.  3:378  (Nov.)  1956. 


>AD-RANGE  EFFECTIVENESS  — particularly  efficient 
rinary  tract  infections  due  to  sulfonamide-sensitive  organ- 
5,  including  E.  coli,  Aerobacter  aerogenes,  paracolon  bacilli, 
ptococci,  staphylococci.  Gram-negative  rods,  diphtheroids 
Gram-positive  cocci. 


NOW  A V A I L A B L E ' Aqueous— readily  miscible 

• Caramel  flavored 

• Stable  — no  refrigeration  needed 
Readily  acceptable  by  patients 

SULFAMETHOXYPYRIDAZINE  LEDERLE  Of  all  ageS 


EATER  SAFETY  — high  solubility,  slow  excretion  and  low 
age  help  avoid  crystalluria.  No  increase  in  dosage  is  rec- 


Each teaspoonful  (5  cc.)  of  Kynex  Syrup  contains  250  mg. 
su  Ifamethoxypyridazi  ne. 


U.S.  Pot.  Off. 

3ERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER.  NEW  YORK 
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REGISTRATION  — 1957  ANNUAL 
MEETING 

Membership  Percent 

Medical  Society  Total  Registered  Registered 


Apache 

3 

1 

33% 

Cochise 

23 

2 

9% 

Coconino 

14 

7 

50% 

Gila 

19 

0 

0 

Graham 

i 

5 

71% 

Greenlee 

6 

0 

0 

Maricopa 

462 

79 

17% 

Mohave 

2 

2 

100% 

Navajo 

6 

2 

33% 

Pima 

243 

43 

17% 

Pinal 

28 

6 

21% 

Santa  Cruz 

8 

0 

0 

Yavapai 

20 

6 

30% 

Yuma 

29 

21 

72% 

Non-Members- 

-Including 

Guest  Orators,  VA,  Interns, 

Military,  Out-of-State 

Doctors,  etc. 

41 

TOTAL  REGISTRATION 
OF  MEDICAL  DOCTORS  215 


ABSTRACTS  COMMITTEE  REPORTS 
1957  ARIZONA  MEDICAL 
ASSOCIATION 

By  WALTER  HILEMAN,  M.D. 

THE  CONSTITUTION  AND  BY-LAWS  COM- 
MITTEE—W.  R.  Manning,  M.D.,  Chairman. 

ECOM MENDED  changes  relating  to  seal  of 
Association,  correcting  the  “grievous  error”  of 
using  the  Staff  of  Mercury  instead  of  that  of 
Aesculapius.  Recommended  change  of  election 
rules  to  have  officers  of  the  Association  elected 
by  majority  rather  than  by  plurality.  Recom- 
mended that  the  Association  by-laws  be  brought 
up  to  date  and  then  each  county  medical  society 
receive  a copy  of  these  by-laws,  and  attempt  to 
have  county  societies’  by-laws  conform  to  the 
state  by-laws. 

BENEVOLENT  AND  LOAN  FUND  COMMIT- 
TEE—E.  A.  Born,  M.D.,  Chairman. 

No  loans  have  been  made  because  of  neces- 
sity of  changes  in  by-laws,  but  details  have  been 


worked  out  for  processing  loans  and  grants  when 
such  are  feasible.  Applicants  for  loans  will  be 
required  to  insure  against  loss  to  the  society  by 
securing  additional  life  insurance.  The  commit- 
tee recommend  that  $500  per  year  from  the  asso- 
ciation funds  be  disbursed  annually  as  a scholar- 
ship at  the  University  of  Arizona  for  premedical 
student  or  students.  Plans  have  been  considered 
for  allocating  direct  grants  to  members  of  the 
association  in  distress. 

NURSING  SERVICE  COMMITTEE- 
Francis  J.  Bean,  M.D.,  Chairman. 

Programs  in  nursing  have  been  established  at 
the  university  level  both  at  Tucson  and  Tempe. 
A school  for  practical  nurses  is  to  open  in  Tucson 
in  September  1957.  A state  chapter  of  the  Amer- 
ican League  of  Nursing  was  formed  in  the  past 
year. 

AMERICAN  MEDICAL  EDUCATION  FOUN- 
DATION COMMITTEE- 
H.  W.  Kohl,  M.D.,  Chairman. 

AMEF  in  1956  raised  $1,072,727,  approximate- 
ly one-half  of  which  was  contributed  by  physi- 
cians. Of  this  money,  one-half  was  ear-marked  by 
donors  for  specific  schools.  Each  school  received, 
in  addition  to  that  ear-marked  by  donors,  $6,850 
from  undesignated  gifts. 

During  the  past  year,  $3,087,100  was  distrib- 
uted by  the  national  fund  for  medical  education. 

Arizona  physicians  contributed  $4,893.87  in 
1956.  This  includes  $533  given  by  individual 
physicians  in  addition  to  that  given  through  the 
medical  association  and  its  auxiliaries.  In  1957, 
$10  of  state  dues  was  ear-marked  for  AMEF. 

HISTORY  AND  OBITUARIES  COMMITTEE- 
Howell  Randolph,  M.D.,  Chairman. 

The  committee  recommended  that  historical 
articles  of  interest  to  physicians  should  be  sub- 
mitted by  any  interested  writers,  either  to  the 
editor  of  Arizona  Medicine,  or  to  the  history  and 
obituaries  committee. 

MEDICAL  EDUCATION  COMMITTEE- 
D.  W.  Melick,  M.D.,  Chairman. 

This  committee  plans  to  publish  the  results 
of  investigation  into  the  question  of  a medical 
school  for  the  state  in  Arizona  Medicine  shortly 
after  May  1957. 
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PROFESSIONAL  LIABILITY  INSURANCE 
INVESTIGATING  COMMITTEE- 
Howard  C.  Lawrence,  M.D.,  Chairman. 

Work  is  well  under  way  to  obtain  group  mal- 
practice insurance  for  members  of  the  state  asso- 
ciation from  the  Nettleship  Company  of  Los 
Angeles,  acting  for  the  Zurich  (Switzerland) 
Insurance  Company.  This  organization  currently 
insures  several  California  county  medical  soci- 
ety groups.  More  information  will  be  obtained 
as  soon  as  further  negotiations  have  been  com- 
pleted. 

WOMAN’S  AUXILIARY  PRESIDENT-ELECT 
REPORT— Mrs.  Charles  Powell,  Chairman. 

State-wide  woman’s  auxiliary  activities  for 
next  year  include  (1)  Student  nurse  recruitment, 
(2)  AMEF  donations,  (3)  wider  distribution  of 
Today’s  Health,  (4)  attendance  at  national  meet- 
ings, etc.  A grant  of  $1,000  was  requested  by  the 
auxiliary  from  the  Arizona  Medical  Association 
for  furthering  its  work. 

SECRETARY’S  ANNUAL  REPORT- 

D.  W.  Melick,  M.D.,  Chairman. 

As  of  date  of  report,  there  were  857  members, 
797  of  whom  were  active,  28  holding  service  and 
32  associate  membership  classifications.  This  is 
30  more  than  one  year  earlier.  Fifty-seven  new 
members  were  admitted,  and  presumably  27 
members  were  lost  during  that  year. 

CENTRAL  OFFICE  ADVISORY  COMMIT- 
TEE REPORT- 
W.  R.  Manning,M.D.,  Chairman. 

This  committee  recommended  hiring  of  an 
assistant  executive  secretary,  because  of  increas- 
ing volume  of  work  in  the  central  office  of  the 
association  and  because  of  the  fact  that  the  office 
staff  is  now  doing  administrative  duty  for  the 
board  of  medical  examiners  (with  appropriate 
salary  arrangement  contribution  by  the  board 
of  medical  examiners).  Mr.  Paul  R.  Boykin  has 
been  employed,  first  on  a trial  basis  and  more 
recently  on  a permanent  basis,  as  assistant  exec- 
utive secretary. 

LEGISLATIVE  COMMITTEE- 
J.  D.  Hamer,  M.D.,  Chairman. 

The  extensive  work  of  this  committee  is  per- 
haps best  summarized  by  the  following  abstract 
from  the  introduction  of  its  report:  “The  23rd 
Legislature  of  the  State  of  Arizona  is  entitled  to 
the  plaudits  of  the  people  for  adjourning  with 
the  allotted  60  days.  It  is  further  recognized 
that  this  legislature  should  be  commended  for 


its  accomplishments.  The  session  was  not  without 
problems  concerning  the  medical  profession,  and 
your  legislation  committee,  legal  counsel  and 
staff,  devoted  considerable  time  to  the  review  of 
a multiplicity  of  measures  introduced  and  took 
action  supporting  those  approved  by  council 
and  exerted  every  effort  in  the  defeat  of  those 
which  were  not  in  the  best  interest  of  the  health 
and  welfare  of  the  people.” 

SAFETY  COMMITTEE- 

MacDonald  Wood,  M.D.,  Chairman. 

This  committee  recommends  (I)  improvement 
of  driving  training  in  schools,  (2)  establishment 
of  visual  standards,  and  (3)  revision  of  physicial 
and  mental  standards  for  driver  licensure. 

It  recommends  that  at  the  annual  meeting 
some  time  be  devoted  to  physician  education 
in  automotive  safety.  Exhibits  or  movies  on  auto- 
motive safety  would  be  interesting  and  should 
be  well  accepted  at  our  state  meeting. 

PROFESSIONAL  LIAISON  COMMITTEE- 
William  B.  Steen,  M.D.,  Chairman. 

At  meetings  between  pharmacists  and  phy- 
sicians, the  committee  recommended  that  free 
choice  of  physician  and  pharmacist  be  preserved. 
The  committee  disapproved  prescription  pads 
with  advertising  of  a specific  pharmacy.  The 
committee  desired  that  physicians  indicate  on 
all  prescriptions  whether  and  how  often  refill- 
ing should  be  allowed. 

OSTEOPATHIC  LIAISON  COMMITTEE- 
Reed  D.  Shupe,  M.D.,  Chairman. 

The  committee  looked  with  disfavor  on  a 
proposed  bill  to  allow  osteopaths  to  do  major 
surgery  after  one  year’s  internship.  It  also  dis- 
liked a change  that  woul  dallow  dropping  “Os- 
teopathic” from  identifying  designation  as  long 
as  the  initials  D.  O.  followed  the  physician’s 
name.  Many  members  and  others  explained  the 
inadvisability  of  the  Glendale  Community  Hos- 
pital having  a mixed  staff  of  M.D.s  and  D.O.s 
at  a meeting  in  Glendale. 

INDUSTRIAL  RELATIONS  COMMITTEE- 
Lindsay  E.  Beaton,  M.D.,  Chairman. 

This  committee  reports  monthly  meetings  as 
the  medical  advisory  board  to  the  industrial 
commission,  serving  in  the  final  disposition  of 
difficult  industrial  accident  cases.  During  the 
past  yearj  rules  were  drawn  up  governing  con- 
sultations scheduled  by  the  commission,  re- 
quiring that  industrial  case  consultations  be 
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treated  with  the  same  ethical  considerations  as 
private  patient  consultations. 

As  instructed  by  council,  the  committee  is 
proceeding  with  the  upward  revision  of  fee 
schedules,  hoping  it  will  be  based  on  the  Cali- 
fornia Relative  Value  Schedule.  Consultations 
are  being  held  with  the  various  specialty  groups 
regarding  the  proposed  new  fee  schedule.  The 
committee  chairman  reports  excellent  co-opera- 
tion between  the  commission  and  the  industrial 
relations  committee. 

PUBLIC  RELATIONS  BOARD- 
James  T.  O’Neil,  M.D.,  Chairman. 

This  board  recommends  that  the  association 
provide  technical  professional  advice  to  any 
labor-management  negotiations  which  may  be 
concerned  with  health  insurance  as  a bargaining 
subject. 

SELECTIVE  SERVICE  ADVISORY  COMMIT- 
TEE—]. M.  Greer,  M.D.,  Chairman. 

The  doctor  draft  law  will  probably  be  dropped 
at  the  end  of  this  fiscal  year.  Last  year  two 
physicians  were  “enlisted”  by  selective  service 
in  the  State  of  Arizona. 


MEDICARE 

Report  Of  First  Six  Months 
Operations  In  Arizona 

J UNE  7,  1957  saw  the  completion  of  the  first 
6 months  of  participation  by  the  Arizona  Medi- 
cal Association  in  the  Armed  Services  Depen- 
dents Medical  Care  Program,  enacted  by  the 
last  congress  and  signed  by  President  Eisen- 
hower on  June  7,  1956  to  become  effectively 
operational  Dec.  7,  1956.  This  program  of  Public 
Law  No.  569  has  by  common  usage  been  desig- 
nated as  the  “Medicare  Program.” 

All  probably  will  recall  the  uncertainty  with 
which  we  approached  our  negotiations  and  con- 
tracting with  the  department  of  the  army,  the 
administrative  unit  for  the  department  of  de- 
fense, on  this  new  plan  which  seemed  to  many 
of  us  to  be  an  indirect  approach  into  the  social- 
ization of  medicine.  Arizona,  as  well  as  the 
rest  of  the  states  and  territories  of  the  United 
States,  was  completely  caught  off  guard  by  a) 
the  sudden  passage  of  this  law  by  congress  and 
signing  by  the  President  and  b)  the  extremely 
short  time  interval  allowed  for  to  work  out  all 
the  operational  details,  fee  schedules,  contracts 
etc.  — inasmuch  as  by  the  terms  of  PL  569 


itself,  it  had  to  be  operational  by  Dec.  7,  1956. 

While  definitely  opposed  to  the  further  in- 
gress of  governmental  on  private  enterprise  and 
to  socialization  in  general  we  became  reconciled 
in  cooperating  with  this  Medicare  program  on 
the  following  basis: 

1.  Armed  forces  representatives,  all  other  gov- 
ernment representatives  and  the  law  itself  states 
that  this  was  evolved  only  as  a national  defense 
measure  — to  make  it  more  attractive  for  many 
of  the  highly  trained  and  skilled  personnel  to 
remain  in  the  armed  services  instead  of  leaving 
for  private  industries  as  soon  as  their  current 
enlistments  were  finished.  It  is  to  be  noted 
along  this  line  that  most  large  industries,  unions, 
etc.,  not  only  do  pay  much  higher  wage  scales, 
but  also  include  similar  insurance  plans  in  their 
fringe  benefits. 

2.  This  had  already  became  Public  Law  No. 
569  — passed  by  congress  and  signed  by  the 
President. 

We  felt  that  the  above  being  the  case,  it  was 
far  better  for  us  to  work  with  the  government 
but  still  retaining  direct  control  of  the  salient 
medical  practices  and  principles  ourselves,  in- 
stead of  having  a government  bureaucraey  try 
to  take  the  lead  and  establish  the  same  for  us. 
Remember  that  the  Arizona  Medical  Association 
negotiated  its  own  contract  and  fee  schedules, 
which  we  feel  are  most  fair  and  liberal.  The 
government  did  NOT  establish  these  for  us. 

In  the  rapid  development  of  this  new  pro- 
gram, a type  in  which  neither  the  American  Med- 
ical Association  or  its  constituent  state  or  terri- 
torial groups,  nor  the  United  States  Govern- 
ment had  had  any  previous  experience  in  estab- 
lishing, it  follows  logically  enough  that  there 
be  some  errors,  omissions,  loopholes,  etc.  After 
enough  time  has  elapsed  for  critical  analysis  of 
all  these  and  of  the  experiences  thus  gained  we 
can  be  sure  that  all  of  these  will  be  corrected 
at  the  time  of  future  renegotiations  which  ten- 
tatively have  been  placed  for  February  1958.  The 
time  for  these  renegotiations  has  been  extended 
to  that  date  at  the  request  of  the  department 
of  the  army,  administrator  for  the  department 
of  defense,  with  the  concurrence  of  the  council 
of  the  Arizona  Medical  Association,  in  order  to 
give  an  adequate  time  interval  in  which  full 
evaluation  of  the  operation  of  this  agreement 
can  be  made  by  both  parties. 

Under  the  terms  of  the  contract  negotiated 
by  the  Arizona  Medical  Association  with  the  de- 
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partment  of  the  army  in  November  1956,  Arizona 
Blue  Shield  was  designated,  at  a special  meeting 
of  council  of  the  Arizona  Medical  Association  as 
our  fiscal  agent  (to  process  and  pay  the  claims). 
I must  again  point  out  that  there  is  absolutely 
no  relationship  between  MEDICARE  and  THE 
ARIZONA  BLUE  SHIELD  SERVICE  PLAN. 

Also,  according  to  the  terms  of  the  contract, 
it  was  required  that  the  Arizona  Medical  Associa- 
tion establish  an  arbitration  board  to  arbitrate 
local  disputes,  questionable  claims,  and  to  guard 
against  any  willful  violations  of  the  principles 
and  ethical  relationships  involved  in  this  con- 
tract. This  was  likewise  demanded  of  all  the 
other  states  and  territories.  This  board  by  na- 
tional usage  has  become  known  as  MEDICARE 
- ADJUDICATION  COMMITTEE. 

Inasmuch  as  Arizona  Blue  Shield,  by  council 
action  and  contract,  had  already  been  established 
as  our  fiscal  agent,  it  was  then  decided  by 
further  action  of  council  of  the  Arizona  Medical 
Association  that  those  members  of  the  associa- 
tion serving  as  the  professional  board  of  Ari- 
zona Blue  Shield  be  made  the  members  of  this 
adjudication  committee  with  the  addition  of 
this  writer,  Frank  W.  Edel,  as  its  chairman. 

It  is  the  feeling  of  those  responsible  for  the 
administration  of  Medicare  in  Arizona,  namely 
the  council  of  the  Arizona  Medical  Association 
and  the  adjudication  committee,  that  no  abuse  be 
made  by  any  of  our  members  in  taking  advan- 
tage of  any  of  the  previously  discussed  loop- 
holes and  minor  variants  in  schedule  for  petty, 
selfish,  personal  gain.  Outlandish  or  padded 
claims  will  not  be  cleared  for  payment,  nor  will 
any  claims  taking  advantage  of  some  petty  loop- 
hole be  knowingly  cleared.  At  the  same  time 
we  will  go  to  bat  for  any  claim  of  unusual  care 
or  circumstance,  which  by  special  report  seems 
entirely  just  and  fair  to  these  groups.  We  feel  that 
the  ethical  practice  of  medicine  should  prevail, 
for  that  matter,  in  any  relationships  of  organized 
medicine  to  the  public.  These  Medicare  patients 
should  receive  the  same  consideration  as  your 
private  patients.  Likewise  your  billing  should 
be  as  considerate  and  not  violate  customary 
principles  of  honesty  to  yourself,  to  the  Arizona 
Medical  Association  or  to  the  United  States  of 
America. 

I must  reluctantly  report  that  there  have  been 
some  cases  of  apparently  obvious  abuse  of  the 
above  enumerated  principles.  It  is  possible  that 
some  of  these  may  have  been  accidental  or 


through  oversight  and  misunderstanding.  Suffice 
it  to  say,  however,  that  any  further  repetition 
of  same  can  only  be  interpreted  as  deliberate 
and  intentional.  This  WILL  NOT  BE  TOLER- 
ATED. Among  these  abuses  we  find  the  fol- 
lowing: 

Some  doctors  submitting  claims  for  consulta- 
tion fees  for  such  consultations  that  are  standard 
hospital  prerequisites  and  for  which  private 
patients  are  not  billed— such  as  consultations  for 
D&C  and  pre-anesthetic  consultations.  The 
adjudication  committee  was  chagrined  to  find  this 
insincerity  and  attempt  to  pick  up  an  extra  fast 
buck.  As  a result  the  following  resolution  was 
introduced  and  passed  unaminously  by  the 
council  of  the  Arizona  Medical  Association  at  its 
May  5 meeting.  “That  all  consultations  required 
a standard  procedure  of  hospitals  in  Arizona 
who  are  acting  in  good  faith  and  in  keeping  with 
the  principles  of  the  American  Hospital  Asso- 
ciation, involving  any  procedure  such  as  D&C, 
anesthesiology  or  any  similar  procedure  where 
a consultation  is  required  as  a hospital  pre-req- 
uisite, be  not  compensable  under  the  Medicare 
Act.” 

2.  Indirect  fee  splitting  refunds  to  doctors  on 
laboratory  charges. 

While,  for  example,  the  fee  schedule  allows 
for  $18  on  obstetric  routines— we  find  that  cer- 
certain  laboratories  have  been  offering  to  do  the 
work  for  varying  fees— usually  approximately 
around  $10— offering  the  doctors  a nice  fat 
$8  kickback  by  sending  patients  to  them. 

Gentlemen— this  is  out  and  out  FEE  SPLIT- 
TING and  will  not  be  tolerated  any  more  than 
any  other  type  of  fee  splitting.  After  warning, 
and  this  article  will  re-emphasize  this,  such  ac- 
tions could  easily  necessitate  action  by  the  pro- 
fessional committee  of  the  Arizona  Medical  Asso- 
ciation. 

3.  Unusual  and  apparently  unreasonable 
amounts  of  laboratory  examinations.  X-rays, 
drug  expenditures. 

For  the  information  of  all  I find  it  necessary 
to  inform  you  that  the  statistical  department  of 
Arizona  Blue  Shield,  Medicare  Department 
makes  periodical  checks  and  comparisons  on  all 
these  figures  and  reports  to  the  adjudication 
committee.  When  such  work  seems  apparently 
out  of  line  with  standard  practice,  special  reports 
will  be  asked  justifying  the  reasons  for  this 
work.  If  it  cannot  be  justified,  it  will  not  be 
approved  for  payment. 
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Fortunately,  these  offenders  have  been  at 
the  minimum  to  date.  I trust  that  with  the  read- 
ing of  this  summary,  and  with  the  knowledge 
that  the  adjudication  committee,  backed  by  the 
council  of  the  Arizona  Medical  Association, 
means  exactly  what  I have  said  on  this,  will 
deter  any  future  offenses. 

Another  problem  which  has  offered  some  dif- 
ficulty has  been  indirectly  no  one’s  blame,  unless 
it  is  the  congress  that  enacted  PL  569  and  did 
not  include  any  provision  for  direct  payment  to 
pharmacists  of  drug  bills.  This  has  resulted  in 
considerable  confusion  and  difficulty,  particular- 
ly in  the  care  of  obstetrical  cases  where  the 
doctor  apparently  must  underwrite  the  patient’s 
drug  expenses  and  cannot  collect  for  same  until 
the  termination  of  the  pregnancy.  This  can 
easily  run  into  quite  a sum  if  a busy  obstetrician 
with  large  volume  of  patients  has  to  carry  them. 
All  efforts  are  being  made  at  present  to  work 
out  some  solution  to  this,  and  it  possibly  might 
even  have  been  effected  by  the  time  this  article 
appears  in  our  Journal,  Arizona  Medicine. 

It  is  impossible,  of  course,  to  have  the  com- 
plete statistical  breakdown  of  amounts  paid  out 
to  Arizona’s  M.D.s  for  this  entire  6 month  peri- 
od, in  time  for  publication  in  the  July  issue.  I 
present  the  following  statistical  analysis  cover- 
ing the  period  Dec.  7,  1956  through  May  15  1957, 
as  submitted  by  Mr.  E.  Donald  Lau,  Executive 
Director,  Arizona  Blue  Shield,  fiscal  agent  for 
Arizona  Medicare. 

Total  Number  of  Cases  Total  Amt.  Paid 


2,766 


$203,283.39 


Of  these 

Maternity-1,145  (41.40%)  $103,423.22 

T&A-397  (13.99%)  $ 19,489.00 

All  others-1,234  (44.61%)  $ 80,371.17 

Mr.  Lau  also  reports  another  estimated  amount 
on  cases  not  reported  but,  incurred  in  the  same 
period  up  to  May  15,  1957,  of  $48,231,  which 
added  to  the  amount  of  the  total  already  paid, 
gives  us  a total  of  $251,514.39  in  the  first  5 
months  and  one  week  of  operations.  This  is  ob- 
viously a much  greater  amount  than  any  pre- 
viously estimated  would  occur  under  the  pro- 
visions of  this  plan.  This  has  necessitated  three 
upward  revisions  in  the  estimated  funds  neces- 
sary for  the  administration  of  this  plan  in  Ari- 
zona—all  concurred  in  by  action  of  the  Arizona 
Association’s  council.  It  must  be  remembered 
that  this  all  started  from  scratch— in  other  words 
neither  of  the  contracting  parties  had  the  faintest 


idea  what  amount  would  be  needed  to  finance 
the  program,  once  implemented— but  could  only 
learn  by  time  and  experience.  It  will  be  on  the 
basis  of  this  same  time  and  experience  that  future 
renegotiations  will  be  made. 

We  feel  that,  for  the  most  part,  this  operation 
has  been  moving  along  comparably  smoothly  in 
Arizona.  This  is  in  reality  a tribute  to  our  mem- 
bership for  the  way  that  they  have  shown,  the 
majority,  an  attitude  of  understanding  coopera- 
tion. 

I wish  to  thank  the  membership  at  large  for 
their  cooperation,  and  especially  to  thank  all 
committee  members,  Arizona  Blue  Shield— E. 
Donald  Lau  and  staff,  our  legal  adviser  “Bud” 
Jacobson  and  our  efficient  central  office,  Mr. 
Robert  Carpenter— Executive  Secretary,  Arizona 
Medical  Association  and  his  tireless  staff  for  the 
great  amount  of  time  and  personal  efforts  put 
into  making  this  rather  thankless  chore  a suc- 
cessful venture  on  the  part  of  Arizona  medicine. 

Respectfully  submitted, 

Frank  W.  Edel,  M.D., 
Chairman 

Arizona  Medical  Association 
Medicare  Committee 


HEAR 


Of  All  Precision  Hear- 
ing Test  Instruments 
Used  In  America  By  Ear 
Physicians,  Schools,  U. 
S.  Army  and  Navy  Are 


Mmco 


Doctor  — Advise  Your  Patients  — 

Don't  Be  Satisfied  with  Less  Than  the  Best 

Hearing  Aids  - Audiometers 

MAICO  of  PHOENIX 

HEARING  SERVICE 

212  W.  Adams  - Ph.  AL  8-0270 


WE  GUARANTEE  TO  THE  DOCTOR  AND  HIS  PATIENT 
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Pro-Banthine®  Relieves  Pain, 

Accelerates  Peptic  Ulcer  Healing 


The  efficiency  of  Pro-Banthine  (brand  of 
propantheline  bromide)  in  inhibiting  the 
chemical  substance  which  mediates  para- 
sympathetic gastric  activity  explains  the 
success  of  the  drug  in  ulcer  therapy.  Pro- 
Banthine  blocks  acetylcholine  at  both  the 
ganglia  and  parasympathetic  effector 
sites.  This  dual  action  controls  excess 
neural  stimulation  of  both  gastric  secre- 
tion and  motility. 

The  therapeutic  benefits  of  this  anti- 


cholinergic blockade  consist,  as  many 
clinical  investigators  have  noted,  in 
prompt  relief  of  ulcer  pain  and  pro- 
nounced acceleration  of  ulcer  healing. 

The  suggested  initial  dosage  is  one  15- 
mg.  tablet  with  meals  and  two  tablets  at 
bedtime.  Two  or  more  tablets  four  times 
a day  may  be  indicated  in  severe  manifest 
tations.  G.  D.  Searle  & Co.,  Chicago  80, 
Illinois.  Research  in  the  Service  of 
Medicine. 
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MEDICAL  SOCIETY  OF  THE 
UNITED  STATES  AND  MEXICO 

( La  Sociedad  Medica  De  Estados  Unidos  de 
Norteamerica  y Mexico) 

By  Frank  W.  Edel,  M.D. 

(Report  on  the  progress  of  this  new  medical 
society,  including  the  Hermosillo  and  Mazatlan 
meetings.) 

This  report  is  submitted  at  the  request  of 
Dr.  Darwin  H.  Neubauer,  editor  of  Arizona 
Medicine,  and  I must  indeed  concur  with  his 
expressed  viewpoints  that  the  evolution  and 
present  development  of  this  progressive  new 
medical  society  of  the  United  States  and  Mexico 
should  be  of  the  utmost  interest  to  all  physicians 
practicing  in  the  southwestern  U.S.A.,  and  in 
the  very  near  future  to  the  entire  United  States 
of  America. 

A brief  recapitulation  to  bring  all  of  you  up 
to  date  on  the  origin,  principles  involved,  the 
groundwork  and  other  meetings  held  that  led 
to  the  excellent  success  of  the  Mazatlan  charter 
meeting,  is  definitely  in  order. 

The  origin  of  this  interesting  new  society  must 
be  entirely  credited  to  Drs.  Harry  Thompson, 
W.  R.  Manning,  Robert  E.  Hastings,  William 
Schultz,  Leo  Kent  — all  of  Pima  County  and 
Tucson,  together  with  Drs.  Hector  Gonzales 
Guevara,  Alberto  L.  Guevara,  Ignacio  Chavez, 
A.  Topete  and  numerous  other  doctors  from 
Tucson  and  from  Nogales,  Magdalena,  Her- 
mosillo, Mazatlan  and  Guadalajara.  These  men 
had  over  a period  of  several  years,  formulated 
close  friendships  and  the  idea  of  this  society 
resulted  by  natural  evolution  of  events.  It  was 
further  aided  by  the  interest  manifested  by 
the  governors  of  Jalisco,  Sinaloa  and  Sonora,  as 
well  as  by  Governor  McFarland  of  Arizona 
through  his  representative.  Dr.  Norman  Ross. 

Based  on  sound  concepts,  (a)  Medicine  is 
a universal  common  meeting  ground  and  langu- 
age, when  broken  down,  to  care  of  the  ill,  and 
the  principles  and  ethics  are  greatly  similar 
throughout  the  civilized  world,  (b)  The  in- 
creasing intercourse  between  these  two  great 
nations  of  the  North  American  continent  and 
in  particular  to  us  in  the  Southwest  — commerce, 
tourist  travel,  improved  highways,  air  travel, 
etc.  — distance  means  nothing  now  and  the 
possibility  that  many  disease  entities  formerly 


considered  localized  to  one  area  may  spread 
rapidly  from  one  to  another  with  the  greatly 
increased  travel  etc.  (c)  The  desire  for  all  of 
us  to  advance  our  knowledge  in  general  about 
our  neighboring  country,  to  accept  advances  in 
treatment  of  diseases  peculiar  to  either,  to  aid 
our  colleagues  in  obtaining  these  advances  and 
to  seek  his  knowledge  and  aid  under  similar 
circumstances. 

With  this  background,  and  with  all  these  facts 
and  concepts  in  mind,  as  well  as  the  many 
others  so  well  reported  by  Dr.  Norman  Ross 
in  the  January  issue  of  Arizona  Medicine,  the 
initial  founders’  meeting  was  held  at  Tucson, 
Arizona  Nov.  25,  1956  at  2 p.m.  at  the  Pioneer 
Hotel. 

Forty-four  members  constituted  this  founders’ 
group,  and  it  was  obvious  from  the  start  that 
all  present  were  determined  to  make  this  a 
successful  organization.  Dr.  Harry  Thompson 
presented  a most  interesting  paper  pertaining 
to  the  international  aspects  of  medical  prob- 
lems, and  Dr.  Alberto  L.  Guevara  from  the 
University  of  Guadalajara  promptly  confounded 
all  of  us  with  his  paper  showing  the  spread 
of  Goccidiomycosis  into  northern  Mexico  — 
further  accentuating  the  importance  of  this  new 
international  society.  The  necessary  committees 
were  appointed  at  this  meeting  to  get  the  neces- 
sary structural  work  of  the  organization  under- 
way in  order  to  have  mutual  understandings 
as  to  constitution  and  bylaws,  membership,  co- 
ordination and  program  development  for  the 
future.  A meeting,  to  discuss  the  constitution 
and  bylaws,  membership  campaign,  programs, 
etc.,  was  then  established  to  be  held  at  Her- 
mosillo, Sonora  on  March  16,  1957. 

This  meeting  was  held  at  Hermosillo,  on  the 
agreed  date,  and  was  unusually  well  attended. 
It  convened  at  10  a.m.  at  the  beautiful  new 
motor-hotel.  Very  thorough  consideration  and 
thought  was  given  to  the  constitution  and  by- 
laws, which  had  already  been  thoroughly  de- 
veloped by  Dr.  Hastings  and  Dr.  Alberto  Gue- 
vara and  Dr.  A.  Topete.  Mutual  agreement  on 
all  points  was  easily  met  and  agreed  upon.  After 
a splendid  luncheon,  the  afternoon  session  was 
featured  by  outstanding  scientific  papers  by 
Dr.  Van  Ravenswaay  of  Tucson,  and  by  Dr. 
A.  Topete  of  the  University  of  Guadalajara,  Gol- 
lege  of  Medicine  — the  merit  of  the  papers  again 
proving  the  soundness  of  this  embryonic  or- 
ganization. In  the  evening  we  were  entertained 
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at  a most  delightful  banquet  at  the  Hotel  San 
Alberto,  and  we  must  again  reiterate  our  thanks 
to  Gov.  Alvaro  Obregon  of  Sonora  for  his  ex- 
tremely gracious  hospitality  in  our  care  and 
entertainment,  as  well  as  to  the  Hermosillo 
doctors  and  their  wives.  This  was  a most  en- 
joyable meeting  for  all  of  us  and  we  looked 
forward  with  great  pleasure  to  the  renewing  of 
acquaintanceships  and  the  further  development 
of  the  society  at  the  scheduled  meeting  for 
Mazatlan,  Sinaloa  May  9,  10  and  11,  1957. 

The  mem.bership  campaign  for  charter  mem- 
bers was  then  launched  by  Drs.  Harry  Thomp- 
son and  Wilkins  Manning  for  the  United  States 
and  Drs.  Guillermo  Soberanes,  A.  Topete,  Ig- 
nacio Ghavez  and  Hector  Gonzales  Guevara 
for  Mexico.  Under  their  astute  guidance  a fairly 
remarkable  enrollment  for  charter  memberships 
was  obtained.  At  the  present  time  we  may  of- 
ficially report  enrollment  of  Maricopa  Gounty’s 
85  charter  members.  Dr.  Harry  Thompson  re- 
ports Pima  Gounty  has  175  charter  members. 
The  membership  committee  of  Mexico  estimates 
125  charter  members,  giving  us  at  this  time 
386  charter  members. 

It  is  entirely  possible  that  with  further  study, 
some  of  these  memberships  may  be  duplicates. 
It  seems  safe  to  say,  however,  that  a conserva- 
tive estimate  of  300  charter  members  can  be 
counted,  which  certainly  is  a working  nucleus 
toward  an  effective  organization.  It  is  to  be 
remembered  that  applications  for  charter  mem- 
berships will  continue  to  be  received  up  to  and 
including  the  registration  at  the  next  meeting, 
which  tentatively  will  be  held  in  Tucson  the 
first  week  in  December  1957.  Gonsequently, 
may  I urge  all  who  may  have  overlooked  this 
opportunity  to  send  application  and  check  to 
Dr.  Harry  Thompson,  President,  Medical  So- 
ciety United  States  and  Mexico  — 433-35  Tuc- 
son Blvd.,  Tucson,  Arizona.  The  yearly  mem- 
bership fee  is  $5. 

The  initial  general  charter  membership  met- 
ing in  beautiful,  picturesque  Mazatlan  proved 
a tremendous  success.  A splendid  attendance 
with  42  doctors,  wives  and  guests  from  Mari- 
copa Gounty,  36  from  Pima  and  nine  from 
other  counties  in  Arizona.  Other  states  repre- 
sented were  Galifornia,  Oregon  and  New  York. 
An  approximate  turnout  of  95  representatives 
from  Norteamerica.  Our  Mexico  registration 
list  is  not  complete,  but  we  estimate  about  80, 


this  is  a conservative  figure  because  numerous 
of  our  friends  were  so  busy  entertaining  us 
that  many  probably  didn’t  formally  register  be- 
cause they  were  just  too  busy  offering  their 
hospitality  to  do  so. 

The  meeting  opened  officially  at  12  noon  with 
Dr.  Hector  Gonzales  Guevara,  mayor  of  Mazat- 
lan, greeting  us  both  personally  and  for  the 
governor  of  Sinaloa.  This  was  followed  by  all 
registrants  signing  the  official  charter  member- 
ship. Then  a get-together  and  get  acquainted 
luncheon  in  the  main  patio  of  Hotel  Belmar,. 
which  incidentally  was  the  registration  and  main 
headquarters  of  the  meeting. 

The  business  session  opened  at  5 p.m.  with 
Dr.  Hector  Guevara  and  Dr.  Harry  Thompson 
as  co-chairmen.  Dr.  Alberto  Guevara,  chief  of 
thoracic  surgery.  University  of  Guadalajara,  did 
a masterful  job  as  official  interpreter.  Thanks 
to  the  excellent  groundwork  established  at  the 
previous  meeting  in  Hermosillo,  and  with  an 
especial  word  of  appreciation  for  the  thorough- 
ness of  Dr.  Hastings  and  Dr.  Guevara,  with 
some  dexterous,  astute  parliamentary  aid  from 
Drs.  Harry  Thompson  and  Bill  Manning,  the 
entire  constitution  and  bylaws  were  adopted 
with  remarkable  little  argument.  Following  this, 
the  following  officers  selected  by  the  nominat- 
ing committee  were  unanimously  voted  into 
office: 

President 

Dr.  Harry  Thompson,  Tucson,  Arizona 
Pres.  Elect 

Dr.  Hector  Gonzales  Guevara,  Mazatlan, 

Sin.  Mex. 

Vice  President 

Dr.  Wilkins  Manning,  Tucson,  Arizona 
Secretary  — U.S.A. 

Dr.  Juan  Honseca,  Tucson,  Arizona 
Secretary  — Mexico 

Dr.  Alberto  Ladron  de  Guevara, 

Guadalajara 
Treasurer  — U.S.A. 

Dr.  Robert  Hastings,  Tucson,  Arizona 
Treasurer  — Mexico 

Dr.  Roberto  Morfin  Alvarez,  Mazatlan 

These  men  had  been  selected  by  the  nominat- 
ing committee  because  of  their  fundamental 
and  obvious  interest  in  getting  this  new  society 
started  and  we  can  feel  sure  that  they  will  keep 
it  going. 


422 


Arizona  Medicine 


July,  1957 


After  this  election  of  officers,  the  routine  com- 
mittee reports  were  presented,  most  of  which 
have  been  discussed  previously.  Of  interest  to 
all  of  the  readers  of  Arizona  Medicine  was  the 
decision  by  the  program  committee  that  all 
scientific  papers  will  be  published  in  this  Journal 
as  the  official  journal  of  the  organization.  The 
business  meeting  was  then  adjourned. 

The  following  day.  May  10,  proved  rather 
hectic  because  of  numerous  extra  papers  that 
had  to  be  presented,  many  of  which  had  not 
been  in  the  hands  of  the  program  committee 
before,  etc.  The  schedule  called  for  12  papers. 
I believe  16  were  presented.  This  rather  jammed 
the  scientific  session,  although  the  majority  of 
papers  were  of  excellent  merit.  Session  opened 
at  9 a.m.,  being  called  to  order  by  Dr.  Harry 
Thompson,  Dr.  A.  Topete  — chief  of  experi- 
mental surgery  and  cardiac  surgery,  University 
of  Guadalajara,  Dr.  Leo  Kent  of  Tucson  pre- 
sided. A luncheon  from  12  to  1:30  at  the  beau- 
tiful Playa  de  Mazatlan  gave  an  interlude  to 
the  succession  of  papers.  This  perhaps,  was  un- 
fortunate because  I am  afraid  that  the  after- 
noon session  did  not  have  as  great  a turnout 
as  the  morning  meeting,  despite  many  excellent 
papers  being  presented.  Despite  all  of  this,  it 
was  possible  to  terminate  the  meeting  on  time 
and  the  meeting  was  officially  closed  by  Presi- 
dent Dr.  Harry  Thompson  at  6 p.m.,  after  some 
minor  committee  appointments  were  made. 

That  evening,  a moonlight  party  was  held 
at  the  Terraza  del  Paseo  Claussen.  All  again 
enjoyed  this  beautiful  setting  and  moonlight 
night,  with  weather  that  was  out  of  this  world. 

It  is  impossible  to  go  into  all  the  entertain- 
ment features,  both  scheduled  and  spontaneous, 
which  our  Mazatlan  colleagues  arranged  for  us. 
It  is  going  to  be  very  bard  to  repay  their 
extremely  gracious  cordiality  and  wholehearted 
friendliness.  I can  assure  you,  we  shall  do  our 
very  best  to  reciprocate. 

The  final  event,  held  in  the  Palm  Room  at 
the  Behnar,  given  by  Gov.  Gral  Leyva  Velasquez 
was  a beautiful  climax  to  a successful  initial 
meeting.  Again  perfect  weather,  magnificent 
sky  and  moon,  special  music  by  a string  en- 
semble from  Guadalajara  — well,  brother,  you 
should  have  been  there. 

I,  personally  had  no  time  for  fishing,  but  I 
hear  from  my  compadres  that  “it  couldn’t  be 


surpassed.”  The  entertainment  for  our  wives 
was  indeed  splendid,  according  to  all  to  whom 
I spoke.  By  the  way,  ladies,  why  not  form  an 
auxiliary  to  help  reciprocate  the  entertainment? 

The  only  criticisms  were  leveled  at  an  un- 
fortunate overcrowding  of  the  scientific  session 
with  too  many  papers.  This  being  the  first  large 
meeting,  it  is  easily  understandable  and  I feel 
sure  can  be  corrected  in  future  meetings. 

Please  remember  that  you  may  still  register 
for  charter  membership,  up  to  and  including 
the  December  1957  meeting  in  Tucson,  Arizona. 

I hope  I will  see  you  there. 


ACTIONS  OF  AMA  LEGISLATIVE 
COMMITTEE 

I N keeping  with  the  editorial  policy  of  Arizona 
Medicine,  herewith  are  presented  the  actions  of 
the  committee  on  legislation  of  the  American 
Medical  Association  at  its  most  recent  meeting. 
Legislation  reviewed  was  introduced  in  the  85th 
Gongress  during  the  months  of  January,  Feb- 
ruary and  March  1957.  The  volume  of  bills  per- 
taining to  and  affecting  the  medical  profession 
increases  by  leaps  and  bounds  in  each  congress- 
ional session.  Most  bills  are  “back  door”  methods 
aimed  at  socialization  of  medicine.  Beeause  of 
this  devious  method  and  the  reticence  of  the 
average  physician  to  speak  out  against  the  moral 
issues  involved,  the  social  planners  and  spendo- 
crats  have  managed  to  enact  legislation  which 
has,  ipso  facto,  made  deep  inroads  into  the 
foundation  of  the  private  practice  of  medicine. 
Witness  Medicare,  veterans’  care  for  non-serv- 
ice connected  disability,  certain  social  security 
beneficiaries  and  others.  Inspection  of  the  bills 
introduced  under  the  headings  National  Gom- 
pulsory  Health  Insuranee,  Social  Security,  Vet- 
erans’ Affairs,  Health  Insurance  and  Miscellan- 
eous will  enlighten  the  reader  in  regard  to  the 
all  out  effort  being  made  to  effect  governmental 
control  of  medicine. 

Unless  each  physician  soberly  considers  these 
facts  and  acts  promptly  in  accordance  with  his 
conscience,  the  point  of  no  return  on  the  road 
to  total  socialization  of  medicine  will  soon  be 
reached.  Let  us  be  willing  to  accept  our  rightful 
places  as  intelligent,  informed,  unyielding  de- 
fenders of  the  finest,  most  cherished  profession 
the  world  has  ever  known,  the  private  practice 
of  medicine. 
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An  Ethical  Professional 
Service  for  Your  Patients 
Founded  1936 


Medical  & Dental  Finance  Bureau,  realizing  the  im- 
portance of  maintaining  the  American  principle  of 
Freedom  of  Choice,  strives  to  serve  the  doctor  and  his 
patient  in  an  ethical  and  professional  manner. 

Established  in  1936,  Medical  & Dental  Finance 
Bureau  is  designed  to  serve  the  Arizona  doctor  and 
his  patient.  With  M & D the  patient  can  budget  his 
medical  and  dental  bills  in  convenient  monthly  pay- 
ments at  low  bank  interest.  With  M & D the  doctor 
gets  paid  without  recourse  and  his  patient  appre- 
ciates the  consideration  shown  in  suggesting  the 
M & D Budget  Plan  for  Health. 

For  the  complete  M & D Story,  call  Mr.  Gray  or  Mr. 
Vowles  at  ALpine  8-7758,  Phoenix.  In  Tucson  call 
Mr.  Sherrill  at  MAin  3-9421. 


First  Street  at  WiUetta  • Phoenix  A1  8-7758 
507  Valley  Natl.  Bldg.-Tucson  MA  3-9421 
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ARIZONA  GIRL  WINS  AMA  AWARD 


Miss  Lillian  M.  Harris  and  Dwight  H.  Murray,  M.iJ. 


ISS  Lillian  Margaret  Harris,  17,  a junior  at 
Salpointe  High  School  in  Tucson,  accepts  her 
American  Medical  Association  Honorable  Men- 
tion citation  and  the  congratulations  of  Dwight 
H.  Murray,  M.D.,  AMA  president,  for  her  exhibit 


on  “African  Sleeping  Sickness”  displayed  at  the 
National  Science  Fair  in  Los  Angeles,  May  9-11. 

Her  exhibit  was  one  of  four  at  the  Fair  select- 
ed by  the  special  AMA  judging  committee  as 
being  among  the  best  in  the  basic  medical 
sciences,  and  the  presentations  were  made  at  a 
banquet  in  the  Biltmore  Hotel  given  for  the  600 
Fair  participants  by  the  American  Medical  Asso- 
ciation. 

Lillian  won  her  trip  to  the  Los  Angeles  com- 
petitions after  being  selected  as  a finalist  in  the 
Third  Southern  Arizona  Regional  Science  Fair 
in  Tucson  earlier  this  year.  The  AMA  awards 
are  given  at  the  National  Science  Fair  as  an  en- 
couragement to  talented  high  school  students 
to  enter  the  study  of  medicine.  Lillian  has  al- 
ready planned  to  enter  the  University  of  Mexico 
to  study  medicine  and  hopes  eventually  to  con- 
duct research  in  neurosurgery.  She  is  the  daugh- 
ter of  Mrs.  Matilde  A.  Harris  of  1016  West 
Congress  Street,  Tucson. 

The  National  Science  Fair,  in  which  the  AMA 
has  participated  for  the  second  consecutive 
year,  is  sponsored  by  Science  Clubs  of  America 
and  is  administered  by  Science  Service,  Wash- 
ington, D.  C. 


Dr.  L.  Donald  Fusco  (right)  receives  certificate  of  m.rit  from  Dr.  D.  M.  Nigro,  Kansas  City,  Mo.,  President 
of  UNICO,  National  Italian  Service  Organization  (center)  as  Dr.  Nicholas  S.  Vitle  of  St.  Louis,  Mo.,  UNICO 
National  Vice  President  looks  on.  Award  was  presented  at  dinner  at  Paradise  Racquet  Club,  Sunday,  May  26. 
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AIR  AMBULANCE  AND  CHARTER  SERVICE 

Fast,  safe  transportation  in  modern  accommodations 
Skilled  pilot  with  many  years  experience 
Beechcraft  with  twin  engines  for  added  security 
Plenty  of  room  and  oxygen  equipped 
Sanitary  toilet  facilities  for  your  protection  and  comfort 

Phone  AP  8-8541 

DYE  MEDICAL  AND  OXYGEN  SUPPLY  CO. 

3332  W.  McDowell  Road 
Phoenix,  Arizona 
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POISON  CONTROL 

Doctor  ...  If  your  next  patient  has  accidentally 
swallowed  “Nosiop,”  and  the  container  label 
says  nothing  about  an  ingredient  or  an  antidote, 
what  will  you  do? 

One  thousand  horrible  deaths  could  be  pre- 
vented annually  in  tbe  United  States  by  adequate 
poison  control  services. 

The  first  poison  control  center  in  the  state 
was  developed  months  ago  under  the  auspices 
of  the  Maricopa  County  Medical  Society  at  2025 
N.  Central  Avenue  in  Phoenix  (telephone  AL 
S-6901).  The  second  unit  is  now  in  operation  at 
the  Tucson  Medical  Center  (telephone  EA 
5-2661)  in  Tucson,  Arizona.  A state  center  for 
the  collection  of  information  on  the  toxic  nature 
of  poisonous  substances  and  methods  for  treat- 
ing cases  poisoned  by  them  is  planned  for  Ari- 
zona now.  Located  at  the  University  of  Arizona, 
it  will  serve  the  physicians  of  the  state  through 
poison  control  units  in  the  emergency  wards  of 
co-operating  and  supporting  hospitals  strategic- 
ally located  throughout  the  state. 

Ready  reference  file  cards  will  be  made  avail- 
able by  the  center  to  supplement  poison  con- 
trol equipment  and  reagents  available  in  the  hos- 
pital on  a 24-hour  basis.  These  cards  will  con- 
tain information  approved  by  medical  authorities 
and  will  list  trade  names  as  well  as  poison  in- 
gredients and  their  antidotes.  Sources  of  this 
information;  The  national  clearing  house  for 
poison  control  centers,  medical  journals  and 
texts,  and  your  reports  on  poison  cases  you  en- 
counter. The  latter  will  be  collected  on  forms 
provided  through  the  co-operating  hospitals. 
Periodic  information  bulletins  from  the  poison 
control  information  center  at  the  university  will 
be  issued  to  the  medical  profession  in  the  pages 
of  the  monthly  journal,  Arizona  Medicine.  Public 
education  articles  will  be  released  to  the  lay 
press  as  appropriate. 

It  is  inconceivable  that  all  (juestions  regarding 
poisonings  and  treatments  will  be  answerable 
immediately,  but  as  the  program  grows  and  in- 
formation from  within  and  outside  the  state  is 
accumulated,  more  effective  prevention  and  con- 
trol of  poisoning  is  anticipated. 

The  Tucson  Women’s  Club  is  making  this 
program  its  community  service  project  for  1957- 
58  and  will  be  responsible  for  collecting  approx- 
imately $5,()00  to  implement  the  first  year’s 
service  and  for  releasing  educational  poisoning 
prevention  information  to  the  public.  The  club 


is  co-operating  with  the  Arizona  Medical  Asso- 
ciation, the  Tucson  Medical  Center  Auxiliary, 
and  the  University  of  Arizona  in  the  initial 
stages  of  the  program. 

Willis  R.  Brewer,  Dean 
Pharmacy  College 
University  of  Arizona 
for  Poison  Control  Committee 

URANIUM  MINER  RESEARCH 
PROGRAM 

N attempt  will  be  made  to  examine  all  uran- 
ium miners  working  in  the  Colorado  Plateau 
area  during  the  summer  of  1957.  Two  U.  S.  Pub- 
lic Health  Service  medical  teams,  operating  in 
trailers,  will  mo\'e  from  one  mining  district  to 
another.  A physician  will  examine  the  miners,  a 
chest  X-ray  will  be  taken,  and  several  laboratory 
tests,  including  blood  and  urine  analyses,  will  be 
made.  Two  new  laboratory  tests,  sputum  cytol- 
ogy and  bilobed  lymphocyte  counts,  may  be  in- 
chuled  in  an  attempt  to  evaluate  their  usefulness. 

This  examination  is  part  of  several  long-range 
scientific  studies  by  the  U.  S.  Public  Health  Serv- 
ice. These  studies  are  designed  to  determine 
what  effects,  if  any,  working  in  \ arious  industries 
has  on  the  health  of  the  employees.  The  uranium 
mining  industry  was  selected  in  1950  as  one  of 
the  industries  to  be  studied.  Since  that  time, 
periodic  medical  examinations  have  been  offered 
to  uranium  miners.  Each  miner  will  be  informed 
of  any  health  problems  found.  His  private  phy- 
sician will  also  be  notified.  If  any  miner  has  a 
condition  which  reciuires  treatment  or  further 
observation,  he  will  be  referred  to  his  private 
physician. 

The  United  States  Atomic  Energy  Commission 
and  the  state  health  departments  of  Colorado, 
Utah,  New  Mexico,  and  Arizona  are  co-operating 
in  this  study,  which  is  being  co-ordinated  by 
Duncan  Holaday  of  the  U.  S.  Public  Health 
Service  in  Salt  Lake  City.  Dr.  Victor  E.  Archer, 
also  of  the  Public  Health  Service  in  Salt  Lake 
City,  is  in  charge  of  the  medical  teams  and  of  the 
follow-up  work. 

Medical  information  obtained  in  past  years 
by  these  examinations  has  proved  useful  to  many 
miners  and  local  physicians,  and  has  provided  an 
excellent  base  of  knowledge  which  will  be  used 
by  Public  Health  Service  scientists  in  evaluating 
the  medical  findings  of  future  examinations.  Be- 
cause of  the  long  latent  period  of  chronic  radia- 
tion effects,  this  study  must  continue  for  10  to 
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20  years.  Because  of  this  long  latent  period,  it 
is  still  too  early  to  make  any  generalizations  as 
to  the  health  of  uranium  miners. 

One  important  phase  of  the  study  is  the  com- 
pilation of  causes  of  death  from  death  certifi- 
cates. The  resulting  data  will,  of  course,  be  no 
better  than  the  information  recorded  on  death 
certificates.  Because  of  the  need  of  this  study  to 
learn  of  the  existence  of  all  serious  pathology, 
and  especially  the  need  for  precise  determina- 
tion of  the  cause  of  death  of  all  uranium  miners, 
all  physicians  are  urged  to  obtain  autopsies  on 
deceased  uranium  miners  whenever  possible. 

A GENERAL  PRACTIONER  LOOKS 
AT  THE  SMALL  COMMUNITY 
HOSPITAL 

By  MARTIN  C.  FLOHR,  M.D. 
Williams,  Arizona 

WENTY-EIGHT  years  ago,  a green  intern 
from  Washington,  D.  C.  arrived  in  Phoenix  to  be 
a resident  at  St.  Joseph’s  Hospital.  Since  then, 
that  M.D.  has  grown  older  in  looks,  has  put  on 
weight,  and  finally  learned  to  enjoy  life,  and  to 
practice  a better  brand  of  medicine. 

He  has  seen  tremendous  advances  in  medicine, 
in  fact  he  feels  that  these  have  been  the  fastest 
advancing  years  in  the  history  of  medicine.  You 
younger  men  try  to  imagine  practicing  without 
the  sulfonamides,  the  antibiotics  and  the  anti- 
histamines. Also  look  at  the  DPT  vaccine,  tet- 
anus toxoid,  ion-exchange  resins  and  most  re- 
cently, the  Salk  vaccine  for  polio. 

There  have  been  many  changes  in  medicine, 
but  I believe  that  one  of  the  most  important  is 
the  development  and  improvement  of  the  small 
community  hospital,  and  I would  like  to  talk 
about  how  an  admitted  general  practioner  looks 
at  them. 

Twenty-eight  years  ago,  the  two  hospitals  in 
Phoenix  were  just  a little  larger  than  community 
hospitals,  not  too  well  organized  or  department- 
ed  staffed  by  a large  number  of  GPs,  most  of 
them  with  a leaning  toward  some  specialty,  by 
self-ordination  and  self-acclaim,  not  by  training. 
Very  rare  was  the  trained  man  in  those  days. 
Now  the  V’ alley  is  full  of  trained  and  certified 
specialists  in  all  branches.  The  GP  has  been 
driven  to  a rear  seat  more  and  more. 

Since  coming  to  Williams,  I have  noticed  an 
enormous  difference  between  the  large  hospital 
and  the  small  community  hospital. 

To  me,  the  biggest  difference  is  the  interest 


of  the  public  in  the  workings  and  the  affairs  of 
the  hospital.  It  is  surprising,  the  questions  and 
suggestions  that  come  from  people  who  would 
not  be  considered  as  ever  thinking  about  the 
hospital.  Here  the  hospital  is  closer  to  the  gen- 
eral public. 

This  community  is  proud  of  its  hospital,  which 
was  factually  built  by  the  people  with  very  little 
federal  aid.  In  fact,  in  Williams,  when  the 
foundations  were  started,  there  were  90  men 
there  with  picks  and  shovels,  such  was  the  com- 
munity interest.  Just  recently,  $20,000  was  raised 
by  popular  subscriptions.  Yes,  the  public  ap- 
preciates the  community  hospital. 

In  the  small  hospital,  the  physician  is  closer 
to  the  patient,  closer  to  the  nursing  personnel 
and  administration  than  in  any  larger  hospital. 

The  patients  feel  more  at  home  and  I cer- 
tainly feel  that  they  get  more  personal  attention 
than  in  the  larger  institutions.  Just  let  the  patient 
talk  some  time,  and  you  will  be  surprised  at 
some  of  the  comparisons  that  are  made  with 
other  hospitals,  both  large  and  small. 

The  staff  member  in  the  community  hospital 
is,  to  my  mind,  closer  to  the  family  doctor  than 
in  the  large  places.  Here  we  know  if  the  family 
has  financial  difficulties,  if  Papa  is  a drinker,  if 
Mama  has  a boy  friend,  and  all  those  usually 
hidden  things  that  make  care  of  a patient  quite 
difficult  because  they  are  seldom  revealed  vol- 
untarily, unless  there  is  an  unusually  close  per- 
sonal relationship  between  the  patient  and  the 
physician. 

The  small  hospital  is  on  the  spot,  its  work 
must  be  above  reproach.  In  fact,  indications  for 
surgery,  indications  for  instrumental  interfer- 
ence in  OB  and  in  many  medical  cases,  the  care 
must  be  much  more  carefully  worked  out  than 
in  larger  institutions  where  there  is  always  some- 
one to  fall  back  on  in  a pinch.  Here  the  surgeon 
or  the  obstetrician  is  put  on  his  mettle  because 
all  the  responsibility  is  his. 

The  surgeon  must  be  certain  of  his  indications 
for  going  in,  the  proper  preparatory  workup  is 
a must,  lab  work  is  a must,  but  certainly  not  in 
excessive  amounts.  The  surgeon  must  be  able  to 
cope  with  conditions  as  he  finds  them  when  he 
gets  in.  He  must  be  prepared  by  training  and 
knowledge  to  go  in  for  a simple  appendix  and 
possibly  find  a Meckel’s  diverticlum  or  even  do 
a partial  intestinal  resection.  Remember,  this  is 
all  on  his  shoulders.  He  can’t  yell  for  help  and 
get  it  in  a matter  of  minutes. 
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The  obstetrician  must  watch  his  patient  close- 
ly, observe  her  progress,  and  time  his  medica- 
tions so  as  not  to  cause  foetal  difficulty.  He  must 
know  how,  and  especially  when  to  interfere. 
Also  when  to  say,  “Let’s  do  a section.”  With 
proper  pre-natal  care,  which  means  observation 
of  urine,  weight  and  blood  pressure  of  the 
mother,  also  size  and  position  of  the  foetus, 
many  difficult  deliveries  will  be  avoided.  Avoid 
at  all  costs  what  De  Lee  called  “meddlesome 
midwifery.” 

The  obstetrician  must  be  prepared  to  pick  up 
an  OB  at  any  stage  of  pregnancy  and  carry  it 
through  to  its  conclusion  in  the  best  manner 
and  to  the  happiest  ending  possible. 

The  internist  has  a terrific  load  of  the  usual 
run  of  cases,  the  rare  and  unusual  are  not  ordi- 
narily seen  in  these  hospitals,  but  you  must  be 
prepared  to  diagnose  anything  from  a common 
cold  to  tuberculosis  and  do  it  without  too  much 
expense. 

The  small  community  hospital  and  its  staff 
must  be  prepared  to  handle  any  type  of  medical, 
surgical  or  obstetrical  emergency.  Here  along 
Highway  66  we  have  our  share  of  automobile 
accidents  with  every  conceivable  injury.  We  see 
many  people  who  beeame  ill  on  a trip,  maybe 
just  a cold,  or  maybe  a diarrhea  or  maybe  TB 
or  ruptured  ulcers,  frequently  altitude  effect  on 
a weakened  heart. 

We  staff  members  don’t  have  a secretary  to 
whom  we  can  dictate  our  histories,  phyicials 
and  operative  notes.  We  have  to  do  all  the  work 
that  is  done  in  larger  hospitals  by  interns  and 
residents  and  for  that  reason  we  get  closer  to 
our  patients  and  as  a result,  also,  have  a much 
heavier  clerical  load. 

Remember,  we  have  to  live  with  the  people 
in  our  community  and  we  have  to  look  a family 
in  the  eye  even  if  we  get  a poor  result.  We  can’t 
duck  them  as  is  too  often  done  in  a city.  We  see 
them  too  often  on  the  streets. 

The  small  community  hospital  is  looked  down 
upon  by  our  sister  institutions  in  the  larger  cities, 
also  by  the  members  of  those  staffs.  In  the 
older  days,  the  small  hospital  in  the  outlying 
areas  was  usually  a private  affair  owned  by  an 
M.D.,  with  possibly  a younger  associate.  Only 
too  frequently  these  individuals  were  endowed 
with  the  guts  of  a brass  monkey  with  the  result 
that  they  were  in  disrepute.  Now,  however,  there 
are  many  trained  men  who  work  in  these  smaller 
institutions  by  preference.  They  enjoy  living  in 


a smaller  community  where  the  tempo  of  life  is 
slower  and  where  they  can  live  a more  nearly 
human  life.  I for  one,  certainly  prefer  the  smaller 
town,  where  we  can  get  away  easier  and  relax 
and  hope  to  live  a longer  and  happier  life. 

There  is  no  reason  today  that  the  caliber  of 
care  rendered  in  the  small  community  hospital 
should  not  be  as  good  and  frequently  much  more 
personal  than  that  rendered  in  the  larger  hos- 
pital. We  have  the  trained  men  who  want  to  live 
in  the  smaller  towns  and  who  do  excellent  work. 

To  consider  just  one  facet  of  the  difference  in 
care  rendered  in  a small  community  hospital 
and  that  in  a larger  institution,  let  us  look  at  the 
care  of  fractures. 

We  must  admit  that  the  best  advertisement 
that  a doctor  has  is  a satisfactory  patient.  This 
means  that  the  only  advertising  that  the  ortho- 
pod can  do  is  satisfy  the  patient  by  a good  result 
and  by  showing  him  or  her  a final  x-ray  of  which 
he  can  say  “See,  the  bone  is  straight,  no  bow- 
ing, no  knots  on  it,  it  looks  just  like  a normal 
bone.”  This  is  a wonderful  thing  to  be  able  to  do, 
but  it  requires  many  more  open  reductions  than 
can  be  safely  done  in  a small  community  hos- 
pital. 

There  are  several  reasons  for  this: 

1.  The  general  surgeon  hestitates  to  do  an  open 
reduction  if  it  is  possible  to  achieve  a good  result 
otherwise.  He  doesn’t  want  to  get  the  reputation 
of  “cutting  on  everybody.” 

2.  With  one  operating  room,  the  small  com- 
munity hospital  is  at  a disadvantage.  One  day 
it  does  an  appendix,  possibly  ruptured,  then 
tonsils,  then  a hernia,  or  a GB,  or  possibly  a 
hysterectomy.  All  of  these  procedures  are  pos- 
sible sources  of  infection  in  the  operating  room. 
Also  there  is  usually  only  one  set  of  surgical 
instruments  and  one  surgery  crew.  Also  usually 
the  same  surgeon  does  them  all.  Thus,  much 
chance  of  cross  infection  in  surgery. 

3.  Another  difficulty  is  in  possible  cross  infec- 
tion in  the  rooms,  as  there  can  be  no  definite 
separation  of  cases  by  space  or  time  to  insure  no 
possible  cross  infection,  and  we  all  know  that  an 
infected  open  reduction  is  one  of  the  surgeon’s 
worst  headaches. 

Now  what  does  the  general  surgeon  in  the 
small  community  hospital  do?  He  does  as  few 
open  reductions  as  he  can.  His  chief  thought  is 
“function.”  If  the  patient  has  an  arm  or  leg  that 
he  can  use  without  pain,  even  with  some  deform- 
ity, we  feel  that  it  is  as  good  as  a “cabinet 
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maker’s  result”  with  its  much  longer  hospital 
stay  and  its  attendant  mounting  costs,  with  ad- 
ditional anesthetic  and  surgical  risk.  (Who  can 
deny  that  there  is  such  risk?) 

I have  known  many  horsemen  who  were  tops 
in  their  activities  who  had  short  legs,  stiff  knees 
and  bowed  legs  that  never  had  any  pain  or  were 
in  any  way  distnrbed  by  a “non-cabinet  maker’s 
result.”  It  must  be  admitted  that  we  small  town 
folks  are  behind  the  eight-ball  in  these  things, 
because  so  many  of  our  patients  get  into  the 
hands  of  out-of-state  orthopods,  who  by  a snort, 
a sniff,  a raised  eyebrow  or  even  a “Who  in  the 
hell  did  that?”  lead  these  persons  to  cast  doubt 
on  the  work  that  was  done  on  them  locally. 

With  so  many  lawyers  active  and  anxious  to 
stir  up  malpractice  suits,  and  with  the  big-town 
orthopods  looking  down  their  noses  at  us,  we 
must  be  extremely  careful  in  the  work  we  do. 

Another  facet  of  great  importance  in  the  small 
community  hospital  is  the  added  responsibilities 
placed  on  the  shoulders  of  the  general  surgeon. 

Consider  the  automobile  accident  case.  He 
gets  them  with  the  road  dirt,  gravel  and  weeds 
still  on  them  and  usually  in  rather  deep  shock. 
His  first  efforts  are  to  combat  shock  by  stopping 
hemmorrhage,  and  treating  with  heat,  stimulants 
and  IVs.  While  this  is  being  done,  he  considers 
the  injuries,  deciding  what  to  do  first  and  how 
to  do  it.  Also  which  one  of  the  patients  should 
be  treated  first. 

Later,  when  the  definitive  treatment  is  started 
is  when  he  is  a man  of  many  hats.  He  must  be 
an  orthopod— reduce  the  fracture,  he  must  be  a 
good  neurologist— by  determining  the  extent  of 
the  nerve  involvment,  he  must  be  a vascular 
specialist— is  this  condition  traumatic  angio- 
spasm, venospasm  or  thrombosis?  He  must  be  a 
specialist  in  soft  tissue  damage.  Consider  the 
amputation.  In  determining  the  site  of  the  op- 
eration in  order  to  get  the  longest  limb  possible, 
all  procedures  to  determine  this  by  ganglionic 
blocks,  nerve  injection  and  nerve  medications 
must  be  used,  and  used  properly. 

The  general  surgeon  does  everything  from 
minor  lacerations  to  gastrectomies  and  removal 
of  prostates,  providing  he  is  capable  of  doing 
these  procedures  by  formal  training  and  exper- 
ience. His  cases  in  the  small  community  hos- 
pital are  of  the  most  varied  character.  Here  he 
doesn’t  have  the  orthopod,  the  urologist,  the 
gynecologist  and  the  neurologist  to  growl  at  him 


and  by  staff  direction  turn  these  cases  over  to 
the  appropriate  sub-specialty  of  surgery. 

Yes,  in  the  small  community  hospital,  the  gen- 
eral surgeon  is  a true  general  surgeon,  and  he 
must  be  of  good  training  and  experience  to  ren- 
der the  best  service  to  the  public,  himself  and 
the  medical  profession. 

In  closing,  let  me  emphasize  two  things: 

1.  Medical,  surgical  or  obstetrical  judgement. 
“When  to  go  in— when  not  to  go  in— and  when 
to  back  out.” 

2.  Know  your  limitations,  don’t  attempt  to  do 
a procedure  that  you  are  not  definitely  capable 
of  doing. 

If  you  emphasize  these  two  things  in  the  care 
of  all  your  cases,  you  will  sleep  better  at  night 
and  will  be  able  to  look  at  that  face  of  yours 
when  shaving  in  the  morning  and  not  be 
ashamed  of  it. 

Long  live  the  small  community  hospital,  and 
may  it  continue  to  render  the  high  level  of  care 
that  most  of  them  are  giving  now. 

THE  PHYSICIAN  — 
COUNSELLOR  ON  NUTRITION 

By  CLARENCE  G.  SALSBURY,  M.D.* 
and  MARTHA  POLLARD** 

Examples  of  the  effects  of  food  habits  that 
do  no  harm  in  a day  or  perhaps  a week,  but 
command  a penalty  with  time  are  not  hard  to 
find  in  any  community.  This  is  an  opinion  ex- 
pressed by  Charles  Glen  King,  executive  director 
of  the  Nutrition  Foundation,  Inc.,  and  professor 
of  chemistry,  Columbia  University. 

In  this  day  of  higher  standards  of  living,  im- 
provement in  nutrient  content  of  the  national 
food  supply,  greater  knowledge  of  nutrition, 
routine  use  of  vitamin  preparations  and  other 
food  supplements,  why  need  we  be  concerned 
about  food  habits?  It  may  be  just  because  of 
these  seeming  safeguards  that  complacency  de- 
velops. Also  widespread  food  misinformation, 
nutrition  quackery,  ballyhoo  of  door-to-door 
vitamin  peddlers,  and  of  some  food  advertising, 
tend  to  confuse  many  who  lack  sufficient  scien- 
tific training  to  distinguish  the  true  from  the 
false. 

Teachers,  public  health  nurses  and  nutrition- 
ists are  all  making  an  effort  to  educate  children 
to  know  and  to  like  recommended  foods.  They 

^Commissioner  of  Public  Health,  Arizona. 
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also  attempt  to  influence  children  to  select  foods 
considered  necessary  to  meet  their  high  nutri- 
tional needs.  But  the  job  of  helping  children 
develop  sound  food  habits  is  not  one  for  any 
single  professional  group.  It  requires  the  best 
efforts  of  physicians,  dentists,  psychologists, 
nurses,  teachers,  nutritionists  and  all  allied 
groups  concerned  with  the  health  of  children. 

The  private  physician  can  be  one  of  the  most 
influential  counsellors  on  nutrition.  This  is  a 
plea  to  him  to  take  advantage  of  the  trust  and 
confidence  placed  in  him  to  help  his  young 
patients  build  good  food  habits. 

The  infant’s  diet  is,  on  the  whole,  carefully 
supervised.  This  is  probably  true,  for  the  most 
part,  of  the  first  several  years.  As  children  grow 
older,  studies  show  that  food  habits  become 
progressively  worse  until  in  adolescence,  poorly 
chosen  between-meal  snacks  and  skimpy  or 
skipped  meals  constitute  one  more  problem  of 
this  age  group.  According  to  Dr.  J.  A.  Johnston 
of  the  Henry  Ford  Hospital,  the  infant  seems  to 
have  some  sense  in  selecting  foods  to  meet  his 
needs.  But  somewhere  along  the  line  to  adoles- 
cence, such  instincts  as  the  baby  may  have  had 
become  blunted,  and  undesirable  food  habits 
develop  for  which  the  adults  in  his  life  may  be 
responsible. 

In  one  recent  survey,  diet  records  were  eval- 
uated for  approximately  60,000  school  children 
in  38  states.  Analysis  of  the  records  indicated 
33  per  cent  of  the  diets  to  be  good,  27  per  cent 
fair  and  40  per  cent  poor.  Evaluated  according 
to  region,  the  Southwest  makes  the  poorest  show- 
ing with  21  per  cent  of  the  diets  rating  good,  24 
per  cent  fair,  and  55  per  cent  poor.  Granted 
that  Arizona  does  not  constitute  the  whole  of  the 
Southwest,  a few  surveys  of  children’s  diets  as 
well  as  experience  in  well  child  conferences  and 
clinics  indicate  that  the  situation  here  is  no 
better. 

Feeding  problems  often  have  their  beginnings 
in  early  infancy.  Sometimes  over-zealous  mothers 
resort  to  force,  either  overt  or  obvious  to  induce 
a baby  or  young  child  to  eat  a food  the  doctor 
said  he  could  have  now.  Public  health  nurses 
and  nutritionists  are  frequently  asked,  “How 
can  I make  my  children  eat  vegetables?”  It 
could  be  that  we  failed  to  give  these  parents 
sufficiently  detailed  instructions  when  vege- 
tables were  first  introduced.  One  mother  report- 
ed that  her  six-month-old  baby  would  not  eat 
his  green  beans.  When  questioned  about  how 


much  she  tried  to  feed  him,  the  answer  was  “A 
half  cup.” 

Perhaps  we  assume  that  parents  know  more 
than  they  actually  do  about  what  children  need 
for  healthy  growth.  Many  parents  know  little  or 
nothing  of  even  fundamentals  of  child  feeding, 
care  and  training.  They  are  ignorant  of  what  is 
considered  an  adequate  diet  for  children.  Too 
many  are  unaware  of  the  importance  of  other 
factors  involved  in  nutrition,  such  as  regular 
meals,  early  and  regular  bedtimes,  and  a suit- 
able amount  of  outdoor  play  with  other  chil- 
dren. If  Tommy  won’t  eat,  are  these  and  possible 
emotional  disturbances  considered,  or  are  vita- 
mins prescribed  before  first  trying  to  determine 
the  cause? 

Dentists  in  general  disapprove  of  concentrated 
sweets,  especially  between  meals.  The  wide- 
spread incidence  of  dental  caries  among  chil- 
dren suggests  the  need  for  nutrition  education. 
And  yet,  even  though  “empty  calories”  are  ob- 
jectionable for  other  reasons,  sweets  continue 
to  hold  a place  of  special  favor  among  foods. 
Sweets  are  offered  by  fond  relatives  as  rewards, 
or  bribes,  or  consolation,  or  to  buy  affection. 
Can  that  lollipop  given  after  a “shot”  really  be 
meant  to  sooth  injured  feelings,  or  to  buy  favor 
for  “Doc?”  If  a reward  is  in  order,  wouldn’t  a 
toy  balloon  serve  the  purpose  just  as  well  as 
candy? 

Another  common  treat  is  the  soft  drink.  Soda 
pop  with  its  sugar  and  carbonic  acid  has  been 
implicated  among  the  causes  of  dental  caries. 
Parents  are  sometimes  seen  sharing  a bottle  of 
Coke  with  an  infant  in  arms.  Yet  they  are  indig- 
nant when  asked  whether  the  baby  is  ever 
allowed  coffee,  and  quite  surprised  on  being 
told  that  caffein  is  common  to  both.  The  under- 
standable defense  is  that  the  doctor  prescribed 
the  drink  when  the  child  was  sick.  If  the  doctor 
prescribed  it,  it  ean’t  be  harmful.  Would  it  be 
too  much  for  “Doc”  to  explain  that  it  is  pre- 
scribed for  a specific  purpose  in  a special  condi- 
tion? 

Are  parents  prepared  for  the  normal  periodic 
losses  of  appetite?  If  not,  they  quite  naturally 
worry.  Anxiety  may  lead  to  forcing,  resulting  in 
refusal  to  take  food  even  when  hungry,  and  other 
problems.  If  a child  refuses  several  meals  in  suc- 
cession, are  parents  helped  in  locating  the  real 
reason,  or  are  vitamins  administered  just  on 
general  principles? 

Many  adults  have  poor  eating  habits.  Is  this 
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considered  when  a mother  complains  about  her 
child?  Undesirable  nutrition  practices  pass  from 
one  generation  to  the  next.  When  parents  break- 
fast on  coffee  and  sweet  rolls,  or  nothing,  their 
children  can’t  be  expected  to  show  great  enthus- 
iasm for  fruit,  cereal  and  milk. 

There  is  still  much  to  be  learned  in  the  field 
of  nutrition.  However,  “there  is  enough  knowl- 
edge now  available  to  help  in  building  a better 
generation  of  people  with  better  grown,  better 
developed  bodies,  greater  resistance  to  infection, 
and,  in  general,  more  vigorous  more  efficient  and 
longer-lived  if  the  knowledge  we  now  possess 
could  only  be  incorporated  into  the  living  of  the 
great  masses  of  our  people— particularly  of  the 
children.”* 

Parents  deserve  the  best  scientific  advice  and 
all  the  help  we  can  give  to  guide  them  in  rear- 
ing healthy  children. 
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USPHS  LAUNCHES  NATIONWIDE 
HEALTH  SURVEY 

new  national  health  survey  is  being  instigated 
by  the  U.  S.  Public  Health  Service,  according 
to  AMA’s  Council  on  Medical  Service.  The  coun- 
cil reports  that  a household  interview  survey  is 
being  conducted  in  330  sampling  areas  through- 
out the  country.  Legislation  enacted  during  the 
last  session  of  congress  authorized  the  surgeon 
general  of  the  USPHS  to  make  surveys  and 
special  studies  of  the  United  States  population 
to  determine  the  extent  of  illness  and  disability 
and  related  information. 

The  council  stated  that  the  American  Medical 
Association  supported  this  legislation  while 
cautioning  that  any  survey  in  this  area  should  be 
conducted  in  such  a manner  that  all  interested 
parties  can  agree  substantially  with  its  con- 
clusions. 

Facts  to  be  collected  include  statistics  on  the 
number,  age,  sex,  and  other  personal  character- 
istics of  persons  suffering  from  diesases,  injuries, 
or  handicapping  conditions;  the  length  of  time 
that  these  people  have  been  prevented  from 
carrying  on  their  usual  activities,  and  whether 
or  not  the  conditions  have  had  medical  atten- 
tion. The  last  survey  of  this  nature  was  conduct- 
ed 20  years  ago. 

The  council  also  announced  that  the  household 
interview  phase  of  the  survey  is  to  be  a continu- 
ing study  for  an  indefinite  period  of  time.  Field 
work  will  be  handled  by  the  Bureau  of  the  Cen- 
sus for  the  USPHS,  following  primary  sampling 
units  already  established  in  counties,  parts  of 
counties,  combinations  of  counties,  or  metro- 
politan areas.  At  least  one  sampling  unit  is  lo- 
cated in  every  state. 


AMERICAN  COLLEGE  OF 
CHEST  PHYSICIANS 

ii  T the  annual  meeting  of  the  Arizona  Chapter 
of  the  American  College  of  Chest  Physicians, 
held  in  Yuma,  Arizona,  on  April  12,  1957,  the 
followin  gofficers  were  elected:  President,  D. 
W.  Melick,  Phoenix;  Vice  President,  William  B. 
Steen,  Tucson;  Secretary-Treasurer,  Bertram  L. 
Snyder,  Phoenix. 
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HEALTH  INSURANCE 

w 

If  ITH  the  advance  of  medical  science  and  the 
greater  accessibility  of  medical  services,  medical 
costs,  and  even  the  incidence  of  diseases  may 
increase  rather  than  deerease.  Dr.  David  B.  All- 
man  of  Atlantic  City,  N.  J.,  president  of  the 
American  Medical  Association  declared. 

In  an  address  before  the  annual  meeting  of  the 
Health  Insurance  Association  of  America,  at  the 
Sheraton-Park  Hotel,  Dr.  Allman  said  the  future 
extent  and  cost  of  illness  will  depend  on  many 
factors.  “The  advance  of  medical  science,”  he  de- 
clared, “will  create  new  diagnostic  and  therapeu- 
tic methods  not  now  foreseen.  New  drugs  will  be 
developed  whose  effects  on  the  course  of  human 
disease  will  equal  or  exceed  today’s  wonder’ 
drugs.  The  prolongation  of  life  will  increase 
those  diseases  of  senescence  which  can  be  pal- 
liated, but  not  cured.  The  chronic  diseases  of 
aging  will  increase.” 

The  New  Jersey  surgeon  added:  “Ancillary 
health  services— especially  in  technical  fields  like 
chemistry,  physics,  biology,  and  others— will  in- 
duce rapid  changes  in  the  incidence  of  disease.” 
Dr.  Allman  said  “the  advance  of  medical  science, 
and  the  improved  accessibility  of  medical  serv- 
ice, may  in  fact  increase  the  totality  of  disease 
and  the  cost  of  diagnosing  and  treating  it.” 

Dr.  Allman  told  the  health  insurance  execu- 
tives that  these  problems  must  be  met  by 
changes  in  prepayment  and  insurance  mecha- 
nisms that  permit  a reasonable  degree  of  respon- 
sibility to  be  assumed  by  the  patient. 

The  speaker  stated  that  in  those  health  in- 
surance mechanisms  in  which  the  patient  him- 
self does  not  assume  a portion  of  the  financial 
cost,  someone  else  must  do  it.  “It  is  not  without 
significance  that  the  Blue  Cross  Commission  and 
the  American  Hospital  Association  testifield  in 
favor  of  this  administration’s  health  reinsurance 
bill  that  properly  was  buried  in  committee,”  he 
continued.  “It  can  be  expected  that  as  hospital 
rates  continue  to  rise  at  an  anticipated  rate  of 
5 per  cent  per  year,  the  pressure  for  increased 
Blue  Cross  premiums  must  also  increase.  Under 
these  circumstances,  it  would  not  be  surprising 
if  the  Blue  Cross  sought  government  subsidy 
even  more  vigorously.” 

From  every  point  of  view.  Dr.  Allman  said, 
the  development  of  major  hospital  and  medical 
expense  insurance  has  been  one  of  the  most  en- 
couraging incidents  in  the  history  of  health  in- 


surance. He  declared  he  was  convinced  that  the 
vast  majority  of  physicians  will  co-operate  whole- 
heartedly in  the  sense  of  maintaining  equitable 
fees  so  that  the  promotion  of  this  type  of  in- 
surance will  not  be  impeded.  The  speaker  urged 
insurance  companies  to  step  up  their  program 
of  physician-relations  so  that  physicians  can  fully 
understand  the  relation  between  fees  and  the 
saleability  of  major  medical  insurance. 

Summing  up  the  role  and  responsibility  of 
medicine  in  the  financing  of  health  care  costs. 
Dr.  Allman  declared  that  in  an  economic  sense, 
medicine  seeks  a price  for  its  service  at  such  a 
level  that  its  services  can  be  purchased  by  the 
public  through  reasonable  financing  mechanisms 
that  do  not  adversely  affect  the  quality  of  care 
rendered.  From  a social  viewpoint,  he  said  the 
physician  must  oppose  any  financing  mechanism 
that  is  a step  toward  the  socialization  of  the 
economy.  Politically  and  legislatively.  Dr.  All- 
man  pointed  out,  the  physician  will  oppose  gov- 
ernment programs  that  assume  the  responsibility 
for  financing  health  care  costs  that  are  properly 
and  most  wisely  the  obligation  and  responsibility 
of  individuals. 

“In  a word,”  said  the  speaker,  “the  physician 
will  support  or  oppose  any  program  for  the  fi- 
nancing of  health  care  costs  depending  on  the 
effect  of  that  program  on  the  quality  of  the  serv- 
ice the  physician  renders.  So  long  as  the  in- 
surance you  promote,”  he  told  the  insurance 
company  executives,  “is  consistent  with  the 
maintenance  of  high  quality  medical  care,  you 
can  be  assured  that  medicine  will  support  you.” 

The  Health  Insurance  Association  of  America 
is  a trade  association  of  255  insurance  companies 
in  the  United  States  and  Canada,  representing 
more  than  80  per  cent  of  the  health  insurance 
handled  by  insurance  companies  in  the  country. 
More  than  60  million  persons  today  are  protected 
by  health  insurance  policies  written  by  insuranee 
companies. 


MAJOR  MEDICAL  EXPENSE 
INSURANCE 

T HE  “uncertainty”  of  the  cost  of  medical  care 
may  be  a greater  concern  to  the  American  public 
than  the  actual  cost  itself,  James  Andrews  Jr., 
director  of  health  insurance  of  the  Life  Insurance 
Association,  and  vice  chairman  of  the  Health 
Insurance  Council,  told  the  Ohio  State  Surgical 
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Association  at  its  annual  meeting  in  Columbus, 
Ohio,  May  13. 

Mr.  Andrews  urged  members  of  the  medical 
profession  to  keep  patients  informed  “to  the 
extent  possible”  on  what  medical  service  will 
cost  them,  so  that  they  may  “make  their  in- 
surance arrangements  accordingly.”  In  this  con- 
nection he  cited  the  recommendation  of  the  Cal- 
ifornia Medical  Association  that  individual  doc- 
tors post  fee  schedules  in  their  office.  He  noted 
also  the  development  in  California  of  a relative 
scale  of  surgical  values  whereby  each  doctor, 
using  his  own  dollar  standard,  will  have  “rela- 
tively the  same  scale  of  surgical  values  as  every 
other  doctor.” 

The  speaker  pointed  out  that  the  elimination 
of  surgical  schedules  under  major  medical  ex- 
pense insurance— utilizing  instead  the  contractual 
provision  to  pay  any  “reasonable  or  necessary 
charge”— underscores  the  desirability  for  “guide- 
posts”  in  predicting  medical  expenses. 

Basing  his  observation  on  past  experience,  Mr. 
Andrews  expressed  confidence  that  physicians’ 
fees  and  charges  will  not  be  determined  by  the 
presence  of  insurance,  but  rather  by  appropriate 
“variations  in  medical  care”  established  by  the 
economic  circumstances  of  the  patient  and  the 
skill,  speciality  and  overhead  of  the  providers  of 
service. 

“Practitioners  should  recognize  the  fact,”  the 
speaker  emphasized,  “that  insurance  does  not 
increase  the  ability  of  the  patient  to  pay.  The 
entire  insured  population  is  merely  using  its 
total  existing  capacity  to  pay  to  balance  out 
among  themselves  the  hills  and  valleys  of  med- 
ical, care  expenses.  If  the  doctor  raises  his  fees 
because  of  the  presence  of  insurance,  he  can  well 
defeat  the  entire  insurance  process.” 

Mr.  Andrews  explained  that  the  incurring  of 
unnecessary  expense  by  the  individual  is  con- 
trolled under  major  medical  expense  insurance 
through  a deductible  feature  and  co-insurance 
clause.  '"The  small,  regularly  recurring  ex- 
penses,” he  stated,  “should  not  be  insured.” 

Pointing  out  that  the  policyholder  would  be 
“trading  dollars  with  the  insurance  company, 
and  the  company  would  be  taking  out  necessary 
overhead  as  the  money  passes  through  their 
hands,”  he  added:  “I  think  any  family  can  as- 
sume that  they  may  have  as  much  as  $100  worth 
of  medical  care  in  a given  year,  with  variations 
one  way  or  the  other,  according  to  the  number 
of  dependents  of  the  breadwinner.” 


Major  medical  insurance— providing  benefits 
up  to  $5,000,  $7,500  or  $10,000— protects  against 
almost  all  types  of  medical  expense,  both  in  and 
out  of  the  hospital,  and  including  such  costly 
items  as  special  duty  nursing  costs  and  charges 
for  drugs.  The  deductible  provision  eliminates 
small  claims,  and,  therefore,  the  disproportionate 
administrative  expense  associated  with  them. 
Under  the  co-insurance  clause,  the  company  pays 
75  per  cent  or  more  of  the  expenses  of  treatment 
up  to  the  benefit  limit  of  the  insurance. 

Mr.  Andrews  declared  that  there  are  a “num- 
ber of  influences”  affecting  the  development  of 
major  medical,  and,  “in  a sense  holding  it  back.” 
He  cited  in  this  regard  the  reluctance  of  some 
unions  and  employers  to  endorse  this  type  of 
coverage  as  a fringe  benefit,  attributing  it  in  the 
former  case  to  a preference  for  full  payment  pro- 
tection. In  the  case  of  the  employer,  he  is  “used 
to  his  old  type  of  coverage,”  Mr.  Andrews  ex- 
plained. 

Despite  these  deterrent  factors,  the  number 
of  people  holding  major  medical  expense  in- 
surance policies  doubled  during  the  past  year, 
the  speaker  pointed  out,  and  have  now  “reached 
the  lO-million  mark.” 


BLUE  SHiELD  AND  THE 
MEDICAL  SOCIETY 

E VERY  doctor  has  a personal  responsibility  for 
the  success  of  his  Blue  Shield  plan,  and  a direct 
opportunity  to  take  part  in  its  control.  For  the 
first,  basic  requisite  of  any  nonprofit  prepayment 
plan  that  wants  to  use  the  name  and  symbol 
“Blue  Shield,”  is  that  the  plan  be  formally  and 
continuously  approved  by  the  state  and  county 
medical  societies  in  its  area  of  operation. 

Another  requirement,  no  less  basic,  is  that  a 
Blue  Shield  plan’s  medical  policies  and  schedules 
of  payment  be  determined  by  physicians. 

Blue  Shield  is  in  fact  our  own  chosen  mech- 
anism for  making  our  services  more  readily  avail- 
able, through  prepayment,  to  our  patients. 

As  such,  one  would  expect  the  relations  be- 
tween all  Blue  Shield  plans  and  their  sponsoring 
medical  societies  to  be  as  intimate  and  under- 
standing as  between  the  members  of  any  well- 
run  family. 

A recent  survey  conducted  jointly  by  the  pub- 
lic relations  department  of  the  AMA  and  the 
professional  relations  staff  of  Blue  Shield  med- 
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ical  care  plans  indicates  that  relationships  be- 
tween the  plans  and  their  local  medical  societies 
in  general  are  excellent,  and  they  have  improved 
most  notably  in  the  last  few  years. 

Similar  questionnaires  sent  simultaneously  to 
the  plans  and  medical  societies  brought  prompt 
responses  from  75  per  cent  of  the  plans  and  78 
per  cent  of  the  societies.  Of  these  respondents, 
94  per  cent  of  the  plans  and  89  per  cent  of  the 
medical  societies  reported  good  or  excellent  rela- 
tions with  one  another.  The  interesting  fact  that 
in  three  cases,  the  plans  though  their  relations 
with  the  medical  society  were  excellent  while  the 
society  reported  them  to  be  poor,  and  in  three 
other  cases,  the  eontrasting  opinions  were  re- 
versed, only  proves  that  we  are  dealing  with 
people. 

When  this  questionnaire  probed  a little  deeper 
into  the  specific  character  and  methods  of  liai- 
son, however,  it  revealed  some  sizable  areas  of 
weakness  and  some  attractive  opportunities  for 
improvement. 

For  example,  only  51  per  cent  of  the  respond- 
ing plans  and  58  per  eent  of  the  medical  societies 
reported  that  they  maintain  “a  specific  liaison 
committee”  between  them.  That  some  of  these 
committees  have  not  exactly  rendered  conspic- 
ious  service  is  suggested  by  the  fact  that  in  six 
cases,  the  plan  and  the  medical  society  disagreed 
as  to  the  every  existenee  of  a liaison  committee 
between  them.  As  might  be  expected,  there  was 
a strong  correlation  between  the  areas  where 
liaison  committees  are  operating,  and  the  areas 
where  the  mutual  relations  are  of  the  best. 

Other  specific  questions  related  to  jointly 
sponsored  meetings  for  doctors’  office  assistants; 
the  inclusion  of  Blue  Shield  information  in  the 
medical  society’s  orientation  program  for  new 
members;  the  setting  up  of  co-operative  mech- 
anisms for  the  use  of  medical  society  mediation 
committees  to  handle  patient  complaints;  and 
jointly  sponsored  indoctrination  programs  for 
medical  students,  interns  and  residents.  In  each 
of  these  areas  of  potential  co-operation,  a major- 
ity or  a very  sizable  minority  of  the  respondents 
reported  no  action  as  yet. 

If  the  American  doctor  needs  Blue  Shield,  it 
is  equally  true— if  not  more  so— that  Blue  Shield 
needs  the  American  doctor.  Without  his  guid- 
ance, Blue  Shield  might  become  something  quite 
different  from  what  the  profession  wants  it  to  be. 
Without  the  doctor’s  support  and  active  partici- 
pation, there  would  not  even  be  a Blue  Shield. 


BOARD  OF  MEDICAL  EXAMINERS  I 

STATE  OF  ARIZONA  ' 

826  Security  Building  | 

Phoenix,  Arizona  i 

The  Board  of  Medical  Examiners  of  the 
State  of  Arizona  at  a regular  meeting  held  I 
Saturday,  April  20,  1957,  issued  certificates 
to  practice  medicine  and  surgery  in  this  state 
to  the  following  doctors  of  medicine: 

Alexander,  Theodore  O.,  Safford,  Arizona; 
Blustein,  Herman,  Arizona  State  Hospital,  . 
Phoenix,  Arizona;  Carriker,  Frederick  R.,  1430 
N.  5th  Street,  Phoenix,  Arizona;  Champaign, 
S.  Delos,  El  Coronado  Shop,  Sierra  Vista, 
Arizona;  Cohen,  Martin,  1832  8th  Ave.,  Yuma, 
Arizona;  Codings,  Thomas  S.,  6029  Rose  Cir-  I 
cle  Drive,  Phoenix,  Arizona;  Donoghey,  I 
Charles  J.,  603  N.  Travis,  Sherman,  Texas.  ' 
Eddy,  Warren  D.,  Jr.,  7021  N.  Taos  Place,  I 
Tucson,  Arizona;  Erman,  Seneca  L.,  Indian 
Hospital,  Tuba  City,  Arizona;  Estes,  Hubert 
R.,  6611  Travis  Street,  Houston  25,  Texas; 
Ferry,  John  D.,  250  N.  Water  Street,  Deeatur,  I 
Illinois;  Goodrich,  Frank  H.,  I6R3  N.  Tucson 
Blvd.,  Tucson,  Arizona;  Guarino,  Christopher 
A.,  744  N.  Country  Club  Road,  Tucson,  Ari- 
zona. 

Hagennan,  Ralph  D.,  521  W.  Glenrosa,  ■ 
Phoenix,  Arizona;  Hanauer,  Samuel  M.,  618  | 
Bondi  Bldg.,  Galesburg,  Illinois;  Karp,  Leon  i 
M.,  Magma  Hospital,  Superior,  Arizona;  La-  I 
Master,  Hugh,  Box  1676,  Clifton,  Arizona;  i 
Lofdahl,  Charles  M.,  1921  W.  I09th  St.,  Los  | 
Angeles  47,  Calif.  i 

Lopez-Plascencia,  Jose  G.,  Maricopa  County  ' 
Hospital,  Phoenix,  Arizona;  Lowell,  Edward  I 
J.,  1612  Tremont  Place,  Denver  2,  Colorado;  I 
MaeLean,  Donald  B.,  878  Seeond,  Muskegon,  I 
Michigan;  Plum,  George  E.,  1603  N.  Tucson  ' 
Blvd.,  Tucson,  Arizona.  I 

Price,  Hermon  T.,  Jr.,  Pima  County  Hos- 
pital, Tucson,  Arizona;  Simons,  Bernard  W., 
Jr.,  81  Palmdale  Avenue,  Dale  City,  Califor- 
nia; Straub,  Daniel  L.,  San  Manuel  Hospital, 
San  Manuel,  Arizona;  Tammen,  Henry,  44517 
Leatherwood  Ave.,  Lancaster,  Calif.;  Tedford, 
Jack  M.,  39  West  Maryland,  Phoenix,  Arizona; 
Weeks,  Byron  T.,  130  S.  Scott  Street,  Tucson, 
Arizona. 
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NATION'S  FAMILY  DOCTORS 
SUPPORT  BELEAGUERED 
BRITISH  COLLEAGUES 

ii  MERICAN  family  doctors  lined  up  solidly 
behind  their  colleagues  across  the  sea.  British 
physicians,  caught  between  spiraling  costs  and 
the  ministry  of  health’s  refusal  to  grant  a prom- 
ised salary  increase,  are  currently  threatening 
to  resign  from  the  National  Health  Service. 

Pointing  out  that  the  British  medical  care  plan 
has  failed  miserably  and  put  medicine  on  a mass 
production  basis,  the  American  Academy  of  Gen- 
eral Practice  today  urged  British  family  doctors 
and  specialists  to  resign  from  the  NHS.  The 
statement,  issued  at  the  Kansas  City  headquart- 
ers office,  came  from  Dr.  Floyd  C.  Bratt, 
Rochester,  N.  Y.,  chairman  of  the  academy’s 
Commission  on  Public  Policy. 

In  1951,  the  NHS  arbitrarily  decided  that  all 
family  doctors  should  earn  the  equivalent  of 
$6,200  a year.  Since  then,  the  cost  of  labor  has 
risen  35  per  cent  and  the  doctors  want  a more 
modest  24  per  cent  increase.  They  have  been 
offered  a token  5 per  cent. 

Reports  that  British  physicians  are  planning 
to  strike  are  misleading.  Dr.  Bratt  pointed  out. 
The  doctors  do  not  plan  to  strike.  Instead,  they 
simply  plan  to  resign  from  the  NHS.  This  would 
mean  a return  to  fee-for-service  care.  Instead 
of  billing  the  government,  doctors  would  bill 
each  patient. 

“Physicians  and  patients  in  this  country  should 
remember  that  a person  requiring  medical  care 
can’t  be  put  on  an  endless  belt  and  treated  like 
a production  line  item.  He  needs  individualized 
care  and  treatment.  This  is  impossible  when  the 
doctor’s  waiting  room  is  overflowing  with  peo- 
ple who  don’t  really  need  a doctor  and  are  only 
there  because  it’s  free,”  Dr.  Bratt  said. 

“Under  the  British  system,  the  doctor  is  sup- 
posedly free  to  decide  how  many  patients  he 
can  treat.  In  practice,  this  is  a myth.  If  the  doc- 
tor doesn’t  push  patients  out  the  door,  he  can’t 
earn  enough  to  pay  his  expenses,”  he  added. 

Dr.  Bratt  pointed  out  that  the  British  physician 
can’t  afford  to  spend  more  than  six  minutes  with 
each  patient.  In  this  time,  he  is  expected  to 
examine  the  patient,  make  an  accurate  diagnosis, 
and  discuss  subsequent  care  and  treatment. 

“British  doctors  are  now  convinced  that  they 
can’t  trust  the  NHS.  It  makes  promises  and  re- 


fuses to  keep  them.  I am  convinced  that  the  NHS 
can  be  held  responsible  for  the  confusion  that 
exists  today.  A more  serious  consequence  has 
been  lower  medical  care  standards,”  Dr.  Bratt 
said. 

“We  can  be  grateful  that  we  can  still  select 
our  own  doctor  and  rely  upon  him  to  provide 
the  finest  medical  care  today  available  in  any 
part  of  the  world,”  Dr.  Bratt  concluded. 


INTERNATIONAL  COLLEGE  OF 
SURGEONS  ANNOUNCES  AWARDS 
IN  OBSTETRICS  & GYNECOLOGY 

T 

1 HE  Division  of  Obstetrics  and  Gynecology  of 
the  United  States  Section,  International  College 
of  Surgeons,  announced  that  two  awards  will  be 
made  for  the  best  manuscripts  not  exceeding 
5,000  words  submitted  by  Dec.  1,  1957.  The 
first  prize  will  be  $500  and  the  second  $300. 

Contestants  must  hold  the  degree  of  Doctor 
of  Medicine  from  an  accredited  college  of  medi- 
cine, and  (1)  be  interns,  residents  or  graduate 
students  in  obstetrics  and  gynecology,  or  (2)  be 
teachers  of  obstetrics  and  gynecology.  Fellows 
of  the  college  are  not  eligible. 

The  two  successful  candidates  will  be  asked 
to  participate  in  the  scientific  program  of  the 
Division  of  Obstetrics  and  Gynecology  at  the 
1958  annual  congress  of  the  United  States  and 
Canadian  Sections,  International  College  of 
Surgeons. 

Details  of  the  contest  and  the  forms  in  which 
the  manuscript  must  be  submitted  may  be  ob- 
tained by  writing  Dr.  Harvey  A.  Collin,  secretary 
of  the  Committee  on  Prizes,  55  East  Washington 
Street,  Chicago  2,  111. 

“The  purpose  of  this  contest  is  to  advance  the 
art  and  science  of  obstetrics  and  gynecology,  in 
accord  with  the  principles  of  the  International 
College  of  Surgeons  and  with  the  aims  of  the 
college  to  extend  the  frontiers  and  elevate  the 
standards  of  all  branches  of  surgery,”  Dr.  Ray- 
mond J.  Fieri  of  Syraeuse,  N.  Y.,  chairman  of  the 
Committee  on  Prizes,  said. 


AMERICAN  PSYCHIATRIC 
ASSOCIATION 

Dear  Doctor: 

We  are  pleased  to  announce  to  the  medical 
profession  that  the  American  Psychiatric  Asso- 
ciation has  set  up  a project  to  study  ways  by 
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which  a greater  understanding  of  phychiatry 
ean  be  eonveyed  to  physicians  in  general  prac- 
tice. The  project  has  been  made  possible  by  a 
grant  from  the  National  Committee  Against 
Mental  Illness. 

The  project  will  be  administered  at  the  central 
office  of  the  American  Psychiatric  Association 
under  the  medieal  director.  Dr.  Charles  E. 
Goshen  will  be  the  projeet  director.  Dr.  Warren 
C.  Johnson,  assistant  to  the  medical  director,  will 
also  contribute  to  the  work.  A liaison  committee 
with  the  American  Academy  of  General  Praetice 
will  serve  the  projeet  in  an  advisory  capaeity. 
This  eommittee  eomprises,  for  the  APA,  Dr. 
Robert  A.  Matthews,  Harrisburg,  Pa.;  chairman; 
Dr.  Merritt  W.  Foster,  Jr.,  Richmond,  Va.,  Dr. 
Morris  Herman,  New  York  City,  Dr.  Frank  H. 
Luton,  Nashville,  Tenn.,  Dr.  Phineas  J.  Sparer, 
Memphis,  Tenn.;  and  for  the  AAGP,  Dr.  Andrew 
S.  Tomb,  Vietoria,  Texas,  ehairman;  Dr.  E.  Irv- 
ing Baumgartner,  Oakland,  Md.,  Dr.  Lawrence 
E.  Drewrey,  Camden,  Ark.,  Dr.  I.  Phillips  Froh- 
man,  Washington,  D.  C.,  and  Dr.  Richard  H. 
Gwartney,  San  Bernardino,  Calif. 

The  liaison  committee  has  proposed  that  the 
general  urgent  need  for  expanding  psyehiatric 
serviees  in  eommunities  throughout  the  nation 
can  most  readily  and  practieably  be  met  by 
general  practitioners  if  they  ean  be  armed  with 
appropriate  basic  knowledge  of  psychiatric 
skills  and  practices.  Ways  must  be  explored  to 
accomplish  this— by  setting  up  model  post-grad- 
uate courses,  developing  standards  for  training, 
training  films,  course  materials,  and  above  all 
a broad  promotional  effort  which  will  stimulate 
the  general  pratitioner’s  interest  in  phychiatry 
and  community  action  in  this  area. 

We  shall  need  your  eo-operation  in  this  pro- 
gram. At  the  outset  we  would  mueh  appreciate 
word  from  you  eoncerning  experienee  you  have 
had  in  psychiatric  education  work  with  general 
praetitioners,  and  what  you  and  your  organiza- 
tion would  like  to  see  developed  along  this  line. 

DANIEL  BLAIN,  M.D. 

Medieal  Director 
1785  Massachussets  Ave.,  N.  W. 

Washington,  D.  C. 


PROFESSIONAL  LIABILITY  FILM 
AVAILABLE 

A new  dramatie  film  pointing  up  ways  of  pre- 
venting professional  liability  claims  and  suits 


is  available  for  medical  society  meetings.  This 
new  film  titled,  “The  Doctor  Defendant,”  is  the 
second  in  a series  of  films  on  various  medicolegal 
problems  being  produced  by  the  William  S.  Mer- 
rill pharmaeeutical  company  in  co-operation  with 
the  American  Medical  Association  and  the  Amer- 
ican Bar  Association.  Bookings  may  be  arranged 
through  AMA’s  film  library. 


NEW  "AMA  IN  ACTION'^  BOOKLET 

N attractive  new  booklet  describing  “AMA  in 
Action”  as  it  moves  ahead  toward  better  medi- 
cine, better  patient  care,  better  distribution  of 
medical  services,  better  informed  public,  and 
better  public  health  was  off  the  presses  in  June. 
This  44-page,  illustrated  pamphlet  points  out 
various  AMA  services  for  physieian-members 
and  the  public  and  lists  benefits  to  both  the 
medical  profession  and  the  general  public. 
Copies  of  “AMA  in  Action”  will  be  sent  to  AMA 
officers,  trustees  and  delegates,  national  opinion 
leaders,  medical  schools,  and  pharmaceutical 
representatives.  In  addition,  limited  quantities 
will  be  made  available  to  state  and  county  medi- 
cal societies  for  distribution  to  their  key  officials. 


Do  You  Realize 

the  time  required  for  you  or  your  secretary  to  per- 
form the  seemingly  simple  task  of  making  an  air 
reservation  and  securing  the  airplane  ticket? 

How  Much  Time 

do  you  lose  each  year  in  making  travel  arrangements 
because  of  the  complexity  of  travel? 

You  Could  Save 

this  time  and  more  by  using  our  services  for  all  your 
travel  needs. 

With  One  Phone  Call 

our  staff  is  working  for  you 

At  No  Extra  Cost 

for  air,  steamship,  bus,  rail,  hotel,  ranch  or  resort 
reservations;  tours,  cruises  or  independent  travel, 
both  domestic  or  foreign;  for  travel  to  CONVEN- 
TIONS, CONFERENCES,  CLINICS  or  just  plain  travel 
from  "TEMPE  to  TIAABUCTOO."  Oh,  Yes,  we  deliver 
all  travel  arrangements  to  your  office  or  home.  Free 
of  Charge. 

Try  us  the  next  time  you  travel. 

In  Travel  as  in  Medicine, 

EXPERIENCE  COUNTS 

CAHILL 

WORLD  TRAVEL  SERVICE 

1512  N.  Central  Avenue  — AL  3-6157 
Goldwaters  — Park  Central  — CR  4-1778 
Phoenix,  Arizona 

Travel  Specialists  since  1944 
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DR.  LEWIS  H.  HOWARD, 
HEALTH  CHIEF,  DIES 

Dr.  lewis  Hoagland  Howard,  Tucson-Pima 
health  officer  for  24  years,  died  suddenly  April 
6,  1957  after  being  taken  to  a hospital.  He  was 
62. 

Dr.  Howard,  who  came  to  Tucson  in  1924 
after  suffering  a health  breakdown  caused  by 
mustard  gas  in  World  War  I,  fell  seriously  ill 
again  in  March  1954.  He  remained  in  his  office 
in  an  advisory  capacity,  until  the  time  of  his 
death,  under  Dr.  Esther  M.  Closson,  present 
county  health  officer. 

The  health  troubles  of  the  physician  and  civic 
leader  here  began  near  World  War  I allied  front 
lines.  Working  around  the  clock  on  wounded 
men  carried  in  from  the  trenches  reeking  of 
mustard  gas.  Dr.  Howard  had  no  time  to  protect 
himself  from  breathing  the  vapor. 

Dr.  Howard  was  graduated  with  highest 
honors  from  the  University  of  Maryland  Medi- 
cal College  in  1916.  He  served  his  internship  at 
Baltimore’s  Mercy  Hospital. 

In  the  next  four  years,  he  changed  his  plans 
twice.  He  had  planned  to  enter  private  practice 
for  a few  years,  then  branch  into  diseases  of 
children.  The  United  States  entered  World  War 
I,  however,  and  he  became  a front-line  surgeon. 
He  performed  emergency  surgery  with  the  tank 
corps  under  the  late  Gen.  George  S.  Patton,  then 
a major. 

After  the  gassing,  hospitalization  and  dis- 
charge, Dr.  Howard  changed  his  plans  again.  He 
decided  to  make  army  surgery  his  career.  The 
army  turned  him  down. 

He  went  to  a small  West  Virginia  town  where 
his  father,  a Methodist  minister,  had  a church, 
and  opened  his  private  practice.  There  in  1920 
he  married  his  wife,  Hannah,  who  survives  him. 

In  1924  his  health  broke  completely.  Doctor 
friends  corroborated  his  own  diagnosis— tuber- 
culosis, as  a direct  result  of  the  inhalation  of  gas 
in  France. 

The  Howards  came  to  Tucson.  Six  years  of 
careful  living,  complete  rest  and  inactivity  here 
arrested  his  tuberculosis. 

The  city  decided  it  needed  a health  officer. 
Dr.  Howard  accepted  the  position. 

Three  months  after  he  took  the  city  job,  he 
accepted  a similar  position  with  the  county.  This 


set-up  led  to  the  dual  city-county  operation, 
which  was  in  effect  for  many  years. 

The  new  department  accomplished  many  not- 
able things  in  public  health,  on  a trial-and-error 
basis,  since  there  was  no  pattern  to  follow  in  the 
West. 

For  example.  Dr.  Howard  was  instrumental  in 
having  the  American  Legion  bring  into  the  state 
mobile  chest  X-ray  equipment.  Dr.  Howard’s 
clinics,  prenatal,  well-baby,  sick-baby,  venereal 
disease  and  tuberculosis,  have  been  widely 
copied. 

He  was  proudest  of  his  role  in  lowering  the 
county  infant  mortality  rate.  The  infant  mortal- 
ity rate  is  about  one-eighth  of  what  is  was  20 
years  ago. 

The  Delaware-born  physician  held  office  in 
the  American  Legion,  Masonic  lodge,  Ameri- 
can Medical  Association  and  American  Public 
Health  Association.  He  was  active  in  all  phases 
of  civic-social  activity.  He  received  further  ed- 
ucation in  public  health  at  the  University  of 
Galifornia  in  1939. 


You  know  those  rare  days  when 
everything  clicks?  Air  smells 
good.  Food  tastes  terrific.  Even 
the  old  face  looks  good  in  the 
mirror.  Today  can  be  that  kind 
of  day.  Call  your  doctor  for  a 
thorough  medical  checkup  for 
cancer.  Then  write  out  a check 
— a nice  fat  one — and  send  it  to 
“Cancer,”  in  care  of  your  local 
Post  Office. 
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11TH  GENERAL  ASSEMBLY  WMA 

T ISTANBUL 

HE  world’s  “oldest  and  newest  city’’— Istanbul, 
Turkey— will  welcome  the  11th  general  assembly, 
WMA,  Sept.  29  to  Oct.  5,  1957.  Your  member- 
ship in  the  U.  S.  Committee  of  WMA  makes  you 
eligible  to  attend  as  an  official  observer.  Two 
official  tours,  one  “around  the  world”  and  the 
other  through  Middle  Eastern  countries  are 
available  to  those  who  are  interested  in  extend- 
ing their  visit  beyond  Turkey. 


AMERICAN  HEART  ASSOCIATION 

The  annual  meeting,  Oct.  25  through  29, 
1957,  and  the  30th  scientific  sessions  commem- 
orating the  tercentenary  of  William  Harvey, 
Chicago,  Illinois. 


CANCER  SEMINAR 

The  1958  Cancer  Seminar,  Tucson  Inn,  Tuc- 
son, Arizona,  Jan.  23,  24  and  25.  Guest  speakers: 
Dr.  J.  Barrett  Brown,  plastic  surgeon,  Barnes 
Hospital,  St.  Louis,  Mo.;  Dr.  A.  N.  Ameson, 
oncological  gynecologist,  St.  Louis,  Mo.;  Dr.  Ian 
Macdonald,  oncological  surgeon,  Los  Angeles, 
Calif.;  Dr.  Ross  Golden,  radiologist,  Los  Angeles, 
Calif.;  Dr.  C.  F.  Lehman,  dermatologist,  San 
Antonio,  Texas;  Dr.  Arthur  Purdy  Stout,  pathol- 
ogist, New  York;  Mr.  E.  Dale  Trout,  physicist. 
General  Electric  Corporation. 

MEDICAL  EQUIPMENT  SERVICE 

THE  ARIZONA  MEDICAL  EQUIPMENT 
& SERVICE  CO. 

All  Types  And  Makes  Of  Medical  & Scientific  Apparatus 
Repaired 

Majority  of  all  repair  parts  in  stock  and  immediately  available. 

1005-B  N.  7th  Street,  Phoenix,  AL  3-9155  or  CR  4-4171 


11TH  ANNUAL  POSTGRADUATE 
ASSEMBLY 

San  Diego  Postgraduate  Assembly,  San  Diego 
County  Hospital,  San  Diego,  Calif.,  Sept.  18  and 
19.  J.  Haddon  A.  Peck,  Jr.,  M.D.,  525  Hawthorn 
Street,  San  Diego  1,  Calif. 


MEDICAL  SUPPLY  DIRECTORY 


Arizona  Medical  Supply  Co.,  Inc. 

Phone  3-7581 

1027  E.  Broadway  — Tucson,  Arizona 
Verna  E.  Yocum,  Pres.  George  F.  Dyer,  V.  Pres. 
M.  O.  Kerfoot,  Sec. 


for  "the  butterfly  stomach” 


Pavatrine"  with  Phenobarbital 

125  mg.  15  mg. 


• is  an  effective  dual  antispasmodic 

• combining  musculotropic  and  neurotropic  action 
with  mild  central  nervous  system  sedation. 


dosage:  one  tablet  before  each  meal  and  at  bedtime. 
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The  Case  History  in  this  discussion  is  selected 
from  the  Case  Records  of  the  Massachusetts  Gen- 
eral Hospital,  and  reprinted  from  the  New  England 
Journal  of  Medicine.  The  discussant  under  Differ- 
ential Diagnosis  is  a member  of  the  staff  of  the 
Massachusetts  General  Hospital.  The  other  dis- 
cussants are  members  of  the  Phoenix  Clinical  Club. 


MASSACHUSETTS  GENERAL 
HOSPITAL 

PRESENTATION  OF  CASE  41351 

A 59-year-old  woman  entered  the  hospital  be- 
cause of  jaundice. 

Seven  months  before  admission  after  her  hus- 
band died  of  a “heart  attack,”  the  patient  be- 
came depressed,  lost  her  appetite  and  began  to 
lose  weight.  Two  and  a half  months  before  ad- 
mission, Thorazine  (chlorpromazine)  was  pre- 
scribed and  was  taken  by  mouth  for  approxi- 
mately two  weeks.  The  dosage  was  not  known, 
but  the  patient  had  consumed  about  60  pills.  In 
the  ensuing  weeks  dark  urine,  light  stools,  and 
eventually  jaundice  developed.  These  signs  were 
not  accompanied  by  pain,  discomfort,  nausea, 
vomiting  or  increased  anorexia.  She  was  ad- 
mitted to  another  hospital,  where  a diagnosis 
of  hepatitis  was  made,  and  she  was  sent  home  on 
a high-protein,  high-carbohydrate  diet.  Weight 
loss  continued  (25  pounds  in  the  eight  months 
before  admission);  jaundice  fluctuated  in  inten- 
sity, but  never  completely  cleared;  the  urine  be- 
came lighter,  and  the  stools  darker.  Marked 
pruritus  accompanied  the  jaundice. 

Three  years  previously,  the  patient  had  had  an 
attack  of  midline  abdominal  pain,  which  began 
at  night,  radiated  to  the  back  and  one  shoulder 
and  was  relieved  by  medication.  Radiologic 
studies  revealed  a normal  gall  bladder;  no  stones 
were  seen.  One  year  before  admission,  a second 
attack  of  pain  had  its  onset  in  the  morning,  but 
was  relieved  by  rest.  The  pain  was  midline  and 
substernal  and  was  “not  quite  the  same”  as  the 
previous  episode,  but  it  was  attributed  by  the 
patient  to  the  gall  bladder.  Medical  attention  was 
not  sought  on  this  occasion.  She  had  been  treated 
with  “iodine”  for  thyrotoxicosis  in  the  past,  but 
had  not  received  any  treatment  for  several  years. 
Her  father  had  had  diabetes.  She  denied  the  use 


of  alcohol  or  exposure  to  toxic  chemicals.  There 
was  no  known  exposure  to  others  with  jaundice 
or  liver  disease. 

Physical  examination  revealed  a well  de- 
veloped, poorly  nourished  woman  in  no  distress. 
Jaundice  was  marked,  and  there  was  evidence  of 
recent  weight  loss.  Multiple  healing  excoriations 
were  noted  over  the  legs,  arms,  and  back.  The 
sceras  were  also  icteric.  A Grade  Three  systolic 
murmur  was  loudest  in  the  fourth  left  intercostal 
space,  but  was  heard  along  the  entire  left  sternal 
border.  The  upper  edge  of  the  liver  was  per- 
cussed at  the  sixth  intercostal  space,  and  the  in- 
ferior edge  was  felt  three  cm.  below  the  right 
costal  margin  in  the  midclavicular  line.  The 
liver  edge  was  sharp,  smooth  and  soft. 

The  temperature  was  98°  F.,  and  the  pluse 
92,  and  the  respirations  20.  The  blood  pressure 
was  140  systolic,  80  diastolic. 

On  urinalysis,  there  was  a three  plus  bile  test; 
two  red  cells  and  10  white  cells  per  high-power 
field,  with  frequent  small  clumps  of  white  cells, 
were  present  in  the  sediment.  Examination  of  the 
blood  revealed  a white-cell  count  of  7,100,  with 
a normal  differential  and  a hemoglobin  of  13.4 
gm.  per  100  cc.  On  smear,  a slight  macrocytosis 
was  noted,  but  the  platelets  were  normal.  The 
total  serum  bilirubin  was  22.4  mg.,  the  alkaline 
phosphatase  9.5  units,  and  the  serum  amylase 
five  Russell  units  per  100  cc.  The  prothrombin 
time  was  12  seconds  (normal,  13  seconds);  cepha- 
lin  flocculation  was  negative,  at  24  and  48  hours; 
thymol  flocculation  was  negative,  and  thymol 
turbidity  was  2.8  units  per  100  cc.  The  blood 
Hinton  test  was  negative.  The  guaiac  test  on 
gray  stool  specimens  was  negative.  The  urinary 
urobilinogen  was  1.31  Ehrlich  units.  An  upper 
gastrointestinal  series  was  normal. 

On  the  fourth  hospital  day,  an  operation  was 
performed. 

DR.  KENT  THAYER 

We  have  a lady  who  apparently  has  an  ob- 
structive jaundice  as  evidenced  by  the  laboratory 
results.  She  showed  bile  in  the  urine,  markedly 
elevated  serum  bilirubin,  elevated  alkaline  phos- 
phates, but  normal  serum  amylase,  prothrombin 
time,  cephalin  flocculation,  thymol  turbidity, 
and  urinary  urobilinogen. 

The  most  common  causes  of  obstructive  jaun- 
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dice  are  gallstones  and  cancer  of  the  head  of 
the  pancreas.  This  lady  had  a normal  gall  bladder 
x-ray  three  years  before;  however,  this  does 
not  rule  stones  out.  She  had  a history  of  abdomi- 
nal pain  that  conld  certainly  be  interpreted  as 
gall  bladder  colic  three  years  before  and  one 
year  before  present  episode.  However,  with  the 
onset  of  jaundice  she  had  no  pain.  Evidently 
the  obstruction  was  not  complete  for  the  jaundice 
varied  as  did  the  color  of  the  urine  and  stools, 
also  she  showed  normal  urinary  urobilinogen. 
If  a common  duct  stone  was  present,  there  was 
no  infection,  for  she  had  a normal  temperature 
and  white  blood  count  and  differential,  which 
seems  a little  unusual  with  jaundice  lasting  one 
or  more  months.  No  x-ray  was  taken  of  the  gall 
bladder  on  this  occasion  which  seems  reason- 
able to  me  in  the  face  of  an  obstructive  jaundice. 

Cancer  of  the  head  of  the  pancreas  may  be 
silent  and  the  jaundice  gradually  and  progres- 
sively appearing.  This  type  is  unrelenting  and 
the  degree  of  jaundice  usually  does  not  improve. 
When  obstruction  is  complete,  there  is  no  uro- 
bilinogen in  the  urine  and  with  a patient  as 
jaundiced  as  is  described  in  the  protocol,  her 
obstruction  should  be  complete.  Also  against 
the  carcinoma  of  pancreas,  is  a normal  hemo- 
globin, also  the  upper  gastro-intestinal  x-ray 
evidently  showed  no  change  in  the  duodenal 
loop.  A carcinoma  of  the  Ampulla  of  Vater 
is  almost  completely  ruled  out  by  the  absence 
of  blood  in  the  stools. 

Infectious  mononucleosis  we  will  mention 
only  as  a cause  of  jaundice.  There  is  nothing 
to  suggest  it  here. 

Infectious  hepatitis  may  give  liver  function 
test  of  obstruction  early  in  the  disease,  particu- 
larly when  the  biliary  cancaliculi  are  involved. 
However,  after  the  jaundice  has  lasted  as  long 
as  it  has  in  our  patient,  the  prothrombin  time 
should  be  elevated,  and  the  cephalin  floccula- 
tion and  thymol  turbidity  should  have  been  posi- 
tive, showing  cellular  damage.  The  same  is  true 
for  homologous  serum  hepititis. 

The  patient  evidently  had  some  cardiac 
changes  since  she  had  a loud  systolic  murmur. 
One  might  think  of  severe  cardiac  failure  with 
marked  hepatic  congestion  as  a cause  of  jaun- 
dice, or  infarction  in  the  lung  causing  jaundice. 
Neither  of  these  would  be  acceptable  in  our 
patient. 

Thorazine  causes  jaundice  in  about  1 per 
cent  of  individuals  taking  it.  The  onset  is 


usually  four  to  14  days  following  the  ingestion 
of  the  tablets.  Quite  often  the  patient  first  has 
malaise,  then  fever,  anorexia  and  later  jaundice. 
Pruritis  may  be  a major  complaint.  The  jaundice 
lasts  from  four  days  to  two  months,  and  eventual- 
ly clears,  leaving  a normal  liver.  The  diagnostic 
positive  tests  are  elevated  serum  bilirubin  and 
alkaline  phosphatase  in  presence  of  other  normal 
liver  function  tests.  Liver  biopsy  is  quite  diag- 
nostic, showing  bile  thrombi,  no  dilatation  of 
bile  capilaries  ( which  would  occur  from  common 
duct  obstruction),  exudative  cells,  including 
eosinophils  around  the  intralobular  cholangiol, 
edema  of  the  parietal  triads. 

The  cause  of  Thorazine  jaundice  is  probably 
a hypersensitivity  reaction,  which  causes  edema 
of  the  biliary  cancaliculi  and  increased  viscosity 
of  the  bile,  thereby  causing  obstruction  to  bile 
flow.  These  patients  may  show  a peripheral 
eosinophilia,  but  also  may  not. 

It  is  my  impression  that  this  lady  had  a Thora- 
zine hepatitis  and  the  operation  performed  was 
a liver  biopsy. 

DIFFERENTIAL  DIAGNOSIS 

Dr.  Rita  M.  Kelley:  The  problem  resolves 
itself  into  the  etiology  of  jaundice  in  a middle- 
aged  woman.  The  history  of  the  way  in  which 
this  disease  appeared,  the  pruritus,  the  physical 
findings  of  excoriations  and  the  slightly  enlarged, 
presumably  non-tender  liver,  and  above  all  the 
laboratory  data  point  unequivocally  to  an  ob- 
structive as  opposed  to  a parenchymatous  type 
of  jaundice.  I do  not  believe  the  details  about 
the  remote  past  history  have  any  relation  to 
the  present  illness.  In  any  patient,  of  course, 
with  a history  of  thyrotoxicosis,  particularly  one 
in  whom  the  treatment  was  in  no  way  curative, 
— unless  this  iodine  was  radioactive,  and  I do 
not  believe  it  was,  — one  is  always  suspicious 
of  recurrence  of  thyrotoxicosis  particularly  after 
emotional  trauma.  The  weight  loss,  depression 
and  loss  of  appetite  could  be  explained  on  the 
basis  of  resurgent  thyrotoxicosis,  unrelated  to 
the  jaundice.  Jaundice  does  appear  occasionally 
in  rampant  thyrotoxicosis,  but  I think  it  would 
be  extremely  unusual  in  this  situation.  Because 
of  the  absence  of  any  further  pertinent  historical 
details  and  the  complete  disregard  of  the  thyroid 
gland,  or  ramifications  thereof,  on  the  physical 
examination,  I think  that  the  person  who  ab- 
stracted the  history  is  leading  me  away  from 
thyrotoxicosis  and  that  this  had  no  relation 
at  all  to  the  present  situation. 
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I should  like  to  confine  my  discussion  to  the 
causes  of  obstructive  jaundice.  There  are  three 
diagnoses  to  consider:  common-duct  stone; 

cancer,  either  primary  in  the  pancreas,  the 
biliary  tree,  or  the  Ampulla  of  Vater  or  possibly 
secondary,  -with  pressure  against  the  ducts  caus- 
ing obstruction;  and  intrahepatic  biliary  throm- 
botic disease  secondary  to  the  administration  of 
chlorpromazine.  I am  ignoring  rare  causes  of 
obstructive  jaundice  such  as  strictures  and  para- 
sitic infestations  certainly,  and  I believe  that 
a diagnosis  of  benign  stricture  of  the  biliary 
tree  can  be  made  only  at  operation. 

Three  years  before  admission,  this  patient  had 
an  attack  that  was  most  suggestive  of  biliary 
disease  in  its  onset,  its  localization,  and  so 
forth.  This  attack  could  certainly  have  repre- 
sented the  passage  of  a stone  into  the  common 
duct  or  possibly  just  a transient  inflammatory 
process  in  the  gall  bladder.  The  normal  chole- 
cystogram  shortly  after  that  attack  militates 
against  a gall  bladder  full  of  stones  although 
we  know  that  a normal  cholecystogram  can 
be  obtained  in  the  presence  of  several  very 
small  stones.  Possibly  the  patient  had  a solitary 
stone,  which  was  passed  at  the  time  of  the 
pain.  The  second  attack  of  pain  was  not  charac- 
teristic of  gall  bladder  pain,  however,  it  is  well 
recognized  that  gall  bladder  disease  can  stimu- 
late angina.  I assume  that  this  attack  was  not 
well  documented,  and  I cannot  believe  that  it 
represented  gall  bladder  disease  in  the  absence 
of  further  history.  The  majority  of  patients  with 
common-duct  stones  give  a past  history  of 
symptoms  referable  to  the  gall  bladder.  Many 
have  had  so-called  indigestion  or  dyspepsia  for 
years;  often  they  have  had  right-upper-quadrant 
discomfort,  and  many  have  had  one  or  more 
attacks  of  frank  biliary  colic  with  or  without 
transient  jaundice.  Pain  is  a predominant  fea- 
ture of  common-duct  stone  in  about  80  per  cent 
of  cases;  the  patient  under  discussion  did  not 
have  pain  with  the  recent  attack.  However,  we 
are  all  well  aware  of  so-called  silent  stones, 
which  with  ball-valve  action  can  cause  fluctuat- 
ing icterus  with  changes  in  the  color  of  the 
stools  and  urine.  On  the  basis  of  the  history, 
I cannot  rule  out  definitely  a stone  in  the 
common  duct  as  the  cause  of  the  patient’s 
present  picture. 

A malignant  process  must  be  strongly  con- 
sidered in  a woman  of  59  years,  particularly 
with  a history  of  weight  loss.  At  present  the 


old  dictum  that  painless  jaundice  differentiates 
carcinoma  primarily  of  the  head  of  the  pancreas 
or  of  the  gall  bladder  or  biliary  tree  from  a 
stone  in  the  common  duct  is  no  longer  accepted; 
it  is  now  believed  that  nearly  all  patients  with 
a stone  and  also  nearly  all  with  blockage  caused 
by  tumor  eventually  have  pain.  If  this  was  a 
malignant  process,  the  chances  statistically  are 
that  it  was  not  a carcinoma  of  the  head  of  the 
pancreas,  which  is  very  rare  in  females,  but 
much  more  probably  a primary  carcinoma  of 
the  gall  bladder  or  of  the  biliary  tree.  Carcinoma 
of  the  gallbladder  is  almost  always  seen  in  as- 
sociation with  stones;  again,  to  make  this  diag- 
nosis, I should  like  to  have  a history  of  evi- 
dence of  gall  bladder  disease  in  the  past.  Also 
with  a malignant  lesion,  icterus  is  usually  steadily 
progressive  rather  than  fluctuating.  These  tumors 
do  not  slough  and  therefore  are  not  accompanied 
by  a transient  lessening  of  the  icterus.  When 
icterus  has  been  present  for  more  than  a few 
weeks,  I should  expect  the  stools  to  be  totally 
acholic;  yet  I am  told  that  the  stools  were  be- 
coming darker  rather  than  lighter  — another 
point  against  the  totally  obstructing  type  of 
carcinoma.  In  carcinoma  of  the  head  of  the  pan- 
creas one  would  expect  an  even  greater  weight 
loss  and  more  progressive  cachexia  than  this 
patient  demonstrated.  Such  patients  often  lose 
25  pounds  in  a few  weeks.  I assume  that  this 
patient  had  a slow,  steady  loss  over  an  eight- 
month  period. 

A carcinoma  of  the  Ampulla  of  Vater  could 
explain  the  symptoms.  That  lesion  often  pre- 
sents as  primary  painless  jaundice,  which  is 
often  fluctuating,  because  this  tumor  tends  to 
slough  into  the  opening  of  the  duodenum,  with 
temporary  relief  of  the  obstruction  accompanied 
by  lessening  of  the  icterus,  darkening  of  the 
stools,  and  lightening  of  the  urine.  However,  a 
patient  with  enough  sloughing  of  the  tumor 
to  result  in  lessening  of  jaundice,  is  usually 
anemic  because  of  the  blood  loss  associated 
with  the  sloughing  and  often  has  intermittenly 
guaiac-positive  stools.  Therefore,  although  the 
patient’s  anorexia,  weight  loss  and  age  favor 
a malignant  process,  I do  not  believe  that  she 
had  a primary  malignant  tumor  in  the  pancreas, 
gallbladder,  biliary  tree  or  Ampulla  of  Vater. 
I have  no  reason  from  the  available  data  to 
suspect  that  she  had  a secondary  tumor,  with 
metastases  in  lymph  nodes  pressing  on  the  com- 
mon duct.  Nor  is  there  any  reason  to  suspect 


444 


Arizona  Medicine 


July,  1957 


that  she  had  a lymphomatous  process. 

The  third  diagnosis  worthy  of  consideration 
is  the  iatrogenic  disorder  engendered  by  admin- 
istration of  chlorpromazine,  which  has  enjoyed 
worldwide  popularity  because  of  antiemetic 
properties  and  tranquillizing  effects.  In  the  past 
few  months  there  have  been  several  small  series 
of  cases  of  jaundice  among  the  many  large 
series  of  patients  treated  with  chlorpromazine. 
For  some  strange  reason,  this  complication  has 
been  more  evident  in  the  short  time  since  the 
drug  came  into  wide  use  in  the  United  States 
than  it  was  in  the  past  several  years  during 
which  the  drug  had  been  used  in  Europe. 
Icterus  characteristically  appears  after  two  or 
three  weeks  of  therapy  with  varying  dosage. 
It  may  be  preceded  by  mild  grippe-like  symp- 
toms and  a slight  fever;  it  may  be  accompanied 
by  marked  pruritus,  or  may  be  totally  asymp- 
tomatic except  for  icterus.  Laboratory  studies 
reveal  a clasically  obstructive  type  of  jaundice, 
with  an  increase  in  the  bilirubin,  seldom  exceed- 
ing 15  or  20  mg.  per  100  cc.,  however;  an  ele- 
vated alkaline  phosphatase;  bile  in  the  urine; 
and  light  stools.  The  tests  of  parenchymal  hepatic 
function  are  invariably  normal;  there  is  no  evi- 
dence of  pennanent  damage  to  the  liver.  A few 
of  these  patients  liave  had  a transient  eosino- 
philia,  which  the  patient  under  discussion  did 
not  have.  At  exploration,  the  extrahepatic  biliary 
passages  have  been  found  to  be  perfectly  normal, 
and  the  biopsy  of  the  liver  has  revealed  a pic- 
ture identical  with  that  seen  in  the  patients  who 
have  become  icteric  while  taking  methyl 
testosterone.  There  is  simply  a blockage  of 
small  biliary  radicles  with  bile  thrombi  and 
bile  stasis,  surrounded  by  varying  degrees 
of  inflammatory  reaction.  In  most  of  these  cases 
the  icterus  has  subsided  within  three  weeks  of 
the  cessation  of  Thorazine  therapy;  however,  in 
a few  patients,  it  has  persisted  for  as  long  as 
five  months.  Although  the  patient  under  dis- 
cussion was  somewhat  more  icteric  than  most  of 
these  patients  have  been  and  the  fluctuating 
nature  of  the  jaundice  is  disturbing,  I believe 
that  she  was  suffering  from  the  type  of  biliary 
blockage  caused  by  chlorpromazine.  I base  the 
diagnosis  on  the  time  of  the  appearance  of  the 
icterus  and  the  fact  that  the  symptoms  did  not 
increase  markedly  at  the  time  that  she  became 
jaundiced.  The  weight  loss  and  anorexia  can 
be  adequately  explained  on  the  basis  of  a re- 
active depression,  which  began  after  the  death 


of  her  husband;  I do  not  believe  I need  to  take 
them  into  consideration  in  the  explanation  of 
the  icteric  process.  I have  no  feehng  of  security 
in  this  diagnosis,  and  if  this  were  my  patient,  I 
should  certainly  invite  operation  to  be  sure 
that  with  jaundice  of  such  long  duration,  she 
did  not  have  a stone  in  the  common  duct. 

I have  not  looked  at  the  x-ray  films.  In  this 
situation  negative  information  will  be  of  no 
help;  positive  information  might  be  of  some 
assistance. 

Dr.  C.  C.  Wang:  I am  afraid  I cannot  help 
you.  The  gastrointestinal  series  is  perfectly  nor- 
mal; there  is  no  evidence  of  varices  in  the 
esophagus;  the  stomach  and  duodenal  cap  are 
normal;  the  duodenal  loop  is  not  widened;  and 
there  is  nothing  to  suggest  a space-occupying 
lesion  in  the  head  of  the  pancreas. 

Dr.  Kelley:  Is  there  anything  in  the  area  of 
the  gall  bladder  that  could  be  stones? 

Dr.  Wang:  There  are  no  calculi  that  I can 
see. 

Dr.  Jacob  Lerman:  Do  you  know  exactly 
when  the  jaundice  and  signs  of  liver  disease 
developed  in  relation  to  the  consumption  of 
the  pills?  It  is  not  clear  in  the  protocol. 

Dr.  Daniel  S.  Ellis:  As  near  as  I remember, 
the  jaundice  developed  after  the  patient  had 
been  taking  chlorpromazine  for  two  or  three 
weeks.  The  pills  were  stopped  immediately. 

Dr.  Lerman:  There  is  an  article  in  a recent 
issue  of  the  Lancet  (1:1144-1147,  1955)  de- 
scribing 800  patients  treated  with  chlorproma- 
zine. The  authors  found  that  about  8 per  cent 
of  the  patients  manifested  toxic  symptoms  and 
1.5  per  cent  jaundice.  They  make  the  statement 
that  the  jaundice  developed  only  while  the  pa- 
tients were  taking  the  drug,  and  not  after  they 
had  stopped  taking  it. 

Dr.  Ellis:  In  some  cases  jaundice  has  de- 
veloped a week  after  the  drug  was  stopped. 

Dr.  Lerman:  I,  too,  have  seen  such  a patient. 

Dr.  Moses  M.  Suzman  (Johannesburg):  I 
have  seen  a patient  in  whom  jaundice  developed 
after  chlorpromazine  was  discontinued,  but  it 
disappeared  after  a while. 

Dr.  Farahe  Maloof:  You  are  sure  that  this 
patient  stopped  taking  the  drug? 

Dr.  Ellis:  Yes;  she  did  stop  taking  it. 

Dr.  Maloof:  Jaundice  might  appear  a day  or 
so  after  the  drug  was  stopped;  there  might  be 
a delayed  reaction,  as  with  penicillin.  It  is  dif- 
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ficult  to  believe  that  it  would  develop  that  long 
afterward. 

Dr.  Bernard  M.  Jacobson:  It  is  not  possible 
that  the  patient  already  had  an  elevated  bilirubin 
before  she  noted  jaundice? 

Dr.  Benjamin  Castleman:  That  is  the  reason 
why  patients  who  receive  chlorpromazine  should 
have  tests  for  bile  in  the  urine  while  they  are 
being  treated. 

Dr.  Jacobson;  I happened  by  accident  to  do  a 
bilirubin  determination  on  a patient  of  mine 
who  was  taking  chlorpromazine.  It  was  high, 
so  that  we  stopped  the  drug.  The  patient  did 
not  look  jaundiced,  and  did  not  complain  of 
any  symptoms,  until  three  days  later. 

Dr.  Maloof:  What  is  the  shortest  time  in 
which  the  jaundice  has  developed  after  treat- 
ment? 

Dr.  Ellis:  It  has  been  reported  to  appear 
within  two  days  to  three  weeks  of  the  first 
administration  of  the  drug.  There  must  be  con- 
siderable doubt  about  the  etiology  of  the  jaun- 
dice when  it  appears  quickly  in  two  days.  On 
the  other  hand,  there  are  enough  cases  now 
in  which  other  causes  of  jaundice  have  been 
eliminated  to  make  one  believe  that  the  jaundice 
may  occasionally  develop  within  24  to  48  hours 
after  the  start  of  drug  therapy. 

Dr.  Suzman:  May  I ask  whether  the  blood 
lipids  were  determined?  I ask  this  because  in 
the  case  I saw  recently,  the  blood  lipids,  in- 
cluding the  cholesterol,  were  extremely  high. 

Dr.  Castleman:  Does  that  not  occur  in  any 
case  of  long-standing  obstructive  jaundice? 

Dr.  Suzman:  Yes;  but  this  was  short-term 
jaundice.  I have  seen  it  in  a patient  whose 
jaundice  was  less  than  two  months. 

Dr.  Jacobson:  There  is  no  report  of  the 
cholesterol  level  in  the  record. 

CLINICAL  DIAGNOSIS 

Jaundice  from  chlorpromazine. 

DR.  RITA  M.  KELLTS  DIAGNOSIS 

Intrahepatic  biliary  blockage  as  result  of 
chlorpromazine  therapy. 

ANATOMICAL  DIAGNOSIS 

Bile  stasis,  as  result  of  chlorpromazine  therapy. 

PATHOLOGICAL  DISCUSSION 

Dr.  Castleman:  This  patient  was  seen  by  Dr. 
Ellis,  who  wrote  as  follows  before  the  opera- 
tion: 

‘T  think  the  patient  has  an  obstructive  type 


of  jaundice  and  not  a vital  hepatitis.  Whether 
it  is  the  type  of  jaundice  caused  by  chlorproma- 
zine, or  that  resulting  from  extrahepatic  biliary 
obstruction,  such  as  a stone  or  neoplasm,  I can- 
not tell,  and  I find  no  clues  in  the  record  to 
help  me.  In  view  of  the  fact  that  she  has  been 
ill  for  two  months,  I think  that  she  should  be 
explored,  a cholangiogram  done,  and  the  com- 
mon duct  drained  if  no  obstruction  is  found. 
I believe  that  there  is  no  urgency  about  oper- 
ating on  her.  It  would  be  wise  to  prepare  her 
for  a week  and  then  go  ahead  if  no  contraindica- 
tion appears  by  that  time.” 

He  ended  by  saying,  “This  patient  has  a small 
liver.  The  edge  is  sharp,  smooth  and  soft.  I 
shall  bet  on  chlorpromazine  as  the  cause  of  the 
jaundice  as  opposed  to  stone  or  tumor.” 

Have  you  anything  more  to  add.  Dr.  Ellis? 

Dr.  Ellis:  No;  that  sums  up  my  opinion  about 
her  before  operation.  I believe  that  there  was 
no  urgency  in  operating  on  her,  for  we  might 
have  found  that  the  jaundice  had  subsided  if 
we  had  waited.  On  the  other  hand,  she  had 
been  jaundiced  for  over  two  months  without 
any  significant  improvement,  and  there  was  no 
real  reason  to  believe  that  there  would  be  im- 
provement. Therefore  it  seemed  wise  to  plan 
surgical  exploration. 

Dr.  Castleman:  She  was  operated  on  by  Dr. 
Claude  E.  Welsh;  at  operation  he  found  no 
evidence  of  any  extrahepatic  obstruction.  All 
the  ducts  and  the  gall  bladder  were  normal; 
there  were  no  stones.  He  believed  that  the 
jaundice  probably  was  due  to  chlorpromazine 
and  took  a biopsy  of  the  liver.  Microscopically, 
the  liver  showed  dark-brown  areas  of  canaliculi 
plugged  with  the  bile  thrombi.  These  thrombi 
were  especially  numerous  around  the  central 
veins,  which  are  the  areas  affected  in  obstruc- 
tive jaundice.  There  was  no  cellular  reaction 
around  these  areas  of  bile  thrombi.  The  only 
clue  that  we,  as  pathologists,  have  that  the  find- 
ings may  not  be  the  result  of  extrahepatic  ob- 
struction, when  we  see  an  aspirated  needle 
biopsy  and  are  told  nothing  about  the  patient, 
is  the  lack  of  inflammatory  reaction  which  is 
usually  seen  if  the  stasis  is  due  to  a stone  or  a 
tumor  obstructing  the  common  duct.  In  some 
of  the  cases  of  chlorpromazine  jaundice  that 
has  been  present  for  a long  time  — there  are 
patients  who  have  been  jaundiced  seven  or 
eight  months  — we  do  see  some  eellular  reac- 
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tion.  During  the  last  three  months  we  have  had 
tliree  eases  of  ehlorpromazine  jaundice;  those 
biopsies  showed  a similar  picture. 

Dr.  Ellis  was  at  the  recent  Atlantic  City  medi- 
cal meetings  at  which  several  papers  on  this 
condition  were  read.  Would  you  tell  us  about 
it,  Dr.  Ellis? 

Dr.  Ellis:  Two  papers  were  presented  at  the 
meetings  in  Atlantic  City.  Gambesica  et  ah,  gave 
a clinical  report  of  five  cases  of  this  type  of 
jaundice,  manifested  by  abrupt  onset  of  malaise 
and  fever.  The  laboratory  data  were  important 
in  that  most  of  the  patients  had  eosinophilia, 
hypercholesterolemia,  increased  serum  bilirubin, 
and  increased  alkaline  phosphates,  with  a nor- 
mal flocculation  lest,  normal  albumin-globulin 
ratio,  and  normal  protein.  The  physicians  be- 
lieved that,  because  of  the  abrupt  onset  with 
malaise  and  the  high  eosinophilia,  this  was 
probably  a hypersensitivity  reaction.  The  other 
paper  was  by  Menging,  Grindlay  and  Cain,  of 
the  Mayo  clinic,  who  have  done  some  interesting 
e.xperimental  work  in  dogs.  They  cannulated  the 
common  bile  ducts  in  dogs  and  recorded  the 
ductal  pressures  for  several  weeks  to  determine 
the  normal  pressures.  Then,  after  they  had  ad- 
ministered large  doses  of  ehlorpromazine,  they 
believed  that  they  could  demonstrate  definitely 
increased  intraductile  pressures  and  decreased 
motility  in  the  duodenum.  They  wondered 
whether  or  not  the  increased  spasm  of  the 
sphincter  of  Oddi  and  the  decreased  duodenal 
motility  might  lead  to  increased  intraductile 
pressure  and  thereby  to  jaundice.  I do  not  think 
that  that  is  substantiated  clinically  because  in 
the  patients  who  have  been  operated  on  — this 
woman  and  two  other  patients  in  this  hospital  — 
cholangiograms  taken  at  the  time  of  operation 
or  soon  thereafter  showed  no  dilatation  what- 
soever in  the  biliary  tree;  if  anything  it  was 
smaller  than  normal.  In  addition,  the  gall  blad- 
ders were  almost  without  bile  and,  in  two  cases, 
were  wrinkled  and  shriveled,  without  bile.  It 
is  difficult  for  me  to  understand  why,  if  there 
was  increased  intraductile  pressure,  the  bile 
duct  was  not  dilated  and  the  gall  gladder  did 
not  contain  a great  deal  of  bile. 

About  the  point  that  Dr.  Jacobson  raised  — 
that  liver  damage  may  be  asymptomatic  in 
patients  who  have  been  taking  ehlorpromazine 
— someone  in  the  discussion  reported  278  cases 
in  which  that  drug  has  been  administered.  Five 


per  cent  of  the  patients  had  abnormal  liver- 
function  tests  without  clinical  jaundice;  in  1 
per  cent  jaundice  developed. 

I have  talked  with  several  people  who  have 
a great  deal  of  information  about  this  problem. 
It  seems  that  about  1 per  cent  of  the  patients 
receiving  ehlorpromazine  have  had  clinical 
jaundice.  The  drug  is  not  always  innocuous,  but 
in  most  of  the  patients  the  jaundice  does  dis- 
appear. The  patient  under  discussion,  whom  we 
believe  to  have  had  jaundice  from  this  source, 
after  three  months  is  still  jaundiced  and  sig- 
nificantly incapacitated.  Even  more  serious  out- 
comes have  been  reported.  I think  chlorproma- 
zine  carries  a real  hazard,  and  one  that  we 
have  to  take  into  consideration  every  time  we 
prescribe  the  drug.  It  certainly  should  not  be 
prescribed  for  simple  nausea. 

A physician:  I have  heard  that  jaundice  is 
less  likely  to  occur  if  the  drug  is  injected  rather 
than  taken  by  mouth.  Have  you  any  comment 
on  that? 

Dr.  Ellis:  I am  told  by  the  people  who  make 
the  drug  that  this  is  true. 

A physician:  I should  like  to  ask  if  there  is 
any  evidence  about  what  happens  to  the  biliary 
tree  once  the  jaundice  has  disappeared.  Does 
that  become  normal  again? 

Dr.  Castleman:  Yes;  the  liver  reverts  to  nor- 
mal. Biopsies  have  been  taken  during  the  phase 
of  ehlorpromazine  jaundice,  and  again  after  the 
jaundice  has  disappeared. 

Dr.  Ellis:  That  brings  up  another  point  — 
namely,  how  can  one  tell  beforehand  whether 
one  is  dealing  with  this  type  of  jaundice  or  with 
obstruction?  Physicians  at  the  meetings  said 
that  they  could  differentiate  this  type  of  jaundice 
histologically,  the  characteristic  findings  being 
edema  around  the  cholangioles  in  the  portal 
spaces  and  eosinophil  infiltration  in  the  liver. 
However,  when  I pinned  those  physicians  down 
after  the  meeting,  they  admitted  that  in  50  per 
cent  of  the  cases  they  could  not  tell.  If  one 
cannot  tell  in  50  per  cent  of  the  cases,  the 
differentiation  is  not  very  satisfactory. 

Dr.  Castleman:  A biopsy  showing  bile  statis 
without  any  evidence  of  an  inflammatory  reac- 
tion would  make  me  lean  toward  a diagnosis 
of  ehlorpromazine  jaundice  rather  than  extra- 
heptic  obstruction;  obviously,  this  is  not  fool- 
proof. 

Dr.  Ellis:  Certainly,  in  any  acute  case  in 
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which  jaundice  was  present  from  one  to  three 
weeks,  I believe  a needle  biopsy  should  be 
done  before  an  exploration.  In  a patient  such 
as  this,  in  whom  jaundice  has  been  present  over 
two  months,  I think  an  exploration  is  the  only 
way  to  establish  the  diagnosis. 

Dr.  Suzman.  Have  you  any  evidence  that  the 
bile-thrombi  formation  was  due  to  changes  in 
the  composition  of  the  bile? 

Dr.  Castleman : I cannot  answer  that. 

Dr.  Suzman:  It  might  be  an  effect  directly 
on  the  bile  formation. 

Dr.  Castleman:  You  mean  that  the  durg  may 
affect  the  bile  itself  and  make  it  more  viscid  — 
analogous  to  the  mucoviscidosis  associated  with 
pancreatic  fibrosis. 

Dr.  Ellis:  That  is  one  of  the  theories.  Many 
other  theories  have  been  proposed.  They  are 
being  tested  experimentally. 
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I ROBLEMS  caused  by  Arizona  s geographical 
layout  find  their  way  into  the  work  of  the 
auxiliary  memhership  chairman.  Since  her  task 
is  to  obtain  memberships  at  large  from  doctors’ 
wives  outside  organized  counties  as  well  as 
promoting  membership  gains  within  the  organ- 
ized territories,  personal  contact  is  often  im- 
possible. As  a result,  the  chairman’s  approach 
to  the  job  is  usually  through  a series  of  postal 
communications.  In  fact,  one’s  ingenuity  can  be 
tested  in  the  attempt  to  try  a successful  appeal 
for  new  memberships  as  well  as  renewals. 

Probably  the  most  effective  approach  is  the 
basic  truth  that  members  at  large  are  important 
to  the  state  program.  Given  the  opportunity 
to  understand  the  need  and  purpose  of  joining, 
more  wives  are  participating  each  year.  With 
Arizona’s  medical  popidation  continuing  to 
grow,  auxiliary  prospects  increase  as  well,  and 
each  member  can  become  an  effective  member- 
ship committee  of  one  simply  by  spreading 
the  word  of  auxiliary  program  whenever  she 
meets  a new  doctor’s  wife.  A brief  review  of 
the  worthwhile  Nurse’s  Loan  Fund  in  itself 
should  be  enough  to  convince  the  membership 
prospect  that  her  nominal  financial  aid  alone 
serves  a definite  and  immediate  purpose. 

Arizona  is  proud  to  welcome  Coconino  Coun- 
ty to  its  list  of  organized  auxiliaries.  Organized 
in  December,  Coconino  wives  have  already  made 
progress  in  many  phases  of  program  participa- 
tion. 

Pinal  County  wives  have  been  encouraged 
to  organize  on  a social  level  with  the  hope  of 
some  program  work  being  possible  in  spite  of 
the  disadvantages  of  distance  within  the  county. 

A definite  purpose  of  public  relations  as  well 
as  just  plain  enjoyment  can  be  achieved  through 
getting  acquainted  over  the  bridge  table  or 
other  informal  gatherings,  and  the  auxiliary 
condones  organization  without  full  program  par- 
ticipation where  conditions  make  it  difficult. 
Many  phases  of  the  program  can  be  accomp- 
lished by  one  or  two  persons  even  in  small 


communities,  and  the  work  that  doctors’  wives 
inevitably  do  in  their  areas  can  well  be  added 
tO’  the  state  reports  to  indicate  full  service  given 
by  auxiliary  members  over  the  entire  state. 

MRS.  MELVIN  W.  PHILLIPS 


PHYSICIANS  & PSYCHIATRISTS 
FOR  CALIFORNIA 

State  Hospitals,  correctional  facilities  and  veterans  home. 
No  written  examination.  Interview  only.  . . . 

Three  salary  groups: 

$10,860  to  $12,000 
$11,400  to  $12,600 
$12,600  to  $13,800 

Salary  increases  being  considered  effective  July  1957. 
U.  S.  citizenship  and  possession  of,  or  eligibility  for 
California  license  required. 

Write: 

Medical  Recruitment  Unit,  Box  A, 

State  Personnel  Board,  801  Capitol  Ave. 
Sacramento,  California 


OPTICAL  DISPENSERS 

DISTRIBUTOR 

Bausch  & Lomb  Products 

Contact  Lenses  Fitted  Under  Direction 
Of  Your  Eye  Physician 

3 Convenient  Locations 
To  Better  Serve  You 

522  Professional  Building  — Phoenix 
Alpine  2-9201 

Free  Parking  at  V.N.B.  Lot 

First  Street  & Monroe  — Phoenix 
Alpine  3-5878 

1511  N.  7th  Street  — Phoenix 
Alpine  4-01 1 1 
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M.  Chesser,  M.D.  (Tucson);  Don  E.  Matthiesen,  M.D. 
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James  D.  Barger,  M.D.  (Phoenix);  Lindsay  E.  Beaton,  M.D. 
(Tucson);  W.  Albert  Brewer,  M.D.  (Phoenix);  Robert  E. 

Hastings,  M.D.  (Tucson);  Paul  B.  Jarrett,  M.D.  (Phoenix); 

C.  C.  Piepergerdes,  M.D.  (Phoenix);  Robert  A.  Price,  M.D. 
(Phoenix);  E.  Henry  Running,  M.D.  (Phoenix);  Stuart  San- 
ger, M.D.  (Tucson);  Morris  E.  Stern,  M.D.  (PhoenLx);  Laddie 

L.  Stolfa,  M.D.  (Phoenix);  Ashton  B.  Taylor,  M.D.  (Phoenix); 
Charles  E.  Van  Epps,  M.D.  (PhoenLx). 

MEDICARE  COMMITTEE:  Frank  W.  Edel,  M.D.,  Chairman 
(Phoenix);  G.  Robert  Barfoot,  M.D.  (Phoenix);  Ernest  A. 

Bom,  M.D.  (Prescott);  Walter  T.  Hileman,  M.D.  (Tucson); 
Paul  B.  Jarrett,  M.D.  (Phoenix):  ADVISORY  TO  MEDIC.^RE 
— Walter  D.  Bigford,  M.D.  (Kingman);  William  E.  Bishop, 

M. D.  (Globe);  Edward  H.  Bregman,  M.D.  (Phoenix);  Ellis 

V.  Browning,  M.D.  (Springerville);  W.  Scott  Chisholm. 

M.D.  (Eloy);  Charles  B.  Daniell,  M.D.  (Morenci);  Orin  J. 
Farness,  M.D.  (Tucson);  C.  Herbert  Frcdell,  M.D.  (Flagstaff); 
T.  Richard  Gregory.  M.D.  (Phoenix);  Ronald  S.  Haines, 
M.D.,  (Phoenix);  Delmar  J.  Heim,  M.D.  (Tucson);  Robert 
S.  Keller,  M.D.  (Safford);  Joseph  M.  Kinkade,  M.D.  (Tuc- 
son); Daniel  W.  Kittredge,  Jr.,  M.D.  (Flagstaff);  Leo  L. 
Lewis,  M.D.  (Winslow);  Charles  S.  Powell,  M.  D.  (Yuma); 
George  D.  Reay,  M.D.  (Douglas);  Kenneth  Reichardt,  M.D. 
(Yuma);  Nomian  A.  Ross,  M.D.  (Phoenix);  Stuart  Sanger,  : 
M.D.  (Tucson);  Milton  C.  F.  Semoff,  M.D.  (Tucson);  Charles 
S.  Smith,  M.D.  (Nogales);  Lorel  A.  Stapley,  M.D.  (Phoenix); 
John  M.  Vivian,  M.D.  (Phoenix);  Lowell  C.  Wormley,  M.D. 
(Phoenix);  C.  E.  Yount,  Jr.,  M.D.  (Prescott). 

MEDICOLEGAL  COMMITTEE;  Jesse  D.  Hamer,  M.D.,  Chair- 
man (Phoenix);  Otto  L.  Bendheim,  M.D.  (Phoenix);  Ian 
M.  Chesser,  M.D.  (Tucson);  John  R.  Green,  M.D.  (Phoenix); 
Walter  T.  Hileman,  M.D.  (Tucson);  Robert  A.  McCulley, 
M.D.  (Phoenix). 

NURSING  SERVICES,  JOINT  COMMITTEE  ON  IMPROVE- 
MENT OF.  Lucille  M.  Dagres,  M.D.,  Chairman  (Phoenix); 
Francis  J.  Bean,  M.D.  (Tucson);  Bertram  L.  Snyder,  M.D. 
(Phoenix). 

OSTEOPATHY  LIASION  COMMITTEE:  Reed  D.  Shupe,  M.D., 
Chairman  (Phoenix);  Sebastian  R.  Caniglia,  M.D.  (Phoenix); 
David  E.  Engle,  M.D.  (Tucson);  Millard  Jeffrey,  M.D. 
(Phoenix);  A.  I.  Podolsky,  M.D.  (Yuma). 
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POISONING  CONTROL,  AD  HOC  COMMITTEE  ON:  Virginia 
M.  Cobb,  M.D.,  Chairman  (Tucson);  Paul  B.  Jarrett,  M.D. 
(Phoenix);  Maurice  Rosenthal,  M.D.  (Phoenix);  Martin  S. 
Withers,  M.D.  (Tucson).  „ 

PROFESSIONAL  LIABILITY  INSURANCE  INVESTIGATING 
COMMITTEE:  Howard  C.  Lawrence,  M.D.,  Chairman 

(Phoenix);  Ernest  A.  Born,  M.D.  (Prescott);  Jesse  D.  Hamer, 
M.D.  (Phoenix);  Paul  B.  Jarrett,  M.D.  (Phoenix);  Stuart 
Sanger,  M.D.  (Tucson).  _ „ 

PROFESSIONAL  LIASION  COMMITTEE:  William  B.  Steen, 

M. D.,  Chairman  (Tucson);  Raymond  J.  Jennett,  M.D.  (Phoe- 
nix); Harold  W.  Kohl,  M.D.  (Tucson). 

SAFETY  COMMITTEE:  MacDonald  Wood,  M.D.,  Chairman 

(Mesa);  Donald  F.  DeMarse,  M.D.  (Holbrook);  Paul  B. 
Jarrett,  M.D.  (Phoenix);  Henry  P.  Limbacber,  M.D.  (Tucson). 
SCHOOL  HEALTH,  CO-ORDINATING  COMMITTEE  ON:  Mar- 
cus W.  Westervelt,  M.D.,  Chairman  (Tempe);  Jack  H.  Dem- 
low,  M.D.  (Tucson);  Noel  G.  Smith,  M.D.  (Phoenix);  Robert 

N.  Stratton,  M.D.  (Yuma). 

\T:TERANS  MEDICAL  AFFAIRS  LIASION  COMMITTEE: 
Hilary  D.  Ketcherside,  M.D.,  Chairman  (Phoenix);  John  L. 
Cogland,  M.D.  (Phoenix);  John  A.  Eisenbeiss,  M.D.  (Phoe- 
nix); Robert  E.  Hastings,  M.D.  (Tucson);  Walter  T.  Hile- 
man,  M.D.  (Tucson);  Frederick  J.  Lesemann,  M.D.  (Tucson); 
C.  Selby  Mills,  M.D.  (Phoenix);  John  F.  Stanley,  M.D. 

advisory'  committee  to  the  WOMAN’S  AUXILIARY: 
Charles  S.  Powell,  M.D.,  Chairman  (Yuma);  Melvin  A. 
PhRlips,  M.D.  (Prescott);  Donald  A.  Poison,  M.D.  (Phoenix); 
Harry  E.  Thompson,  M.D.  (Tucson). 

Woman's  Auxiliary 

OFFICERS  OF  THE  AUXILIARY  TO  THE  ARIZONA 
MEDICAL  ASSOCIATION  - 1958-58 

President  Mrs.  Charles  S.  PoweU 

698— 9th  Ave.,  Yuma 

President  Elect  Mrs.  Melvin  W.  Phillips 

928  Flora  Street,  Prescott 

1st  Vice  President  Mrs.  Hiram  D.  Cochran 

2716  East  4th  Street,  Tucson 

2nd  Vice  President  Mrs.  Robert  A.  Stratton 

1916— 6th  Ave.,  Yuma 

Treasurer Mrs.  Ian  M.  Chesser 

2909  E.  Alta  Vista,  Tucson 

Recording  Secretary  Mrs.  Clare  W.  Johnson 

305  E.  Tuckey  Lane,  Phoenix 

Corresponding  Secretary  Mrs.  Ralph  T.  Irwin 

728— 6th  Ave.,  Yuma 

Director  (1  year) Mrs.  Oscar  W.  Thoeny 

721  Encanto  Drive,  S.  E.,  Phoenix 

Director  (1  year)  Mrs.  John  F.  Stanley 

201— 1st  Ave.,  Yuma 

Director  (2  years)  Mrs.  William  E.  Bishop 

605  S.  Third  Street,  Globe 

STATE  COMMITTEE  CHAIRMEN  - 1957-58 

Chaplain  Mrs.  James  Moore 

305  W.  Granada,  Phoenix 

Bulletin  Mrs.  William  E.  Bishop 

605  South  T^ird  Street,  Globe 

Civil  Defense  Mrs.  John  Kennedy 

814  East  Palmaire,  Phoenix 

Finance  Mrs.  John  F.  Stanley 

201— 1st  Ave.,  Yuma 

Historian  Mrs.  Brick  Storts 

3228  East  Fifth  Street,  Tucson 

Legislation  Mrs.  Paul  Causey 

2200  N.  Alvarado  Road,  Phoenix 

Today’s  Health  Mrs.  WUliam  A.  Phillips 

633— 8th  Ave.,  Yuma 

Mental  Health  Mrs.  John  Eisenbeiss 

3121  North  17th  Ave.,  Phoenix 

Nominating  Mrs.  Roy  Hewitt 

130  Camino  Miramonte,  Tucson 

Recruitment  Mrs.  Arthur  V . Dudley 

Rt.  6 Box  876,  Tucson 

Parliamentarian  Mrs.  George  Enfield 

335  West  Cambridge  Ave.,  Phoenix 

Public  Relations  & Safety  Mrs.  Oscar  W.  Thoeny 

721  Encanto  Drive.,  S.  E.,  Phoenix 

Revisions  Mrs.  Jesse  Hamer 

1819  N.  11th  Ave.,  Phoenix 

Student  Nurse  Lo^n  Fund  Mrs.  Donald  Poison 

1817  Palmcroft  Dr.,  N.  W.,  Phoenix 

Medical  Education  Fund  Mrs.  H.  A.  Hough 

225  Yavapai  Drive,  Prescott 

Newsletter  Mrs.  John  T.  Clymer 

7040  N.  7th  Ave.,  Phoenix 

Publicity  Mrs.  Juan  E.  Fonseca 

Rt.  4,  Box  290,  Tucson 

COUNTY  PRESIDENTS  AND  OFFICERS  1957-58 
COCONINO  COUNTY 

President  Mrs.  Jay  L.  Sitterley 

206  W.  Hunt,  Flagstaff 

Vice  President  Mrs.  Roy  Young 

Flagstaff 

Secretary  Mrs.  Herbert  Fredell 

Flagstaff 

Treasurer  Mrs.  Leo  Schnurr 

Sedona 


GILA  COUNTY 

President Mrs.  Albert  J.  Harris 

185  E.  Cedar  Street,  Globe 

Vice  President  Mrs.  James  Hazel 

Box  928,  Hayden 

Secretary-Treasurer  Mrs.  Robert  V.  Horan 

Box  1296,  Miami 
MARICOPA  COUNTY 

President  Mrs.  Lorel  A.  Stapley 

7029  N.  2nd  Drive,  Phoenix 

1st  Vice  President  Mrs.  Thomas  Rowley 

114  S.  Miller,  Mesa 

2nd  Vice  President  Mrs.  Robert  B.  Leonard 

3041  N.  Evergreen,  Phoenix 

Recording  Secretary  Mrs.  Seymour  Silverman 

334  East  Medlock,  Phoenix 

Treasurer  Mrs.  Laddie  L.  Stolfa 

204  East  Pomona  Road,  Phoenix 

PIMA  COUNTY 

President  Mrs.  John  K.  Bennett 

185  Sierra  Vista  Dr.,  Tucson 

President-Elect  Mrs.  Ian  M.  Chesser 

2909  E.  Alta  Vista  Dr.,  Tucson 

1st  Vice  President Mrs.  Wesley  S.  Fee 

215  Busch  Place,  Tucson 

2nd  Vice  President Mrs.  James  N.  Lane 

Rt.  5,  Box  723,  Tucson 

Recording  Secretary  Mrs.  G.  A.  Janssen 

2934  E.  Stratford  Dr.,  Tucson 

Corresponding  Secretary  Mrs.  J.  K.  Nattinger 

4750  N.  Camino  Luz,  Tucson 

Treasurer Mrs.  Fred  H.  Landeen 

6911  E.  Soyaluna  PL,  Tucson 
YAVAPAI  COUNTY 

President  Mrs.  William  H.  Marlowe 

520  Highland  Ave.,  Prescott 

Vice  President  Mrs.  C.  F.  Bladder 

22  Mountain  Club,  Prescott 

Secretary  Mrs.  William  Holsey 

Vet.  Adm.  Center,  Prescott 

Treasurer  Mrs.  Joseph  P.  McNally 

208  Grove,  Prescott 
YUMA  COUNTY 

President Mrs.  Robert  M.  Matts 

1425— 7th  Ave.,  Yuma 

Vice  President Mrs.  James  Volpe 

1806— 6th  Ave.,  Yuma 

Treasurer  Mrs.  William  H.  Lyle 

1429— 10th  Ave.,  Yuma 

Secretary Mrs.  Carl  Bengs 

1317— 7th  Ave.,  Yuma 
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THE  DIAGNOSIS  OF  ACUTE  CHEST  PAIN* 

By  Henry  Brainerd,  M.D. 

San  Francisco,  California 


Acute  chest  pain  requires  immediate,  ac- 
curate diagnosis.  Serious  lesions  must  be  recog- 
nized and  treated  appropriately  to  minimize 
danger  to  the  patient’s  life.  On  the  other  hand, 
since  patients  are  wont  to  believe  that  all  chest 
pain  is  of  cardiac  origin,  avoidance  of  pro- 
ducing cardiac  neurosis  by  mistakenly  diag- 
nosing chest  pain  of  less  serious  origin  as  due 
to  the  heart  is  almost  equally  important. 

A painstaking  history  is  of  great  value  in 
the  differential  diagnosis  of  chest  pain.  The 
character,  distribution,  apparent  inciting  cause, 
and  relation  to  respiration  and  position  must 
always  be  elicited,  as  must  a history  of  previous 
chest  pain.  Physical  examination,  even  when 
carefully  performed,  at  times  may  be  negative. 
X-ray  films,  electrocardiograms  and  other  labor- 
atory procedures  should  be  used  in  discrimi- 
nating fashion.  Even  in  urgent  situations  a sys- 
tematic approach  is  desirable,  although  relief 
of  severe  pain  and  shock  must  at  times  take 
precedence. 


'From  the  Department  of  Medicine,  University  of  California 
School  of  Medicine,  San  Francisco,  Calif. 


By  far  the  commonest  pain  of  cardiovascular 
origin  is  that  due  to  coronary  artery  disease. 
It  is  important  to  differentiate  among  angina 
pectoris,  coronary  insufficiency,  and  myocardial 
infarction.  The  character  of  the  pain  is  similar 
in  all  three.  It  is  usually  described  as  squeezing, 
crushing,  constricting,  or  burning.  The  pain  is 
usually  located  beneath  or  just  to  the  left  of 
the  sternum,  but  may  radiate  across  the  chest, 
to  the  neck,  jaw,  shoulders,  one  or  both  arms, 
or  epigastrium.  Characteristically,  the  pain  of 
angina  pectoris  is  the  least  severe  and  of  the 
briefest  duration.  Persistence  over  10  minutes 
should  arouse  suspicion  of  coronary  insufficiency 
or  myocardial  infarction.  Angina  is  typically  pre- 
cipitated by  effort  and  occurs  during  activity 
rather  than  afterward.  Almost  invariably  the 
patient  will  voluntarily  cease  the  inciting  activity 
until  the  pain  subsides.  Excitement,  exposure  to 
cold,  disturbing  dreams  and  heavy  meals  may 
also  induce  anginal  distress.  While  nitroglycerin 
will  usually  relieve  the  pain  of  angina  pectoris. 
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so  also  will  it  occasionally  be  effective  in  pains 
of  other  origin.  The  electrocardiogram  may  be 
negative.  Pain  of  similar  character  persisting 
more  than  a short  time  may  be  due  to  myo- 
cardial infarction  or  coronary  insufficiency.  A 
history  of  angina  pectoris,  often  recently  in- 
creased in  frecjuency  and  severity,  may  fre- 
(piently  be  obtained  from  patients  suffering 
from  myocardial  infarction.  If  significant  hypo- 
tension, pericardial  friction  rub,  fever,  leucocy- 
tosis,  acceleration  of  the  sedimentation  rate, 
and  elevation  of  serum  oxalacetic  transaminase 
or  lactic  dehydrogenase  levels  occur  in  associa- 
tion with  serial  changes  of  the  electrocardio- 
gram, myocardial  infarction  may  be  diagnosed. 
If  following  persistent  anginoid  pain  unrelated 
to  exertion,  electrocardiographic  alterations  of 
brief  duration  are  the  only  laboratory  abnor- 
mality, coronary  insufficiency  without  infarction 
may  be  assumed.  Differentiation  between  myo- 
cardial infarction  and  coronary  insufficiency  may 
be  difficult,  because  many  of  the  confirmatory 
phenomena  may  be  lacking  in  the  former. 

While  simple  aneurysm  of  the  thoracic  aorta 
may  produce  constant  or  recurring  pain  due 
to  pressure  on  other  structures,  dissecting 
aneurysm  usually  produces  acute,  severe  chest 
pain.  Dissecting  aneurysm  is  most  likely  to 
occur  in  hypertensive  or  pregnant  persons.  The 
pain  is  usually  described  as  tearing  or  crushing 
and  is  located  substernally,  over  the  anterior 
chest  or  upper  abdomen.  Radiation,  often  pro- 
gressive, to  the  back,  neck,  upper  extremities 
and  lower  extremities,  may  occur.  The  simul- 
taneous presence  of  chest  pain  and  neurological 
symptoms  and  signs,  especially  unconsciousness, 
should  arouse  suspicion  of  this  condition.  Altera- 
tions in  the  pulse  and  blood  pressure  of  one  or 
more  extremities  may  be  observed.  The  sudden 
development  of  aortic  insufficiency  denotes  retro- 
grade dissection.  Pulsation  of  the  right  supra- 
clavicular joint  may  be  observed.  Chest  x-ray 
may  reveal  alteration  in  the  aortic  shadow.  While 
abnormalities  of  the  electrocardiogram  are  com- 
monly present,  those  typical  of  myocardial  in- 
farction are  uncommon. 

Pain  resembling  angina  pectoris  in  character 
and  inciting  cause  may  occur  in  the  presence  of 
pulmonary  hypertension  due  to  such  causes 
as  mitral  stenosis,  interatrial  septal  defect,  and 
pulmonary  arteriolar  sclerosis.  Such  an  etiology 
of  effort  pain,  relieved  by  rest,  should  be  sus- 


pected in  the  presence  of  lesions  producing 
pulmonary  hypertension.  The  pain  is  not  usually 
relieved  by  nitroglycerin,  but  may  be  amelio- 
rated by  oxygen.  The  pain  of  massive  pulmonary 
embolism,  often  associated  with  shock  and 
dyspnea,  is  often  mistaken  for  that  of  myocardial 
infarction.  The  true  nature  of  the  pain  may  be 
suspected  if  there  is  evidence  of  peripheral 
phlebothrombosis.  Pulmonary  embolism  is  most 
likely  to  occur  in  seriously  ill  patients  after 
surgery,  after  myocardial  infarction,  and  in  the 
presence  of  congestive  heart  failure.  The  pul- 
monic second  heart  sound  may  be  accentuated; 
the  neck  veins  may  become  distended  and  the 
liver  engorged.  Later,  or  if  the  embolus  is 
relatively  small,  pleural  pain,  hemoptysis,  and 
slight  icterus  may  occur.  The  electrocardiogram 
may  reveal  the  pattern  of  right  ventricular  strain, 
although  the  abnormalities  are  usually  transient. 
Secondary  myocardial  infarction  or  atrial  fibrilla- 
tion may  occur  to  confuse  the  diagnostic  picture. 
Chest  x-rays  are  very  often  negative  or  incon- 
clusive. 

The  pain  of  acute  pericarditis  is  commonly 
mistaken  for  that  of  myocardial  infarction.  The 
pain  is  generally  precordial  or  substernal  in  lo- 
cation, and  often  radiates  to  the  back,  neck, 
shoulder,  upper  arm  or  abdomen.  The  pain  may 
be  accentuated  by  respiration,  swallowing  or 
movement,  and  may  be  relieved  by  sitting  up- 
right. Fever  and  a pericardial  friction  rub  are 
often  present  from  the  outset,  in  contrast  to 
myocardial  infarction  where  these  manifesta- 
tions are  generally  delayed.  The  electrocardio- 
graph usually  assists  greatly  in  differentiation. 
X-ray  of  the  chest  is  helpful  only  if  pericordial 
effusion  occurs,  under  which  circumstances  en- 
largement of  the  area  of  cardiac  dullness,  pulsus 
paradoxicus,  and  increased  venous  pressure  may 
be  observed. 

The  pain  of  pleurisy  is  rarely  mistaken  for 
that  of  any  other  origin.  Accentuation  by  respira- 
tion, coughing,  or  movement  is  characteristic.  It 
is  important  to  recall  that  the  pain  of  dia- 
phragmatic pleurisy  is  referred  to  the  neck 
and  shoulder  or  upper  abdomen.  Splinting  of 
the  chest  and  pleural  friction  rub  may  not  al- 
ways be  observed,  but  if  present  are  diagnostic. 
The  many  possible  causes  of  pleurisy  must  be 
considered. 

Spontaneous  pneumothorax  may  produce 
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severe  chest  pain  and  dyspnea.  The  pain  is  most 
commonly,  but  not  invariably,  pleuritic  in  type. 
Examination  of  the  chest  usually  reveals  devia- 
tion of  the  mediastinum,  hyperresonance,  and 
diminished  breath  sounds,  but  may  be  unre- 
vealing. Chest  x-ray  is  usually  diagnostic. 

Mediastinal  emphysema  may  cause  chest  pain 
resembling  that  of  myocardial  infarction.  Dys- 
pnea and  cyanosis  may  be  present.  Subcutaneous 
emphysema  may  be  a late  sign.  The  “cement- 
mixer”  sound  heard  over  the  sternum  or  pre- 
cordium  is  pathognomonic.  X-rays  of  the  chest, 
especially  the  lateral  views,  usually  reveal  air 
in  the  mediastinum. 

Pleurodynia  should  be  diagnosed  with  cau- 
tion in  the  absence  of  an  epidemic.  Sudden 
severe  pain  in  the  chest  or  upper  abdomen, 
worsened  by  movement  or  respiration,  associated 
with  fever  may  cause  confusion  with  other  con- 
ditions. The  symptoms  may  abate  in  a few  days, 
only  to  reappear  after  a short  interval.  Rarely, 
a pleural  rub  may  be  heard.  The  isolation  of 
Coxsackie  virus  (type  B)  or  the  development 
of  neutralizing  antibodies  against  this  virus  may 
confirm  the  diagnosis. 

While  the  pain  of  esophagitis,  cancer  of  the 
esophagus,  and  cardiospasm  is  recurrent  and 
often  related  to  ingestion  of  food,  hiatus  hernia 
may  occasionally  produce  acute,  severe  pain  in 
the  chest,  left  shoulder,  and  upper  abdomen 
which  mimics  that  of  myocardial  infarction. 
Abnormalities  of  the  electrocardiogram  are  also 
occasionally  observed.  Relief  may  be  obtained 
by  change  of  position,  especially  sitting  upright. 
It  must  be  recalled  that  the  mere  demonstration 
by  x-ray  of  a hiatus  hernia  does  not  certify  that 
it  is  the  source  of  symptoms,  since  many  hiatus 
hernias  are  asymptomatic. 

Acute  mediastinitis  is  an  uncommon  cause  of 
chest  pain,  often  radiating  to  the  back  and 
shoulders.  Signs  of  infection  are  present.  X-ray 
may  reveal  a widening  mediastinal  shadow. 

Pain  due  to  radiculitis  caused  by  lesions  of 
the  spine,  most  frequently  osteoarthritis,  com- 
monly imitates  other  types  of  chest  pain,  and 
may  be  felt  only  anteriorly.  Hyperesthesia  of 
the  involved  area,  best  brought  out  by  pinching 
the  skin,  is  of  great  aid  diagnostically.  Altera- 
tion of  the  pain  by  change  in  position  is  very 
frequent.  The  pain  is  often  worse  during  the 
night.  X-rays  of  the  spine  may  reveal  the  cause. 


It  must  be  remembered  that  the  pain  of  herpes 
zoster  may  precede  and  succeed  the  character- 
istic eruption.  Intercostal  neuritis  produces  a 
similar  type  of  pain. 

Persistent  chest  pain  commonly  is  observed 
following  myocardial  infarction,  and  is  often 
ascribed  to  extension  of  the  infarct  or  to  pul- 
monary embolism.  Radicular  pain  is  frequent 
in  these  circumstances,  but  occasionally  such 
pain  may  be  due  to  inflammation  of  the  muscles 
of  the  chest  from  unknown  cause. (1)  Local 
tenderness  of  the  muscles  is  suggestive  of  this 
lesion. 

Pain  originating  below  the  diaphragm  may 
be  located  in  the  chest.  Acute  cholecystitis,  pan- 
creatitis, ruptured  peptic  ulcer,  or  distention  of 
the  splenic  flexure  of  the  colon  with  gas  may 
produce  symptoms  principally  referable  to  the 
chest,  although  their  true  origin  is  usually  ap- 
parent after  careful  history,  examination  and 
appropriate  laboratory  studies. 

Among  the  commonest  causes  of  chest  pain, 
more  likely  to  be  recurrent  and  mild  than  acute 
and  severe,  is  neurocirculatory  asthenia.  The 
pain  is  usually  precordial  rather  than  substernal, 
and  often  is  localized  to  a small  area.  It  may 
be  a prolonged  dull  ache  or  a sharp  stabbing 
pain  synchronous  with  the  heart  beat.  While  the 
pain  may  occur  during  exertion,  it  usually  per- 
sists long  afterward,  and,  in  fact,  commonly  ap- 
pears after  exertion  is  over.  Anxiety,  hyperventi- 
lation, dizziness,  and  vasomotor  instability  are 
very  frequent  accompanying  manifestations. 

Erroneous  diagnosis  of  such  symptoms  as  of 
cardiac  origin  may  doom  the  patient  to  a life 
of  cardiac  neurotic  invalidism.  Minor  alterations 
of  the  T waves  of  the  electrocardiogram  may  be 
observed  in  anxiety  states  and  must  not  be  mis- 
taken for  the  changes  due  to  coronary  artery 
disease. 

SUMMARY 

Pain  in  the  chest  may  arise  from  many  causes 
of  varying  seriousness.  It  is  of  utmost  importance 
that  the  correct  diagnosis  be  made  quickly  by 
means  of  careful  history-taking,  discerning  phy- 
sical examination,  and  discriminating  selection 
of  appropriate  laboratory  procedures. 
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THE  CLINICAL  USE  OF  QUINIDINE 

By  A.  W.  Gaudielle,  M.D. 
Thomas-Davis  Clinic,  Tucson 


QuINIDINE  is  a vital  drug  in  the  treatment  of 
cardiac  arrhythmias.  Like  many  therapeutic 
agents  that  are  effective  in  serious  disease,  it 
is  also  a dangerous  drug  if  misused. 

Most  practitioners  have  to  rely  upon  the  con- 
clusions of  those  who  have  had  extensive  clini- 
cal and  experimental  experience  with  quinidine. 
However,  conclusions  as  to  the  clinical  use  of 
this  important  drug  have  often  been  contro- 
versial. This  paper  is  an  attempt  to  formulate 
what  I feel  to  be  a eoncise  and  logical  program 
for  the  clinical  use  of  quinidine.  It  is  a com- 
pendium of  the  conclusions  of  many  leading 
workers  in  the  field. 

CLINICAL  PHARMACOLOCY 

The  reader  is  referred  to  an  adequate  text  for 
the  formalized  pharmacology  of  quinidine.  The 
following  are  the  important  clinical  features  that 
are  essential  for  the  effective  use  of  this  drug: 

(1)  Method  of  Action:  There  is  no  evidence, 
contrary  to  the  widely  prevalent  conception,  that 
the  drug  is  a “protoplasmic  poison”  when  used 
in  therapeutic  doses  for  the  treatment  of  cardiac 
arrhythmias.  Like  many  drugs,  the  effectiveness 
of  quinidine  has  been  determined  empirically. 
Only  recently  have  workers  gained  some  in- 
sight into  its  basic  mode  of  action  in  the  tissues. 
It  is  sufficient  to  say  that  it  may  work  by 
depressing  oxidative  metabolism,  or  it  may  in- 
terfere with  processes  requiring  acetylcholine. 
The  exact  method  of  its  action  is  not  yet  known. 

(2)  Cardiac  Effects:  More  is  known  about 
the  clinical  effects  of  quinidine  on  the  heart 
muscle.  It  has  two  basic  actions:  (a)  indirect, 
and  (b)  direct. 

(a)  The  indirect  is  a blocking  action  on  the 
cardiac  vagal  system.  By  this  “vagolytic”  action, 
the  effective  refractory  period  is  increased,  and 
conduction  is  slowed  in  the  auricle.  Also,  the 
sino-atrial  node  is  thus  partially  relieved  from 
vagal  slowing  effects,  and  with  a normal  sinus 
rhythm,  the  pulse  rate  may  increase  under 
therapy.  Likewise,  the  atrioventricular  node  is 
partially  relieved  from  vagal  inhibition,  and 


conduction  of  impulses  tends  to  increase 
through  this  junctional  tissue.  This  accounts  for 
the  often  seen  increase  in  ventricular  rate  when 
an  atrial  arrhythmia  such  as  atrial  flutter  or 
fibrillation  is  being  treated  with  quinidine  alone. 
Under  treatment,  before  the  arrhythmia  is  termi- 
nated, the  degree  of  atrioventricular  block  may 
be  decreased,  and  as  the  atrial  rate  is  slowed 
by  the  direct  action  of  the  drug,  the  ventricles 
may  respond  to  more  impulses  — in  flutter,  for 
example,  in  a 1:1  or  2:1  fashion  from  a pre- 
vious higher  block.  The  resultant  ventricular 
tachycardia  can  be  very  dangerous  to  an  already 
weakened  heart. 

It  is  to  be  recalled  that  digitalis  has  an  op- 
posite effect  by  causing  vagal  stimulation  which 
diminishes  conductivity  or  sets  up  a partial  block 
in  the  atrioventricular  node.  Thus,  it  will  in- 
terfere with  the  production  of  rapid  ventricular 
responses.  This  is  a major  argument  in  favor  of 
previously  digitalizing  patients  who  are  to  be 
treated  with  quinidine  for  atrial  fibrillation  or 
flutter.  However,  overdigitalization  is  to  be 
scrupulously  avoided,  since  this  may  cause 
atrioventricular  block  — and  as  explained  below, 
increase  the  possibility  of  ventricular  standstill 
or  fibrillation  being  caused  by  quinidine. 

The  indirect  vagal  inhibiting  effect  on  the 
heart  does  not  extend  into  the  ventricles,  since 
few  or  no  vagal  fibers  reach  below  the  atrio- 
ventricular node. 

(b)  The  direct  action  of  quinidine  on  atrial 
and  ventricular  myocardial  tissue  also  increases 
the  refractory  period,  slows  conduetion,  and  de- 
creases myocardial  irritability.  It  appears  to 
have  a strong,  quite  selective  action  on  ectopic 
and  tachysystolic  areas  throughout  the  heart,  in 
suppressing  the  firing  of  abnormal  stimuli.  Clini- 
cally, this  is  the  most  important  effect.  It  is  also 
effective  in  abolishing  the  Wolff-Parkinson- 
White  syndrome  by  delaying  conduction  through 
the  bundle  of  Kent.  ( However,  in  this  syndrome 
treatment  is  not  required  unless  paroxysmal 
tachycardia  supervenes. ) Many  myocardial  man- 
ifestations may  occur  during  therapy.  Prolonga- 
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tion  of  the  Q-T  interval,  and  slight  RS-T  abnor- 
malities, an  exaggerated  U-wave  which  fuses 
with  the  preceding  T-wave  are  among  the  ear- 
liest changes  seen  in  the  electrocardiograph. 

Widening  of  the  QRS  due  to  diminished  speed 
of  electric  impulse  conduction  is  an  important 
electrocardiographic  effect.  This  is  usually  due 
to  the  production  of  a bundle  branch  block,  or 
delay  of  stimulation  of  the  free  ventricular  walls 
at  Purkinje’s  network. 

Various  degrees  of  atrioventricular  block  may 
be  produced.  The  drug  may  cause  serious  ven- 
tricular arrhythmias,  and  due  to  suppression  of 
normal  and  idio-ventricular  pacemakers,  cardiac 
standstill. 

Some  of  these  myocardial  changes  may  be 
expected  at  a safe  therapeutic  level,  and  some 
are  serious  toxic  manifestations  that  demand  im- 
mediate cessation  of  therapy.  They  are  discussed 
in  further  detail  below. 

(3)  Systemic  Effects:  Cinchonism  may  occur 
with  tinnitus,  temporary  decrease  in  hearing,  gid- 
diness and  weakness.  This  is  usually  mild  and 
thus  not  serious,  and  if  the  disorder  warrants 
further  therapy,  it  is  not  a contraindication  to 
stop  medication. 

It  may  cause  a feeling  of  generalized  warmth, 
excessive  sweating,  nausea  and  vomiting.  On 
smaller  doses,  the  gastrointestinal  symptoms  may 
be  controlled  by  taking  the  drug  with  food,  or 
changing  to  intramuscular  administrations.  On 
larger  doses  and  higher  plasma  levels,  these 
symptoms  are  due  to  central  nervous  system 
action,  and  will  persist  regardless  of  the  method 
of  administration.  These  side  effects  normally 
are  not  serious,  and  do  not  constitute  an  absolute 
contraindication  to  further  treatment. 

In  instances  of  severe  toxicity,  generalized 
convulsions  may  occur.  This  is  very  rare. 

Another  very  rare  complication  is  severe 
respiratory  depression.  This  is  due  to  central 
action,  and  may  occur  on  small  doses  as  an 
idiosyncrasy,  long  before  significant  myocardial 
effect  has  occurred.  If  such  is  the  case,  artificial 
respiration,  a free  airway,  and  oxygen  are  then 
vital  until  enough  of  the  drug  is  metabolized. 

The  drug  has  a “spasmolytic”  action  on  smooth 
muscle  and  causes  peripheral  vasodilation  and 
hypotension.  This  is  usually  mild  and  incon- 


sequential on  therapeutic  doses  given  by  mouth 
or  intramuscularly.  It  is  most  marked  when  the 
drug  is  given  intravenously,  and  serious  collapse 
can  occur.  The  hypotensive  effect  seen  on  I.  V. 
administration  is  more  directly  related  to  the 
speed  of  injection  rather  than  the  therapeutic 
plasma  level  of  the  drug.  Therefore,  it  should 
be  given  very  slowly  intravenously,  and  (by  any 
route)  adequately  frequent  blood  pressure  de- 
terminations should  be  made  concurrently.  The 
intravenous  route  should  be  used  only  for 
emergency  situations.  If  serious  hypotension 
should  occur,  norepinephrine  given  intravenously 
is  indicated. 

Drug  fever  has  been  reported,  usually  occur- 
ring a few  days  after  beginning  treatment,  or 
after  resuming  therapy  following  a short  period 
of  rest. 

Other  systemic  effects  of  an  allergic  nature 
have  been  reported.  Thrombocytopenia  with 
purpura  is  always  mentioned,  although  it  is  ex- 
tremely rare.  This  can  occur  at  any  time  while 
the  drug  is  being  administered  — on  small  or 
large  doses.  It  is  theorized  in  this  situation  that 
quinidine  acts  as  a haptene,  and  thus  induces 
a state  of  sensitivity.  Antibodies  are  then  formed, 
and  the  shock  tissue  is  the  platelets,  which  ap- 
parently undergo  lysis  in  a very  short  period  of 
time.  This  causes  the  sudden  apearance  of 
purpura;  the  tourniquet  test  becomes  positive; 
and  clot  retraction  is  inhibited. 

Agranulocytosis,  neutropenia  and  aplastic 
anemia  have  also  been  reported,  but  also  are 
very  rare. 

Urticaria  and  a variety  of  allergic  skin  lesions 
may  occur,  likewise  rarely,  and  on  any  dose. 

(4)  Synergistic  Action  of  Other  Drugs:  There 
are  many  drugs  that  fall  into  this  classification. 
The  more  commonly  used  preparations  are: 

Procaine  Amide  ( Pronestyl ) : This  drug  has 
amazingly  similar  pharmacological  properties  in 
all  important  respects.  In  some  urgent  situations, 
if  the  use  of  quinidine  fails,  Pronestyl  will  have 
to  be  tried  with  exactly  the  same  precautions 
and  checks.  They  should  not  be  used  together, 
at  the  same  time. 

Demerol:  Can  markedly  potentiate  the  action 
of  quinidine,  and  dangerously  so,  especially 
if  given  intravenously.  If  narcotics  or  sedatives 
are  required,  I prefer  the  use  of  morphine  or 
barbiturates  during  quinidine  therapy. 
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Papaverine:  Has  many  properties  in  common 
with  quinidine. 

Atropine,  Banthine  and  related  drugs  are  syn- 
ergistic in  respect  to  their  vagal  inhibiting  effect. 

Atahrine:  Reported  to  be  effective  in  the  treat- 
ment of  certain  cardiac  arrhythmias. 

Drugs  of  the  antihistamine  group:  quinidine 
has  some  antihistamine  activity. 

The  first  four  catagories  are  the  most  im- 
portant. I prefer  not  to  use  them  concurrently 
with  quinidine,  especially  when  they  are  used 
intravenously. 

(5)  Absorption,  Route  of  Administration, 
Metabolism  and  Excretion:  (a)  Oral  (Tablets 
0.2  gm.  — .3  grains):  This  is  the  choice  route  of 
administration.  Absorption  from  the  upper  in- 
testinal tract  is  rapid  and  complete.  With  recent 
improved  fluorometric  methods  of  determining 
plasma  levels,  it  has  been  showm  that  after  a 
single  oral  dose,  peak  plasma  levels  occur  in 
about  two  hours,  are  maintained  until  four  hours 
after  administration,  then  decline  rapidly.  The 
tissue  concentrations  are  much  higher  than  the 
plasma  level,  but  are  roughly  parallel  to  it. 

Only  1 to  3 per  cent  of  a given  dose  is  re- 
covered in  the  stools,  and  about  20  per  cent 
is  excreted  in  the  urine.  The  remainder  is 
metabolized  rapidly  in  the  body,  presumably  by 
the  liver.  However,  in  clinical  situations,  chronic 
hepatic  and  renal  disorders  are  not  a contrain- 
dication to  the  use  of  quinidine  if  the  drug  is 
necessary,  since  plasma  levels  in  hepatic  or  renal 
insufficiency  are  not  abnormally  high. 

It  might  be  mentioned  that  in  congestive  heart 
failure,  quinidine  disappears  from  the  blood 
more  slowly,  but  the  levels  are  the  same. 

The  myocardial  effect  of  quinidine  in  general 
parallels  the  plasma  level.  Plasma  level  deter- 
minations have  shown  that  there  is  a homeo- 
static metabolic  mechanism  in  the  body  that 
limits  the  level  on  various  dosage  schedules: 

On  a set  dose  given  every  two  hours,  the  level 
climbs  in  a step-wise  fashion,  but  with  lessening 
peaks  two  hours  after  each  dose  for  five  doses. 
If  the  same  dose  is  continued  beyond  this  num- 
ber, a plateau  occurs  — metabolic  breakdown 
paralleling  the  intake,  and  no  further  increase 
occurring  as  long  as  the  same  doses  are  given. 
To  increase  the  plasma  level  after  the  fifth  or 
sixth  dose  is  given,  one  must  either  increase  the 


dose,  or  give  the  drug  at  more  frequent  intervals, 
or  give  the  drug  in  a “broken”  schedule.  By  this 
last-mentioned  schedule,  after  the  last  (fifth) 
dose  is  given,  the  plasma  levels  decrease  rapidly, 
about  a 40  per  cent  residual  level  of  the  previous 
peak  level  remaining  12  to  18  hours  after  the 
last  dose;  and  a level  near  zero  after  24  hours. 
If  the  same  dose  is  resumed  on  a schedule  every 
two  hours  after  12  to  18  hours’  rest,  a further 
increment  will  occur  with  a higher  peak  level 
after  the  fifth  dosage,  due  to  the  residual  level 
previously  present.  Apparently  by  giving  the 
drug  in  this  “broken”  schedule,  the  homeostatic 
mechanism  is  upset,  and  progressively  higher 
peak  levels  can  be  obtained. 

When  a set  dose  of  the  drug  is  given  every 
4 to  6 hours  around-the-clock,  the  same  mecha- 
nism occurs,  but  the  plasma  peak  level  is  not 
reached  until  2 to  5 days.  After  this  period  there 
will  be  no  further  increase  in  plasma  levels,  un- 
less the  dose  is  increased,  or  the  drug  is  given 
more  frequently. 

These  considerations  become  important  when 
outlining  a course  of  therapy.  For  example,  to 
prevent  premature  contractions,  the  drug  is 
given  four  times  per  day;  if  there  is  no  thera- 
peutic effect  after  five  days,  there  is  little  like- 
lihood of  success  unless  the  dosage  is  increased. 

( b ) Intramuscularly  ( Quinidine  gluconate  so- 
lution or  quinidine  gluconate  0.8  gm./lO  cc. 
propylene  glycol):  After  a single  or  repeated 
doses,  essentially  the  same  plasma  levels  are  ob- 
tained as  with  the  oral  administration,  the  peak 
occurring  earlier,  in  about  one  hour  — but  the 
decline  being  the  same.  Clinically,  the  doses 
are  the  same,  and  interchangeable  with  the  oral 
route.  The  drug  can  be  given  intramuscularly  in 
more  urgent  situations,  or  when  the  patient 
cannot  take  it  by  mouth. 

(c)  Intravenously  (Quinidine  gluconate  solu- 
tion ) : (or  quinidine  lactate ) This  method  is 
recommended  for  use  only  in  emergency  situa- 
tions. It  should  be  given  slowly,  with  very  fre- 
quent blood  pressure  and  electrocardiographic 
checks.  Severe  hypotension  and  peripheral  vascu- 
lar collapse  may  follow,  and  norepinephrine 
should  be  available.  The  peak  level  occurs  in  a 
few  minutes,  and  falls  rapidly  after  5 to  10 
minutes. 

In  the  very  occasional  case,  an  arrhythmia  may 
be  resistant  to  large  doses  given  by  mouth,  but 
respond  to  rather  small  doses  intravenously. 
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Given  by  this  route,  it  is  hazardous  at  best; 
but  it  is  safest  given  as  a slow  drip:  one  ampule 
in  50  to  150  cc.  of  5 per  cent  glucose,  and  al- 
lowed to  drip  slowly,  preferably  at  the  rate  of 
1 cc.  per  minute;  2 cc.  per  minute  in  very  urgent 
situations. 

Constant  auscultation  and  electrocardio- 
graphic checks  (Lead  II  and/or  V-1  usually  suf- 
fice), and  very  frequent  blood  pressure  determi- 
nations should  be  made.  In  this  way  one  can 
stop  the  administration  when  the  desired  effect 
is  seen,  and  there  is  less  danger  of  sudden, 
alarming  side-effects. 

There  are  some  who  feel  this  method  is  ac- 
tually less  hazardous  than  intramuscular  in- 
jections, given  in  the  usual  manner. 

(6)  Plasma  Levels,  Electrocardiographic 
Changes,  and  Toxicity:  Since  quinidine  plasma 
levels  are  not  universally  available,  it  is  useful 
to  remember  significant  clinical  symptoms  and 
cardiographic  changes  that  correlate  fairly  well 
with  the  plasma  level. 

Signs  of  severe  toxicity  usually  do  not  occur 
until  a plasma  level  of  7 to  10  milligrams  per 
liter  is  reached. 

Recent  studies  suggest  that  arrhythmias  stop 
only  at  or  above  certain  plasma  concentrations. 
One  reliable  extensive  study  shows  that  auricular 
fibrillation  converts  at  5 to  7 milhgrams/liter. 

It  is  helpful  to  keep  in  mind  clinical  reflections 
of  the  various  plasma  levels: 

Idiosyncrasies  and  allergic  manifestations  can 
occur  at  any  plasma  level.  Therefore,  it  is  wise 
to  give  a test  dose  of  O.I  gm.,  and  wait  one  hour, 
if  the  situation  is  not  urgent.  If  the  situation  is 
urgent,  therapy  can  be  started  immediately  — 
the  first  dose  serving  as  a test  dose. 

Gastrointestinal  symptoms  are  uncommon  be- 
low a plasma  level  of  4 to  6 gm. /liter,  but  may 
occur  at  this  level.  Usually,  they  are  not  a serious 
indication  to  stop  therapy,  unless  intolerable  to 
the  patient,  or  are  severe.  Very  occasionally 
severe  vomiting  or  diarrhea  after  the  first  dose 
or  few  doses  will  preclude  further  treatment. 

Hypotension  of  a mild  degree,  that  is,  a 10 
to  20  mm.  fall,  is  not  uncommon  on  oral  medi- 
cation. Marked  fall  in  the  blood  pressure  usually 
occurs  on  high  doses  only,  or  on  intravenous 
administration. 


Electrocardiographic  changes  reflect  the  most 
useful  and  dangerous  physiological  effects  of 
the  drug.  A full  tracing  is  essential  before 
therapy  is  started,  for  diagnostic  purposes,  and 
for  later  comparative  use.  After  this.  Lead  II 
and/or  V-I  is  usually  adequate  in  following  the 
course  of  treatment.  During  intravenous  admin- 
istration, the  lead  wires  are  left  attached  and 
frequent  short  tracings  will  usually  sufBce. 

Increase  in  the  Q-T  interval  and  slight  RS-T 
abnormalities  are  the  usual  earliest  changes. 
These  may  occur  at  relatively  low  plasma  levels, 
and  are  not  important  signs  of  toxicity.  Widening 
of  the  QRS  is  important,  and  in  general  a level  of 
7 mg. /liter  is  approached  before  widening  is 
marked.  Occasionally  there  is  no  widening,  even 
at  high  levels.  An  increase  of  the  QRS  by  25 
per  cent  is  considered  within  normal  expecta- 
tions. Above  this  it  is  an  indication  for  consider- 
able caution,  especially  as  a 50  per  cent  increase 
is  approached.  A QRS  increase  of  50  per  cent 
or  above  is  an  indication  to  stop  therapy,  and  if 
necessary  to  try  other  forms  of  therapy. 

Ventricular  arrhythmias  are  considered  a seri- 
ous toxic  change  on  any  dosage  or  schedule,  and 
any  plasma  level.  Occasional  premature  ven- 
tricular contractions  are  not  too  important,  and 
may  be  due  to  the  underlying  heart  disease. 
Frequent  premature  ventricular  contractions, 
short  runs  of  premature  ventricular  contractions, 
or  ventricular  tachycardia  are  an  indication  to 
stop  therapy  or  reduce  the  dosage.  Premature 
ventricular  contractions  occurring  on  the  ter- 
minal downward  limb  of  the  preceding  T-wave 
are  especially  ominous,  and  suggest  that  ven- 
tricular fibrillation  or  asystole  may  be  immi- 
nent. 

On  the  following  dosage  schedules  plasma 
levels  may  be  anticipated: 

(a)  Oral  or  I.  M.:  Quinidine  0.4  gm.  every 
6 to  8 hours  around-the-clock  will  give  a peak 
in  3 to  5 days  of  about  3 to  5 mg. /liter.  Toxic 
effects  are  unlikely  at  this  level.  This  is  a com- 
monly used  dosage  schedule  in  the  treatment  of 
minor  arrhythmias;  that  is,  premature  atrial, 
nodal  and  ventricular  contractions.  It  is  also  a 
useful  schedule  for  maintenance  therapy  after 
an  arrhythmia  is  treated;  in  this  situation,  a 
lower  level  is  sufficient  for  prophylaxis. 

Quinidine  0.2  gm.  every  two  hours  for  five 
doses  will  give  a peak  level  of  about  3 mg./liter 
two  hours  after  the  last  dose,  and  a residual  of 
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1.8  mg./liter  12  to  18  hours  after  the  last  dose. 

After  12  to  18  hours,  quiuidine  0.4  gm.  given 
in  this  same  way  will  give  a peak  of  6 mg./liter, 
and  a residual  of  about  2.5  mg.  A dose  of  0.6 
gm.  given  in  this  fashion  gives  a peak  of  8 to 
9 mg.  with  a residual  of  about  3.9  mg.  The  peak 
level  on  this  schedule  is  a very  effective  one, 
but  approaches  the  level  of  to.xicity. 

(7)  Contraindications:  Lesser  degrees  of 

atrioventricular  block  and  incomplete  bundle 
branch  block  are  relative  contraindications,  but 
very  careful  checks  are  in  order.  Quinidine  is 
not  used  in  the  presence  of  complete  atrioven- 
tricular block.  In  this  circumstance,  even  a single 
small  dose  can  cause  serious  electrocardiographic 
changes,  serious  premature  ventricular  contrac- 
tions, prolonged  ventricular  standstill,  and  runs 
of  ventricular  fibrillation  with  intermittent 
periods  of  ventricular  asystole.  (Essentially  the 
same  holds  true  for  Pronestyl).  The  drug  is  also 
contraindicated  in  overdigitalization,  subacute 
bacterial  endocarditis,  and  complete  bundle 
branch  block.  There  is  one  exception,  however; 
very  occasionally  atrial  tachycardia  may  occur 
with  a bundle  branch  block  being  present.  Under 
the  circumstances  it  may  be  impossible  to  de- 
termine electrocardiographically  whether  one  is 
dealing  with  an  atrial  tachycardia  plus  a bundle 
branch  block,  or  a ventricular  tachycardia.  It  is 
generally  felt  that  quinidine  is  the  safer  drug 
to  use  in  this  instance,  rather  than  digitalis. 

The  drug  is  not  used  to  treat  sinus  tachycardia. 

Quinidine  is  probably  contraindicated  in  large 
doses  during  pregnancy. 

USES  IN  ARRHYTHMIAS 

Quinidine  in  the  Treatment  of  Speeific  Arrhy- 
thmias: Generally  in  the  treatment  of  cardiac 
arrhythmias,  emergency  measures  are  rarely 
needed  if  the  case  is  seen  early.  An  exception 
occurs  in  ventricular  tachycardia,  in  which  in- 
stance there  is  usually  serious  underlying  heart 
disease,  and  rapid  control  of  the  ventricular  rate 
of  the  arrhythmia  is  indicated. 

Quinidine  should  be  used  only  when  the 
diagnosis  is  certain.  This  invariably  requires  elec- 
trocardiographic confirmation. 

( 1 ) Premature  contractions:  Premature  atrial, 
nodal  or  ventricular  contractions  usually  do  not 
require  specific  therapy.  If  the  arrhythmia  is 
excessively  disturbing  to  the  patient,  and  the 


underlying  cause  cannot  be  found  or  cannot 
be  eliminated,  quinidine  can  be  tried.  One  can 
start  with  a small  dose,  as  0.2  gm.  every  8 
hours,  three  times  per  day;  and  increase  the 
dosage  to  0.4  gm.  every  6 to  8 hours  after  3 to 
5 days  if  there  is  no  effect  from  the  lower  dosage. 

If  the  arrhythmia  occurs  or  tends  to  be  bother- 
some only  at  a certain  time  of  the  day,  or  under 
a known  emotional  or  other  circumstance,  a 
single  similar  small  dose  about  two  hours  before 
the  usual  onset  will  often  suffice.  Premature  ven- 
tricular contractions  are  common  in  congestive 
heart  failure,  and  in  this  instance  control  of  the 
failure  by  the  usual  means  is  usually  effective. 
Premature  ventricular  contractions  occurring 
persistently  during  a fresh  myocardial  infarction 
may  herald  the  onset  of  a serious  ventricular 
arrhythmia,  and  should  be  treated  with  quini- 
dine. Quinidine  0.2  gm.  every  6 hours  can  first 
be  used.  If  this  does  not  rapidly  control  the 
arrhythmia,  the  dose  should  be  increased  to  0.4 
gm.  every  6 hours  around-the-clock.  The  drug 
should  not  be  given  prophylactically  during  in- 
farction if  premature  contractions  do  not  occur. 

Sedation  is  a helpful  adjunct  in  controlling 
premature  contractions,  and  may  aid  in  decreas- 
ing the  total  amount  of  quinidine  required. 

Often  the  episodes  of  premature  contractions 
will  be  absent  for  long  periods,  and  recur  fre- 
quently at  other  times.  Onee  the  episodes  are 
well  controlled,  the  drug  is  eliminated  for  longer 
or  shorter  periods  of  time,  and  resumed  as 
needed. 

(2)  Paroxysmal  supraventricular  tachycardia: 

As  a general  rule,  the  seriousness  of  hemody- 
namic defect  of  any  paroxysmal  or  permanent 
arrhythmia  is  reflected  in  the  degree  of  increase 
of  the  ventricular  rate  above  normal.  Often  the 
immediate  desirable  effect  is  not  to  dramatically 
convert  the  arrhythmia,  but  to  first  control  the 
ventricular  rate. 

Paroxysmal  atrial  tachyeardia  is  often  benign, 
especially  in  the  young  or  middle-aged  with  a 1 
normal  heart.  The  usual  methods  of  meehanical 
vagal  stimulation  are  first  adequately  tried.  If 
this  is  unsuccessful,  a rapid-acting  barbiturate  to 
put  the  patient  to  sleep  is  often  suceessful. 
Quinidine  in  a single  0.4  gm.  (6  grains)  dose 
with  the  usual  soporifie  dose  of  a barbiturate 
will  convert  a high  percentage  in  2 to  3 hours. 
This  can  easily  be  self-administered,  and  is  ad- 
vantageous in  those  with  recurring  episodes.  If 
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episodes  recur  very  frequently,  maintenance 
therapy  with  quinidine  is  indicated  as  described 
under  “Atrial  Fibrillation.” 

Many  clinicians  prefer  the  use  of  a rapid- 
acting digitalis  preparation  I.  V.  or  I.  M.  (such 
as  ouabain).  This  therapy  is  best  used  in  the 
elderly  patient;  or  when  the  above  fails;  or  if 
the  rate  is  very  rapid  so  as  to  cause  angina,  con- 
gestive heart  failure,  or  shock.  (If  given  I.  V., 
it  should  be  given  slowly  with  due  respect  to 
the  potency  of  the  drug.)  Shock  thus  occurring 
should  be  concomitantly  treated  with  norepine- 
phrine. Vagal  stimulation  (such  as  carotid  mas- 
sage) may  be  successful  following  such  therapy, 
if  the  digitalis  alone  is  not  shortly  effective. 

In  those  in  whom  attacks  occur  very  fre- 
quently, especially  in  the  elderly,  and  in  whom 
digitalis  therapy  is  successful,  digitalization  and 
maintenance  on  daily  rations  of  digitalis  is  of 
great  value. 

If  digitalis  or  a single  quinidine  dose  is  not 
successful,  larger  doses  of  quinidine  are  tried, 
i.e.,  0.4  gm.  is  given  very  2 hours  up  to  five 
doses.  A short  EGG  tracing  of  Lead  II  and/or 
VI  is  taken  before  each  dose,  and  the  blood  pres- 
sure is  recorded.  In  the  rare  case,  a second  simi- 
lar course  may  be  needed  using  0.6  gm.  each 
dose,  with  the  realization  that  toxicity  may  be 
manifest. 

In  the  elderly  patient  with  a very  fast  rate, 
some  feel  the  emergency  to  be  acute  enough 
to  warrant  giving  digitalis  and  quinidine  simul- 
taneously intramuscularly. 

In  the  infant,  paroxysmal  atrial  tachycardia  is 
serious,  and  I.  V.  digitalis  is  the  treatment  of 
choice  in  these  cases  when  critical.  I might  add 
that  quinidine  has  been  used  in  various  arrhy- 
thmias in  infants  and  children,  and  may  be 
calculated  on  the  basis  of  3 mg./pound  body- 
weight,  orally  or  I.  M.  every  two  hours,  as  in 
the  adult  case. 

Some  cardiologists  feel  that  paroxysmal  nodal 
tachycardia  is  relatively  resistant  to  digitalis 
therapy.  These  maintain  that  quinidine  is  much 
more  effective  in  this  instance.  The  majority 
feel  that  supraventricular  tachycardias,  atrial  and 
nodal,  can  be  treated  in  the  same  way. 

As  a final  caution,  I would  mention  that  digi- 
talis toxicity  can  cause  atrial  tachycardia  with 
atrioventricular  block  of  various  degress  (often 
2:1).  Here  the  atrial  rate  usually  increases  slow- 


ly with  block  developing  as  the  rate  increases. 
In  this  case,  quinidine  is  contraindicated,  and 
potassium  is  the  drug  of  choice. 

(3)  Paroxysmal  ventricular  tachycardia:  This 
is  usually  seen  in  the  diseased  heart,  and  is  so 
often  fatal  as  to  require  immediate  specific 
therapy.  Supportive  treatment  is  essential  if  the 
patient  is  in  failure,  or  shock:  that  is,  oxygen, 
or  vasopressor  agents  — as  the  case  may  be. 

Many  cardiologists  prefer  intravenous  or  in- 
tramuscular procaine  amide  if  the  situation  is 
urgent.  There  is  no  real  evidence  that  it  is  abso- 
lutely more  effective  than  quinidine. 

It  is  to  be  remembered  that  a “kill-or-cure” 
attitude  is  not  justified  in  the  use  of  quinidine. 

If  quinidine  is  decided  upon,  and  the  situa- 
tion is  not  very  urgent,  the  oral  (preferred)  or 
I.  M.  route  is  used.  It  can  be  given  as  follows: 

1.0.2  gram  for  the  first  dose  (test);  0.4  gram 
in  one  hour;  0.6  gram  four  hours  later;  0.8  gram 
four  hours  afterward,  etc.,  increasing  each  suc- 
cessive dose  by  0.2  gram  until  the  arrhythmia 
is  converted,  or  a single  dose  of  2.0  gram  is 
reached.  Larger  single  doses  have  been  used, 
but  toxic  reactions  are  much  more  likely.  A 
short  EGG  tracing,  blood  pressure,  etc.,  is  re- 
corded before  each  dose  is  given,  and  therapy 
is  stopped  at  any  point  if  serious  toxicity  occurs, 
or  2.  0.4  gram  every  two  hours  for  a total  of 
six  doses  with  EGG  and  the  usual  checks  before 
each  dose.  An  alterate  of  this  method  which  will 
give  a slightly  higher  plasma  level  is:  0.4  gram 
every  two  hours  for  three  doses  with  the  usual 
precautions,  followed  by  0.6  gram  every  two 
hours  for  three  more  doses.  Occasionally,  a 
course  of  0.6  gram  every  two  hours  is  given 
from  the  start  if  the  case  is  more  serious. 

On  either  plan,  therapy  is  discontinued  at  any 
point  when  conversion  occurs.  Maintenance 
therapy  should  then  be  continued. 

Parenteral  quinidine  is  preferably  given  I.M., 
and  is  usually  adequate  even  when  failure  is 
appearing. 

If  these  fail,  procaine  amide  can  be  tried  with 
exactly  the  same  precautions. 

Intravenous  quinidine  has  been  used  suc- 
cessfully, but  is  recommended  only  in  the  most 
urgent  situations.  It  should  be  given  by  a slow 
I.V.  drip,  as  described  above. 

It  is  to  be  remembered  that  during  quinidine 
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therapy  in  this  arrhythmia,  the  ventricular  rate 
must  be  watched  closely.  As  treatment  progress- 
es, the  ventricular  rate  may  slowly  diminish.  Con- 
version tends  to  occur  at  rates  below  140.  Very 
occasionally,  rates  of  120  to  110,  or  even  60  to 
70/minute,  will  be  seen  without  evidence  of 
auricular  activity.  This  signifies  that  the  normal 
pacemaker  has  been  suppressed  by  the  tachy- 
cardia or  the  drug.  If  such  is  the  case,  further 
administration  at  similar  or  increasing  doses  may 
depress  the  ectopic  pacemaker  progressively  and 
leave  the  heart  with  no  pacemaker  at  all.  In 
such  an  instance,  reduction  of  the  dosage  or 
lengthening  of  the  time  between  doses  is  indi- 
cated, and  the  drug  continued  to  maintain  a 
relatively  slow  ventricular  rate,  at  about  90  to 
100.  This  will  keep  the  patient  out  of  danger, 
and  frequently  at  the  lower  ventricular  rate,  and 
with  supportive  therapy  as  indicated,  the  normal 
pacemaker  activity  will  be  resumed  and  con- 
version occur. 

Fortunately,  such  a situation  is  rare,  since  the 
action  of  quinidine  is  usually  selective  on  the 
ectopic  pacemaker,  and  the  normal  pacemaker 
takes  over  quite  suddenly. 

After  conversion,  maintenance  therapy  is  in- 
dicated. 

Since  the  arrhythmia  is  a serious  one,  when 
the  probability  of  an  attrack  is  evident  (that  is, 
frequent  premature  ventricular  contractions,  or 
short  runs  of  ventricular  tachycardia),  prophy- 
latic  therapy  should  be  started. 

(4)  Atrial  (auricular)  Flutter:  Quinidine  can 
be  used  first  in  this  instance,  only  with  acute 
onset,  if  the  heart  appears  not  to  be  seriously 
diseased,  and  failure  is  not  present  — and 
preferably  in  the  young  or  middle-aged.  The 
attack  can  be  treated  as  the  paroxysmal  tachy- 
cardias. If  during  therapy  the  ventricular  rate 
increases  suddenly  and  endangers  the  patient, 
rapid  digitalization  is  indicated.  If  the  parox- 
ysmal attack  is  easily  converted  but  tends  to 
recur,  maintenance  therapy  is  used. 

If  the  flutter  is  chronic,  failure  occurs,  or  the 
initial  ventricular  rate  is  high;  if  angina  or  shock 
is  present,  or  if  the  patient  is  elderly,  digitalis 
is  the  drug  of  choice.  This  will  control  the  ven- 
tricular rate  (occasionally  a normal  sinus  rhy- 
thm will  occur),  and  can  thus  be  maintained. 
Often  on  digitalis,  atrial  fibrillation  will  ensue 
and  conversion  by  quinidine  may  be  considered 


as  below. 

(5)  Atrial  (auricular)  fibrillation:  Since  World 
War  II,  there  has  been  much  renewed  interest 
in  the  conversion  of  this  arrhythmia  to  a normal 
sinus  rhythm.  There  is  still  wide  divergence  of 
opinion  as  to  the  advisability  of  converting  those 
with  long  established  fibrillation. 

Conversion  is  not  considered  in  the  elderly 
patient  with  a severely  diseased  heart;  in  the 
patient  with  a greatly  enlarged  heart;  severe 
mitral  stenosis  with  a greatly  enlarged  left 
auricle;  auricular  fibrillation  which  has  relieved 
angina  pectoris;  thyrotoxicosis;  conduction  de- 
fects as  above-mentioned;  congestive  heart  fail- 
ure; and  over-digitalization. 

The  chief  advantages  of  conversion  of  auri- 
cular fibrilliation  are: 

(a)  A demonstrated  increase  of  cardiac  out- 
put of  20  to  40  per  cent  after  conversion  in  the 
heart  which  has  compensated  maximally  while 
fibrillating.  This  is  usually  attended  by  clinical 
improvement,  increased  exercise  tolerance,  etc. 

(b)  The  decreased  risk  of  sudden  death 
placed  at  2.5  to  4.0  per  cent  or  higher,  while 
fibrillating. 

The  much  stated  risk  of  sudden  embolization 
at  the  time  of  conversion  has  probably  been 
over-emphasized  with  present-day  selection  of 
patients,  and  careful  use  of  the  drug. 

There  is  increasing  prevailing  opinion  in  favor 
of  conversion  when  the  fibrillation  is  of  recent 
onset,  especially  if  there  is  no  evidence  of  cardiac 
disease. 

Use  of  the  drug  is  also  being  favored  in  acute 
or  established  fibrillation  regardless  of  duration, 
if  there  is  no  significant  heart  impairment;  and 
if  no  other  contraindication  as  mentioned  pre- 
viously exists. 

A third  situation  which  favors  consideration 
for  conversion  are  those  patients  who  have  re- 
peated emboli.  In  this  instance,  the  death  rate 
from  sudden  embolization  is  very  high,  or  perma- 
nent disability  — for  example,  hemiplegia  — is 
common.  Conversion  will  tend  to  prevent  further 
tlrrombus  formation  and  subsequent  emboliza- 
tion. The  risk  of  embolization  at  the  time  of  con- 
version is  I per  cent  or  less. 

Conversion  is  also  attempted  in  the  patient 
with  adequately  treated  and  controlled  thyrotoxi- 
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cosis  in  whom  auricular  fibrillation  persists. 

Another  indication  for  conversion  is  postcom- 
missurotomy fibrillation.  Frequently,  in  the  first 
7 to  10  days  postoperative  period  of  mitral  com- 
missiuotomy,  atrial  fibrillation  will  occur.  Many 
will  revert  to  normal,  spontaneously.  Therefore, 
in  this  situation  conversion  would  preferably  not 
be  attempted  until  10  to  14  days  postoperatively. 

Very  rarely  a situation  may  oecur  in  which 
the  acute  onset  of  fibrillation,  or  for  that  matter 
flutter,  may  cause  shock.  Rapid  digitalization  is 
then  indicated;  but  in  the  very  occasional  case, 
the  ventricular  rate  may  not  be  controlled.  The 
situation  is  then  urgent  and  conversion  should 
be  attempted. 

Rarely,  atrial  fibrillation  may  not  be  con- 
trollable by  digitalis  if  the  bundle  of  Kent  or 
Wolff-Parkinson-White’s  syndrome  is  operating. 
Quinidine  may  be  used  to  advantage  in  this 
problem. 

A rare  patient  may  be  so  disabled  by  the 
palpitation  alone  produced  by  the  fibrillation, 
though  otherwise  adequately  controlled,  that 
conversion  may  be  attempted. 

One  last  indication  for  attempt  at  conversion 
is  the  rare  patient  with  intractable  failure  due 
to  severe  heart  damage,  in  whom  maximum 
treatment  has  failed  to  further  benefit  the  con- 
dition. Here  it  may  be  attempted  to  prolong  life 
and  promote  comfort,  but  with  considerable 
risk.  The  percentage  of  conversions  in  these  in- 
stances is  low,  and  it  is  difficult  to  maintain 
a sinus  rhythm. 

Successful  conversion  in  a large  group  of 
seleeted  patients  might  be  expected  to  run  80  to 
85  per  cent.  In  mitral  stenosis,  the  percentage 
runs  around  50  per  cent,  and  these  cases  are 
more  difficult  to  maintain  in  sinus  rhythm. 

There  is  still  controversy  over  whether  digitalis 
and  quinidine  should  be  used  simultaneously,  at 
all.  In  the  occasional  young  patient  especially 
with  acute  or  paroxysmal  fibrillation,  with  a 
sound  heart,  conversion  may  be  attempted  with- 
out prior  digitalization.  In  the  majority,  I feel 
careful  digitalization  is  indicated  to  control  the 
ventricular  rate  before  quinidine  is  used.  The 
person  is  continued  on  daily  ration  maintenance 
digitalis  during  quinidine  therapy. 

All  other  means  to  obtain  adequate  eompen- 
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sation  are  also  used  prior  to  quinidine  therapy 
and  continued  as  indicated.  The  patient  should 
be  afebrile,  and  any  other  serious  illness  evalu- 
ated. Freedom  from  apprehension  is  very  im- 
portant, and  moderate  barbiturate  sedation  is 
very  helpful.  All  conversions  should  be  at- 
tempted only  in  bed  in  the  hospital,  and  with 
check-ECG  readily  available. 

Method:  A test  dose  is  given  the  evening  be- 
fore. The  following  morning,  a full  EGG  tracing 
is  obtained,  and  blood  pressure,  apical  rate  and 
pulse  rate  are  recorded.  The  first  dose  is  given 
conveniently  at  about  8 a.m.,  and  the  same  dose 
is  repeated  every  two  hours  for  a total  of  five 
doses,  the  last  at  4 p.m.  The  blood  pressure, 
apieal  rate,  and  pulse  rate  are  recorded  before 
each  dose.  If  at  any  time  during  the  therapy  the 
rhythm  becomes  regular,  or  any  remarkable 
change  occurs,  the  EGG  tracing  is  made  im- 
mediately (Lead  II  and/or  V-I  usually  suffice). 
A moderate  dose  of  a sleeping  preparation  can 
be  given  at  bedtime.  The  following  morning, 
and  each  morning  of  therapy,  an  EGG  ( Lead  II 
and/or  V-1)  is  done  and  evaluated  for  evidence 
of  toxicity,  rhythm,  etc.,  before  the  therapy  is 
again  resumed  in  the  same  fashion,  with  the 
same  observations  before  each  dose  as  men- 
tioned above.  This  is  repeated  each  day  as  the 
therapy  is  continued. 

Dosage:  In  elderly  patients,  or  in  those  whom 
it  is  thought  conversion  may  occur  easily,  0.2 
gm.  of  quinidine  is  administered  every  two 
hours,  but  is  not  likely  to  be  effective.  This  may 
be  repeated  on  the  second  day  with  a resulting 
higher  blood  level.  If  conversion  has  not  yet 
occurred,  0.4  gm.  is  given  every  two  hours  the 
following  day,  and  repeated  on  the  fourth  day. 
Ry  this  time,  one  will  be  reaching  the  level  at 
which  conversion  will  usually  occur.  If  con- 
version has  still  not  occurred,  and  there  are  no 
signs  of  severe  toxicity,  0.6  gm.  can  be  given 
on  the  fifth  day.  On  the  0.4  gm.  schedule,  many 
will  convert.  On  the  0.6  gm.  schedule,  the  ma- 
jority who  are  able  to  do  so  will  convert  (esti- 
mate 80  to  90  per  cent,  in  one  large  series). 

If  there  is  still  no  conversion,  the  0.6  gm.  dose 
is  repeated  each  day  in  the  same  fashion  for  a 
total  of  three  days.  After  this  period  of  treat- 
ment, if  conversion  has  not  occurred,  there  is 
little  likelihood  of  success.  However,  if  there 
is  no  evidence  of  serious  toxicity,  prolonged 
QRS,  premature  ventricular  contractions,  severe 
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nausea,  vomiting,  diarrhea,  hypotension,  etc.,  and 
if  conversion  is  urgently  required,  0.8  gm.  every 
two  hours  can  be  tried,  but  must  be  used  with 
considerable  caution.  If  plasma  levels  are  avail- 
able, and  are  still  low  owing  to  poor  absorp- 
tion, intramuscular  administration  or  larger  oral 
doses  may  be  used.  On  these  doses,  it  is  wise 
to  get  a short  EGG  tracing  preceding  each  dose. 
Individual  dosages  as  high  as  1.0  gm.  and  1.2 
gm.  have  been  used  in  exceptional  circumstances, 
and  usually  with  plasma  level  determinations. 

Some  prefer  to  increase  the  dosage  to  0.4  gm. 
on  the  second  day  and  third  day;  or  to  start 
with  0.4  gm.  every  two  hours  on  the  first  and 
second  day,  and  increase  to  0.6  gm.  on  the  third 
day.  This  will  give  a higher  plasma  level  quicker. 
Again,  conversion  will  usually  occur  on  the  0.6 
gm.  dosage. 

A useful  electrocardiographic  guide  during 
therapy  is  the  often-seen  gradual,  progressive 
decrease  in  the  atrial  rate,  with  the  appearance 
of  what  appear  to  be  atrial  flutter  waves.  It  has 
been  noticed  that  often  conversion  is  nearly 
achieved  when  the  atrial  rate  falls  to  250  or 
lower,  and  continued  treatment  is  usually  suc- 
cessful. If  conversion  has  not  occurred  before  the 
atrial  rate  of  150  is  reached,  evidence  of  serious 
toxicity  as  described  above  is  usually  seen  and 
quinidine  is  stopped.  Occasionally,  such  a pa- 
tient may  convert  during  the  night  if  a moderate 
dose  of  barbiturate  is  given  at  bedtime. 

If  for  any  reason  the  course  of  therapy  is 
stopped  and  another  attempt  is  considered,  the 
drug  should  be  stopped  for  the  intervening  day 
to  allow  the  plasma  level  to  fall  to  zero. 

After  conversion,  maintenance  therapy  is 
started  six  hours  after  the  last  effective  dose  of 
the  therapeutic  regime,  or  slightly  later  if  the 
P-R  is  prolonged  directly  after  conversion.  Those 
converted  after  acute  fibrillation  with  no  evi- 
dence of  heart  disease  are  maintained  for  four 
weeks,  then  gradually  reduced  over  two  weeks, 
and  finally  omitted.  Gonversion  after  chronic 
fibrillation  or  with  significant  heart  disease  must 
be  maintained  indefinitely.  Those  who  require 
small  doses  to  convert  can  be  maintained  on 
0.2  gm.  every  six  hours  around-the-clock.  A 
schedule  of  0.4  every  eight  hours  — or  every 
six  hours  — is  a more  desirable  dose  and  will 
maintain  the  majority. 

If  for  any  reason  fibrillation  recurs,  recon- 


version may  again  be  attempted,  and  most  will 
reconvert  on  the  same  dosage  that  was  suc- 
cessful previously.  Slightly  larger  maintenance 
doses  may  then  be  indicated. 

In  conclusion,  it  is  apropos  to  mention  the 
treatment  of  serious  quinidine  reaction. 

There  is  no  specific  antidote  to  quinidine,  a 
fact  which  dictates  careful  control  of  dosage,  and 
checks. 

If  the  unfortunate  situation  does  appear,  treat- 
ment is  aimed  primarily  at  tiding  the  patient 
over  until  the  metabolic  breakdown  of  the  drug 
has  occurred. 

If  sudden  depression  of  the  heart  occurs,  it  is 
usually  due  to  cardiac  arrest,  or  ventricular 
fibrillation. 

Gardiac  massage  is  the  best  emergency  treat- 
ment for  cardiac  arrest,  but  usually  such  acci- 
dents occur  where  and  when  there  are  no  fa- 
cilities for  adequate,  immediate  treatment.  In 
this  case,  intracardiac  epinephrine  has  been 
suggested  as  the  only  possible  treatment  in  most 
cases.  Gardiac  arrest  and  ventricular  fibrillation 
are  impossible  to  differentiate  with  the  stetho- 
scope, and  epinephrine  would  be  contraindicated 
in  fibrillation.  But  one  must  make  the  proverbial 
best  of  a bad  situation,  and  if  massage  or  elec- 
trical defibrillation  is  not  immediately  available, 
the  chances  are  thus  a little  better  to  treat  with 
epinephrine. 
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SURVEY  OF  HUMAN  ALLERGY  TO  NORTH  AMERICAN 

SNAKE  VENOMS 

By  Henry  M.  Parrish,  M.D.,  M.P.H.* 

New  Haven,  Connecticut 


M ANY  animal  proteins  are  known  which  pro- 
duce allergy  in  humans.  Horse  serum  used  in 
manufacturing  biologicals  may  produce  serum 
sickness  and  anaphylaxis  in  man.  Deaths  have 
resulted  from  allergy  produced  by  the  bites  of 
ants  and  spiders,  and  the  stings  of  bees,  wasps, 
and  yellow  jackets. (1)  Some  authors  have  sug- 
gested that  occasional  deaths  from  snake  venom 
poisoning  are  due  to  allergy,  but  a search  of 
available  literature  reveals  only  four  cases  in 
which  allergy  to  the  venom  of  North  American 
snakes  have  been  confirmed.  Zozaya  and  Stadel- 
man,(2)  using  scratch  tests,  demonstrated  allergy 
to  snake  venom  in  a male  who  had  been  in- 
jected with  several  kinds  of  venom  for  experi- 
mental purposes  and  later  developed  coryza  and 
sneezing  when  working  around  dried  snake 
venom.  Lounsberry(3)  reported  a patient  who 
developed  anaphylaxis  and  a generalized  derma- 
titis when  bitten  by  a rattlesnake.  He  attributed 
this  allergy  to  a previous  snakebite  which  had 
rendered  the  patient  hypersensitive  to  the 
venom.  Recently  Parrish  et  ah, (4)  reported  two 
additional  cases  of  hypersensitivity  to  North 
American  pit  viper  venom  which  were  confirmed 
by  scratch  tests. 

Since  snake  venom  is  a complex  organic  sub- 
stance comprised  chiefly  of  proteins,  there  is 
the  possibility  of  developing  hypersensitivity  to 
it.  The  purpose  of  this  study  was  to  determine 
how  frequently  venom  allergy  develops  in  per- 
sons who  have  been  previously  bitten  one  or 
more  times  by  pit  vipers. 

MATERIALS  AND  METHODS 

The  30  patients,  with  a history  of  previous 
poisionous  snakebite,  who  were  tested  in  this 
study,  live  in  Florida.  The  majority,  16,  of  them 
are  professional  herpetologists,  reptile  exhibit 

"Fellow  in  Epidemiology,  Department  of  Public  Health,  and 
Physician,  Department  of  University  Health,  Yale  University, 
New  Haven,  Conn. 


lecturers,  or  amateur  snake  collectors.  The  re- 
maining patients  have  various  occupations  and 
were  traced  from  hospital  records.  The  poison- 
ous snake  responsible  for  the  envenomation  in 
25  patients  was  definitely  identified;  the  remain- 
ing five  patients  had  clear-cut  signs  and  symp- 
toms of  pit  viper  envenomation,  although  the 
offending  reptile  was  not  identified.  With  the 
exception  of  one  Negro,  all  of  the  patients  were 
white.  There  were  28  male  and  two  female 
patients.  Each  patient  was  carefully  interviewed 
by  the  author  to  elicit  a history  of  envenomation. 
Hospital  records  were  used  in  most  instances 
to  confirm  the  history  and  physical  findings. 
Several  other  patients  were  interviewed  who 
gave  a history  of  poisonous  snakebite  without 
accompanying  symptoms  of  envenomation:  they 
were  not  included  in  this  survey.  Is  it  possible 
for  a poisonous  snake  to  bite  a person  without 
injecting  enough  venom  to  produce  clinical 
symptoms.  Only  patients  with  confirmed  North 
American  pit  viper  venom  poisoning  were 
studied.  Thirteen  of  the  patients  had  experi- 
enced two  or  more  episodes  of  envenomation 
and  17  patients  had  only  one  previous  enveno- 
mation. 

Scratch  tests,  using  fresh  undiluted  cotton- 
mouth  moccasin  (Agkistrodon  piscivorus)  and 
Eastern  diamondback  rattlesnake  (Crotalus  ada- 
manteus)  venoms,  were  performed  on  all  the 
patients.  In  my  experience,  scratch  tests  are 
more  reliable  than  patch  tests  for  detecting 
hypersensitivity  to  snake  venoms.  Intracutaneous 
tests  were  not  employed,  since  snake  venoms 
contain  many  pathogenic  bacteria  — especially, 
enteric  and  gram  negative  organisms. (5)  It 
seemed  unwise  to  expose  these  patients  to  the 
possibility  of  an  infection  by  using  intracutane- 
ous injections  of  venom.  Fresh,  undiluted 
venoms,  instead  of  diluted  solutions  of  crystal- 
line venom,  were  employed,  since  fresh  venom 
would  more  closely  simulate  actual  envenoma- 
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tion  in  nature.  Crotalus  adanuinteus  and  Agkis- 
trodon  piscivorus  venoms  were  selected  because 
they  are  representative  of  pit  viper  venoms.  The 
venoms  were  obtained  from  Ross  Allen’s  Reptile 
Institute,  Silver  Springs,  Fla. 

The  technique  used  for  the  scratch  tests  was 
to  clean  the  inner  aspect  of  both  the  patient’s 
forearms  with  an  alcohol  sponge,  and  make 
superficial  4-6  mm.  long  scratches  with  a Num- 
ber 11  Rard-Parker  scalpel  blade.  Cottonmouth 
moccasin  venom  was  applied  to  one  forearm  and 
rattlesnake  venom  was  applied  to  the  opposite 
forearm  by  dipping  a toothpick  in  the  venom 
and  painting  the  scratch  lengthwise.  Less  than 
a drop  of  venom  was  used  on  each  scratch.  The 
tests  were  read  20  minutes  later.  Twenty  normal 
adult  subjects  with  no  previous  history  of  snake- 
bite or  e.xposure  to  venom  were  also  scratch 
tested  to  serve  as  a control  group. 

If  a patient  demonstrated  a positive  reaction 
to  the  scratch  tests,  additional  positive  evidence 
of  allergy  was  obtained  by  means  of  a modified 
Praustniz-Kustner  test  of  local  passive  transfer 
of  hypersensitivity.  A modification  of  the  tech- 
nique described  by  Kolmer  et  al.,(6)  was  used, 
briefly,  0.1  cc.  of  the  patient’s  serum  was  in- 
jected intradermally  into  the  forearm  of  a con- 
trol subject,  and  24  hours  later  scratch  tests  were 
performed  over  the  injected  area. 

RESULTS 

Scratch  tests  were  performed  on  50  persons  — 
30  with  a histoiy  of  one  or  more  previous  pit 
viper  envenomations,  and  20  normal  patients 
with  no  history  of  exposure  to  venom.  No  serious 
eomplications  or  ill  effects  were  noted  as  a 
result  of  these  tests.  The  wounds  all  healed  in  a 
normal  fashion  with  no  evidence  of  infection. 

None  of  the  control  subjects  exhibited  signs 
of  hypersensitivity;  however,  the  venoms  did  pro- 
duce a certain  amount  of  irritation.  There  was 
a wide  variation  in  the  individual  responses  to 
the  venoms.  The  response  most  often  observed 
was  a small  wheal  (without  the  presence  of 
pseudopods)  measuring  about  7 x 10  mm.  sur- 
rounding the  scrateh.  This  wheal,  in  turn,  was 
usually  surrounded  by  an  area  of  erythema 
measuring  approximately  10  x 13  mm.  (See  Fig. 
1-A  for  the  usual  response  in  the  control  sub- 
jects.) The  20  control  subjects  reacted  in  one  of 
four  ways : ( 1 ) seven  had  a wheal  with  a large 


surrounding  area  of  erythema  produced  by  moc- 
casin venom,  but  only  a wheal  produced  by 
rattlesnake  venom;  (2)  six  had  a wheal  and  a 
large  surrounding  area  of  erythema  produced 
by  both  venoms;  (3)  six  had  only  a wheal  with 
little  or  no  surrounding  erythema  produced  by 
both  venoms;  and  (4)  one  had  a wheal  with  a 
large  area  of  surrounding  erythema  produced  by 
rattlesnake  venom,  but  only  a wheal  produced  by 
moecasin  venom. 

With  the  exception  of  seven  patients  who 
demonstrated  allergy  to  venom,  the  response  of 
the  patients  with  previous  envenomations  were 
similar  to  those  of  the  control  subjects.  (See 
Table  I for  a comparison  of  the  results  of  the 
scratch  tests  in  the  control  subjects  with  those 
of  the  snakebitten  patients. ) These  different 
types  of  response  to  venom  cannot  be  attributed 
to  inconsistency  in  technique,  since  the  author 
carefully  perfonned  all  of  the  scrateh  tests  him- 
self. 

Three  patients  with  one  previous  envenoma- 
tion  and  four  patients  with  two  or  more  en- 
venomations showed  signs  of  hypersensitivity  to 
pit  viper  venom.  Of  the  hypersensitive  patients 
with  multiple  envenomations,  one  had  12 
poisonous  snakebites,  one  had  six  bites,  one  had 
four  bites,  and  one  had  two  bites.  In  general, 
the  scrateh  tests  of  allergic  patients  showed 
larger  wheals  with  pseudopods  and  more  exten- 
sive surrounding  erythema  than  those  of  the  eon- 
trol  subjects  and  non-allergic  patients  with  a 
history  of  envenomation.  The  presence  of  a 
wheal  with  pseudopods  was  the  criterion  for 
diagnosing  allergy. 

Each  patient  with  a positive  scratch  test  was 
also  given  a modified  Praustniz-Kustner  test  of 
local  passive  transfer  of  hypersensitivity.  All  of 
the  Praustniz-Kustner  tests  were  positive.  The 
areas  on  the  forearms  of  the  control  subjects 
which  were  injected  with  0.1  cc.  of  serum  from 
the  allergie  patients  and  tested  24  hours  later 
exhibited  large  wheals  with  pseudopods  and 
extensive  surrounding  erythema.  These  reactions 
were  entirely  different  from  the  control  venom 
responses  on  their  opposite  forearms.  The  re- 
sponses to  venom  after  the  serum  injeetions  were 
almost  identical  to  the  reactions  of  the  allergic 
patients.  (See  Fig.  1,  A,  R,  and  C for  a com- 
parison of  allergic  with  non-allergic  reactions  to 
scratch  tests.) 
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TABLE  I 

RESPONSES  TO  SCRATCH  TESTS  WITH  SNAKE  VENOM 


PATIENTS 

H>  R 

R > M 

RT-tK 

R> 

AUergp 
M or  R 

TOTAL 

Control 

Subjects 

7 

1 

6 

6 

0 

20 

One  Snakebite 

6 

1 

2 

5 

3 

17 

Hultiple 

Snakebites 

5 

0 

1 

3 

b 

13 

TO^AT- 

18 

2 

9 

111 

7 

So 

R — Rattlesnake  venom 
M — Cottonmouth  moccasin  venom 


MOCCASIN  mCH 
ErytheBa  Scratch 


rattlesnake  tench 


Figure  I.  Responses  to  Scratch  Tests  with  Snake  Venom  (Actual 
Size). 

A.  Original  response  of  control  subject. 

B.  Response  of  same  control  subject  after  injection  of  allergic 
patient’s  serum.  (Prausnitz-Kustner  test) 

C.  Response  of  allergic  patient. 


DISCUSSION 

This  survey  of  allergy  to  pit  viper  venom  in  30 
patients  with  one  or  more  poisonous  snakebites 
showed  seven  patients  were  allergic.  The  in- 
cidence of  allergy  was  not  significantly  different 
in  patients  with  one  bite  as  opposed  to  those 
with  more  than  one  bite.  Perhaps  this  high  in- 
cidence of  venom  allergy,  23  per  cent,  can  be 
explained  by  the  small  size  of  the  sample  and 
the  fact  that  13  of  the  patients  had  been  ex- 
posed more  than  one  time  to  venom.  Neverthe- 


less, allergy  to  venom  is  not  as  rare  as  it  is 
generally  thought  to  be.  It  seems  reasonable  that 
some  patients  with  a previous  envenomation  may 
die  from  anaphylaxis  when  bitten  again. 

The  individual  variation  of  responses  to  the 
scratch  tests  was  interesting.  Perhaps  this  is 
related  to  the  individual’s  general  body  defense 
mechanisms.  Allam,(7)  while  studying  experi- 
mental snake  venom  poisoning  in  dogs,  noted 
that  some  dogs  succumbed  rather  easily  while 
others  offered  considerable  resistance  to  the 
toxic  components  of  venom.  It  would  appear  that 
this  finding  may  apply  to  humans.  The  indi- 
viduals who  only  developed  small  wheals  with 
little  or  no  surrounding  erythema  when  venom 
was  applied  to  a scratch  may  have  a non-specific 
type  of  resistance  to  the  small  amounts  of  venom. 
Presumably,  they  would  suffer  less  from  an 
actual  envenomation  than  the  patients  who  had 
more  reaction  to  the  scratch  tests. 

Weiss(8)  found  that  mice  rendered  hyper- 
sensitive to  South  American  snake  venoms  may 
also  exhibit  hypersensitivity  to  the  venom  of  a 
closely  related  species.  This  phenomenon  was 
observed  in  the  allergic  patients  studied  here. 
For  example,  two  of  the  patients  were  found 
allergic  to  rattlesnake  venom,  although  their 
several  bites  were  by  cottonmouth  and  copper- 
head moccasins.  Another  patient  was  allergic 
to  both  cottonmouth  moccasin  and  rattlesnake 
venom  in  spite  of  the  fact  that  his  one  enveno- 
mation was  by  a copperhead  moccasin.  Still 
another  patient  was  found  allergic  to  Eastern 
diamondback  rattlesnake  (C.  adamanteus)  ven- 
om, but  his  envenomations  were  by  other  rattle- 
snake species  (C.  horridus  atricaiidatus  and  C. 
atrox  ). 

The  scratch  tests  were  read  20  mintues  after 
venom  was  applied.  If  one  attempted  to  read 
the  tests  later,  the  reaction  was  too  diffuse  to 
measure  accurately.  Since  pit  viper  venom  con- 
tains “spreading  factor,”  the  venom  was  rapidly 
disseminated  into  the  tissues.  Duran-Reynals  ( 9 ) 
demonstrated  that  lesions  resulting  from  reac- 
tions between  a normal  and  also  a hypersensi- 
tive organism  and  certain  agents  (toxins  and 
foreign  sera)  are  spread  through  a much  larger 
area  if  the  agents  are  injected  with  testicle  ex- 
tract, which  contains  “spreading  factor.”  He 
observed  also  that  the  Arthus  and  Shwartzman 
reactions  were  more  diffuse  and  less  pronounced 
when  testicle  extract  was  used.  Nonetheless,  on 
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the  basis  of  positive  scratch  and  Praustniz-Kust- 
ner  tests,  it  is  apparent  that  the  seven  patients 
described  in  this  study  exhibited  hypersensitivity 
to  snake  venom. 

Since  allergy  to  North  American  pit  viper 
venom  is  not  too  uncommon,  and  snakebite  is  an 
occupational  disease  among  amateur  and  pro- 
fessional snake  handlers,  perhaps  it  would  be 
beneficial  for  these  individuals  to  be  scratch 
tested  for  hypersensitivity  to  the  venom  of  the 
snakes  they  are  exposed  to.  At  the  same  time 
they  could  be  tested  for  allergy  to  horse  serum 
so  that  antivenin  therapy  could  be  instituted 
without  delay  if  needed  for  envenomation.  If  a 
patient  allergic  to  venom  was  bitten  again,  then 
treatment  might  include  epinephrine  hydro- 
chloride, antihistamine  drugs,  ACTH,  and  Corti- 
sone. These  dnigs  would  be  used  to  counteract 
the  allergic  effects  of  venom  but  would  not  take 
the  place  of  incision  and  suction  or  antivenin. 

SUMMARY 

1.  A survey  of  allergy  to  North  American  pit 
viper  venom  in  30  patients  with  one  or  more 
previous  envenomations  showed  seven  of  them 
were  allergic  to  venom.  Scratch  tests  using  fresh 
undiluted  cottonmouth  moccasin  (A.  piscivorus) 
and  rattlesnake  (C.  adamant eus)  venoms  were 
used  to  detect  hypersensitivity  to  venom.  The 


presence  of  hypersensitivity  was  confirmed  by 
Praustniz-Kustner  tests. 

2.  A patient  may  develop  hypersensitivity  to 
the  venom  of  a snake  which  zoologically  is  re- 
lated to  the  one  which  bit  him.  For  example, 
a person  may  become  allergic  to  rattlesnake 
venom  if  he  was  bitten  by  a cottonmouth  moc- 
casin. 
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nary Comparison  of  Cortisone  and  Antivenin  in  the  Treatment 
of  Crotaline  Envenomation.  Read  before  the  First  International 
Conference  on  Venoms,  121st  Annual  Meeting  A.A.A.S.  Berkeley, 
Calif.,  Dec.  1954,  in  press. 
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yesiJen  t *s 


11  EWSPAPER  headlines  erueified  a doctor  in  New  York  about  his  bill  in  a 
sensational  case.  It  was  even  discussed  on  the  floor  of  the  U.  S.  Senate. 

This  was  probably  one  of  the  worst  mishandled  cases  of  public  relations  I 
have  ever  heard.  I believe  the  doctor  should  have  talked  over  his  bill  with 
the  parents  of  the  child  before  presenting  it;  if  found  excessive  either  party 
could  have  submitted  it  to  the  Grievance  Committee.  This  committee  has 
available  the  facts  and  the  knowledge  of  local  charges  to  people  of  these  cir- 
cumstances. 

The  statement  by  Dr.  Edward  Hamilton,  chairman  of  the  board  of  trustees 
of  AMA,  was  ill-advised.  This  was  a local  matter.  He  could  speak  for  himself 
alone.  Dr.  Hamilton  had  no  right  to  speak  for  AMA.  To  date  we  have  no  fee 
schedule  forced  down  our  throat  from  a national  level,  and  I hope  it  never 
comes  to  that.  Dr.  Hamilton  should  have  consulted  the  legal  and  public  rela- 
tions office  prior  to  any  statement. 

No  senator  of  the  U.  S.  is  in  possession  of  all  the  facts  in  this  case.  There- 
fore, I believe  they  were  out  of  line  in  making  the  statements  they  made  for 
publication. 

From  this  case,  however,  let  us  learn  a lesson.  Beware  of  talking  for  publica- 
tion until  we  are  in  possession  of  ALL  the  facts.  Then  consult  with  our 
colleagues,  especially  members  of  the  PROFESSION AL  AND  GRIEVANCE 
COMMITTEES.  A phone  call  will  usually  suffice. 

Also,  if  a case  demands  a tremendous  amount  of  time  and  scientific  care  and 
treatment,  discuss  the  bill  with  the  patient  and/or  the  responsible  party.  Tell 
the  people  of  the  dangers,  risks,  skill  exercised,  etc.,  then  they  probably  will 
agree  that  the  amount  is  justified. 

Think  of  the  effect  on  you  and  your  patients  of  this  type  of  unfavorable  pub- 
licity. If  you  think  first,  I am  sure  such  things  won’t  happen  in  Arizona. 

CARLOS  C.  CRAIG,  M.D. 

PRESIDENT,  ARIZONA  MEDICAL  ASS’N. 

P.S.  — Subsequent  to  submission  of  this  article  Dr.  Lull’s  weekly  Secretary’s 
Letter  stated  that  Dr.  Hamilton  had  consulted  the  head  office  of  AMA,  public 
relations  and  legal,  and  phoned  members  of  the  board  of  directors  prior  to 
his  statement  to  the  press.  It  is  still  my  belief  that  AMA  should  not  try  to 
dictate  fees. 
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CONTRIBUTORS 

The  Editor  sincerely  solicits  contributions  of  scientific 
articles  for  publication  in  ARIZONA  MEDICINE.  All  such 
contributions  are  greatly  .appreciated.  All  will  be  given  equal 
consideration.  I 

Certain  ^ener^l  rules  must  be  followed,  however,  and  the 
Editor  therefore  respectfully  submits  the  following  suggestions 
to  authors  and  contributors:  *■ 

1.  Follow  the  generab  rules  of  good  English,  especially  with 
regard  to  construction,  diction,  spelling,  and  punctuation. 

2.  Be  guided  by  the  general  rules  of  medical  writing  as 
followed  by  the  JOURNAL  OF  THE  AMERICAN  MEDICAL 
ASSOCIATION. 

3.  Be  brief,  even  while  being  thorough  and  complete.  Avoid 
unnecessary  words.  Try  to  limit  the  article  to  1500  words. 

4.  Read  and  re-read  the  manuscript  several  times  to  cor- 
rect it,  especially  for  .spelling  and  punctuation. 

5.  Manuscripts  should  be  typewritten,  double  spaced,  and 
the  original  and  a carbon  copy  submitted. 

6.  Articles  for  publication  should  have  been  read  before 
a controversial  body,  e.g.,  a hospital  staff  meeting,  or  a 
county  medical  society  meeting. 

7.  Exclusive  Publication— Articles  are  accepted  for  publi- 
cation on  condition  that  they  are  contributed  solely  to  this 
Journal.  Ordinarily  contributors  will  be  notifed  within  60 
days  if  a manuscript  is  accepted  for  publication.  Every  effort 
will  be  made  to  return  unused  manuscripts. 

8.  Illustrations  — Ordinarily  publication  of  2 or  3 illustra- 
tions accompanying  an  article  will  be  paid  for  by  Arizona 
Medicine.  Any  number  beyond  this  will  have  to  be  paid  for 
by  the  author. 

9.  Reprints  — Reprints  must  be  paid  for  by  the  author 
at  established  standard  rates. 

The  Editor  is  always  ready,  willing,  and  happy  to  help 
in  any  way  possible. 


(The  Opinions  expressed  in  original  contributions  do  not  neces- 
sarily express  the  opinion  of  the  Editorial  Board.) 


ORAL  TREATMENT  OF 
DIABETES  WITH  PILLS 

M 

ill  UCH  space  has  recently  been  given,  in  both 
lay  and  medical  publications,  to  create  the  im- 
pression that  insulin  and  the  needle  can  soon 
be  thrown  aside  in  the  treatment  of  most  our 
diabetic  patients.  These  releases  have  carried 
quotations  from  our  leading  medical  investiga- 
tors which  are  as  follows: 

. . the  most  significant  advance  in  diabetes 
therapy  since  the  discovery  of  insulin.” 

“.  . . 50  to  75  per  cent  success  in  controlling 
diabetes.  . . .” 

“Orinase  can  be  used  successfully  to  replace 
insulin  in  50  to  75  per  cent  of  the  nation’s 
diabetic  population.  . . .” 

That  Orinasa  (Tolbutamide)  is  “successful” 
will  be  emphasized  by  the  marketing  of  the  drug. 
Thus  the  impression  has  been  created  that  Orin- 
ase  is  successful  in  the  control  of  diabetes  and 
further  confirmed  by  making  it  available  to  all 
physicians.  The  oral  treatment  will  be  widely 
used,  unless  all  physicians  are  further  appraised 
of  the  reasons  why  Orinase  should  not  be  used. 
Our  ill-informed  patients  will  demand  that  they 
be  given  these  pills. 

At  the  present  time  it  can  not  be  said  that 
any  of  the  sulfonylurea  drugs  successfully  con- 
trol diabetes,  at  least  as  satisfactorily  as  does 
insulin.  There  are  major  differences  in  the  ac- 
tions of  insulin  and  of  the  sulfonylureas.  One 
of  the  major  known  differences  is  that  insulin 
enhances  the  uptake  of  glucose  by  skeletal  mus- 
culature which  is  an  effect  not  produced  by  any 
other  hypoglucemic  drug.  The  new  drugs  are 
not  “successful”  in  the  management  of  the  thin, 
ketone  producing,  severe  or  juvenile  type,  and  is 
only  “effective”  in  the  obese,  non-ketone  pro- 
ducer or  the  mild,  stable  diabetic. 

The  effect  of  these  new  drugs  on  development 
of  the  complications  of  diabetes  such  as  arterio- 
sclerosis, cataracts  and  neurologic  degeneration, 
is  wholly  undetermined.  The  use  of  the  word 
“success”  applies  only  to  the  hypoglycemic  ac- 
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tion  of  Orinase  in  some  patients,  and  it  must 
not  be  construed  to  infer  that,  as  has  been  stated, 
it  controls  the  disease  of  diabetes  mellitus. 

A true  evaluation  of  the  hypoglyeemic  sul- 
fonylurea drugs  has  been  editorialized  in  the 
Annals  of  Internal  Medicine,  May  1957,  and 
Diabetes,  March-April  1957,  issues.  These  edi- 
torials should  be  required  reading  before  the 
prescribing  of  Orinase. 

The  editorial  in  the  Annals  of  Internal  Medi- 
cine by  DeWitt  Stetten  Jr.,  M.D.,  Ph.D.,  states; 

“The  new  agent  must  correct,  as  insulin  does, 
the  fundamental  defects  in  metabolism  which, 
taken  together,  comprise  diabetes  mellitus.  This 
criterion,  thus  far.  Tolbutamide  has  not  been 
demonstrated  to  meet.  Until  the  mode  of  action 
has  been  clarified,  it  will  be  very  difficult,  in 
the  opinion  of  this  writer,  to  know  with  assur- 
ance whether  or  not  we  are  doing  the  diabetic 
patient  a favor  when  we  lower  his  blood  glu- 
cose concentration  by  the  administration  of  a 
drug  of  the  sulfonylurea  group.  It  remains  for 
future  experiment  and  observation  to  determine 
whether  an  oral  replacement  for  insulin  has  in- 
deed been  found.” 

From  the  editors  of  Diabetes  we  quote:  “It 
is  deplorable  that  information  has  been  dissem- 
inated to  create  the  false  hope  that  diabetes  is 
now  an  easily  controlled  disease  because  “tab- 
lets” are  available.  Our  sickest  diabetics  are  in 
no  way  helped  by  these  compounds.  It  is  de- 
plorable that  some  announcements  of  benefit 
have  been  based  on  short  preliminary  observa- 
tion, ...  It  is  not  yet  in  the  interest  of  good 
medicine  and  well-being  of  diabetic  patients  to 
support  the  release  for  marketing  of  an  ‘insulin 
substitute’  ...” 

“Because  the  complications  of  diabetes  usu- 
ally develop  slowly,  it  will  take  many  years,  15 
or  20,  to  determine  the  effectiveness  of  any 
therapeutic  antidiabetic  agent.  Insulin  re- 
mains our  best  lifesaving  therapeutic  agent  for 
the  treatment  of  diabetes  mellitus.  Other  drugs 
for  the  control  of  diabetes  must  remain  in  the 
hands  of  qualified  research  teams,  to  be  proved 
by  years  of  study.”  {Arizona  Medicine,  Nov. 
1956).  L.B.S. 


m WE  WELCOME 

1 HE  staff  of  Arizona  Medicine  is  pleased  that 
the  Medical  Society  of  the  United  States  and 
Mexico  has  designated  this  publication  as  its 
official  journal.  The  articles  submitted  by 
MSUSM,  with  the  co-operation  of  our  publisher, 
Mr.  McMeekin,  and  their  chairman.  Dr.  M. 
Carreras,  will  be  printed  in  Spanish  or  English, 
with  a synopsis  in  the  alternate  language. 

We  hope  this  method  will  prove  of  service  to 
all  of  the  doctors  of  the  Southwest.  Copies  of 
the  publication  will  be  sent  to  members  of  both 
societies. 


CALIFORNIA  STATE 

assignments  for 

Physicians  & Psychiatrists 

Three  Salary  groups: 

$11,400-12,600  12,000-13,200  13,200-14,400 

Streamlined  employment  procedures  — 
interview  only. 

U.  S.  citizenship  and  possession  of,  or 
eligibility  for  Calif,  license  required. 

Write: 

Medical  Recruitment  Unit,  Box  A 
State  Personnel  Board,  801  Capitol  Ave  Sacramento,  Calif 


Brand  of  meclizine  hydrochloride 

prevents  nausea, 
dizziness,  vomiting 
of  motion  sickness 
in  minutes 

*Trademarlt 


im't- 


24  hour  therapeutic 
blood  levels  with 


a single  (1  Gm.)  dose 


iTNEX  Sulfamethoxypyridazine,  the  new,  long-acting  sulfona- 
ide,  now  enables  the  physician  to  attain  more  effective 
ilfa  therapy  with  these  unequaled  clinical  advantages— 

ttW  DOSAGE*  — only  2 tablets  per  day. 

ARID  ABSORPTION*  — therapeutic  blood  levels  within  the 
3ur,  blood  concentration  peaks  within  2 hours. 

ROLONGED  ACTION*— 10  mg.  per  cent  blood  levels  that 
3rsist  beyond  24  hours  on  a maintenance  dose  of  1 Gm. 

ROAD-RANGE  EFFECTIVENESS— particularly  efficient  in  uri- 
ary  tract  infections  due  to  sulfonamide-sensitive  organisms, 
icluding  E.  coli,  Aerobacter  aerogenes,  paracolon  bacilli, 
reptococci,  staphylococci.  Gram-negative  rods,  diphtheroids 
id  Gram-positive  cocci. 


GREATER  SAFETY  — high  solubility,  slow  excretion  and  low 
dosage  help  avoid  crystalluria.  No  increase  in  dosage  is  rec- 
ommended; the  usual  precautions  regarding  sulfonamides 
should  be  observed. 

CONVENIENCE —the  low  maintenance  dosage  of  1 Gm.  (2 
tablets)  per  day  for  the  average  adult  offers  optimal  con- 
venience and  acceptance  to  patients. 

TABLETS:  Each  tablet  contains  0.5  Gm.  KlVi  grains)  of  sul- 
famethoxypyridazine. Bottles  of  24  and  100. 

SYRUP:  Each  teaspoonful  (5  cc.)  of  caramel-flavored  syrup 
contains  250  mg.  of  sulfamethoxypyridazine.  Bottle  of  4 fl.  oz. 

(1)  Boger,  W.  P.;  Strickland,  C.  S.  and  Gylfe,  J.  M.:  Antibiot.  Med.  & 
Clin.  Ther.  3c378  (Nov.)  1956. 


eg.  U.S.  Par.  Off. 

EDERLE  laboratories  division.  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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CO2  POISONING 

By  N.  C.  BLEDSOE,  M.D. 


1 N mining,  timbers  are  used  to  catch  up  shift- 
ing ground  to  make  it  safe  for  the  men  to  work. 
After  working  out  a raise  ( a pocket  of  ore ) , that 
portion  of  the  mine  is  abandoned;  but  the  tim- 
bers remain,  and,  with  the  moisture  and  heat 
(sometimes  130°),  a destructive  distillation  of 
the  wood  occurs  and  carbon  dioxide  results. 
Ordinarily  it  does  not  cause  trouble,  as  the  mines 
are  well  ventilated.  Occasionally  it  becomes 
concentrated  and  causes  trouble.  On  one  occa- 
sion, in  working  an  old  portion  of  the  mine,  the 
miners  had  trouble,  being  overcome  by  the  CO2 
gas.  They  did  not  notice  the  presence  of  the 
gas  until  some  one  of  them  fell  over  unconscious. 
It  got  so  bad  that  I had  a physician  on  duty 
down  in  the  mine,  a short  distance  from  the 
affected  area.  The  men  would  work  in  relays, 
10  to  20  minutes  in  the  affected  area,  then  rest 
in  fresh  air  for  20  minutes.  When  one  would 
be  overcome,  he  would  be  carried  out  to  fresh 
air.  There  was  no  other  treatment,  except  when 
some  of  them  became  violent  and  had  to  be 
restrained,  sometimes  by  giving  sedation,  but 
usually  fresh  air  was  sufficient.  They  usually  un- 
loaded their  stomachs. 

SOLID  ROCK  BURNS 

The  statement:  “Solid  rock  burns”  sounds  fan- 
tastic to  the  ordinary  person,  but  such  is  the 
fact.  There  are  several  kinds  of  ore  found  in  a 
copper  mine,  and  one  of  them  is  a sulfide  ore. 
This  particular  ore  contains  sulfur,  and  when 
great  heat  is  used  the  sulfur  gas  goes  off  in 
fumes.  This  can  be  easily  recognized  as  the 
white  smoke  billowing  from  the  tall  chimneys  of 
a smelter.  You  may  have  wondered  why  the 
stacks  are  so  high  (200  to  300  feet),  they  are  so 


built  that  the  sulfur  fumes  may  be  carried  high 
in  the  air  and  more  easily  dissipated.  The  smoke 
is  heavy  and  if  close  to  the  ground  will  destroy 
all  vegetation.  Many  lawsuits  have  been  filed 
against  the  smelting  companies  in  the  Sulphur 
Springs  Valley  on  account  of  the  damage  the 
sulfur  smoke  has  caused  to  the  crops. 

Underground,  when  ore  is  mined  out,  great 
empty  spaces  are  left.  The  weight  of  the  ground 
above  at  times  causes  a slip  of  rock  and  the 
friction  of  two  rock  surfaces  of  sulfide  ore  causes 
such  intense  heat  that  it  sets  fire  to  the  sulfur 
in  the  ore  and  bums  with  a greenish  yellow 
flame.  This  is  no  pipe  dream,  I have  actually 
seen  it  underground.  The  fires  sometimes  burn 
for  years. 

PUNCTURE  WOUNDS  IN  COPPER  MINES 
IN  BISBEE 

During  my  26  years  of  mine  practice  I never 
saw  a case  of  tetanus  originating  in  the  mines. 
Thousands  of  puncture  wounds  were  treated  — 
thorough  cleansing  of  the  area,  pure  phenol  ap- 
plied to  punctures,  antiseptic  dressings.  The 
reason  there  was  no  tetanus  — the  ground  in 
which  they  worked  was  virgin  soil,  never  had 
been  contaminated. 


I 

DRIVE-IN  PRESCRIPTION  WINDOW 

PEOPLE'S  DRUG  STORE 

111  E.  Dunlap 
WE  3-9152  - WI  3-9964 
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Floraquin®  eliminates 
trichomonal  and  mycotie  infection; 
restores  normal  vaginal  acidity 


Leukorrhea  is  by  far  the  most  frequent  symp- 
tom of  vaginitis;  trichomonads  and  monilia  are 
the  most  common  causes.  Many  authors  have 
reported^  trichomonal  protozoa  in  the  vagina 
of  25  per  cent  of  obstetric  and  gynecologic 
patients.  Increased  use  of  broad  spectrum 
antibiotics  has  resulted  in  a sharp  rise  in  the 
incidence  of  monilial  infections. 

Floraquin  effectively  eradicates  both  tricho- 
monal and  monilial  vaginal  infections  through 
the  action  of  its  Diodoquin®  content.  Floraquin 
also  furnishes  boric  acid  and  sugar  to  restore 
the  normal  vaginal  acidity  which  inhibits  patho- 


gens and  favors  the  growth  of  protective  Doder- 
lein  bacilli. 

Pitt^  recommends  vaginal  insufflation  of 
Floraquin  powder  daily  for  three  to  five  days, 
followed  by  acid  douches  and  the  daily  inser- 
tion of  Floraquin  vaginal  tablets  throughout  one 
or  two  menstrual  cycles.  G.  D.  Searle  & Co., 
Chicago  80,  Illinois.  Research  in  the  Service  of 
Medicine. 


1.  Pitt,  M.  B.:  Leukorrhea.  Causes  and  Management,  J.  M. 
A.  Alabama  25;182  (Feb.)  1956. 

2.  Parker,  R.  T.;  Jones,  C.  P.,  and  Thomas,  W.  L.:  Pruritus 
Vulvae,  North  Carolina  M.  J.  I6;570  (Dec.)  1955. 
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^ JESSE  HAMER,  M.D. 

I ICE  President  of  the  American  Medical  Ass’n. 
JESSE  HAAIER,  M.D.,  well-known  Phoenix 
internist,  was  elected  vice  president  of  the  Amer- 
ican Medical  Association  at  the  recent  annual 
meeting  held  in  New  York. 

Jesse  received  the  Doctor  of  Medicine  de- 
gree from  Western  Reserve  Univrsity  in  1926. 
He  settled  in  Phoenix  in  1928  and  since  that  time 
has  been  active  in  the  affairs  of  the  Maricopa 
County  Medical  Society  and  the  Arizona  Medi- 
cal Association. 

Locally  he  has  served  as  staff  member  of  Good 
Samaritan  Hospital  (secretary,  1930-34;  chief  of 
staff,  1936;  chief  of  medical  department,  1937  to 
date),  St.  Joseph’s  Hospital,  J.  C.  Lincoln  Hos- 
pital, Memorial  Hospital,  St.  Luke’s  Hospital, 
and  the  Arizona  State  Tuberculosis  Sanatorium. 
He  is  an  active  participating  member  of  the 
Phoenix  Clinical  Club. 

Since  1928  he  has  served  the  Maricopa  County 
Medical  Society  as  a member  and  at  one  time 
or  another  as  member  and  chairman  of  various 
committees  and  as  member  of  the  board  of 
directors. 

He  has  been  a member  of  the  Arizona  Medical 
.'\ssociation  since  1928;  council  member  and  dele- 
gate to  the  AMA  since  1934.  He  was  president 
in  1936,  speaker  of  the  house  several  terms, 
chairman  of  the  legislative  committee  since  1931 
( except  3 years ) , member  of  the  publishing  com- 
mittee, medical  defense  committee  (chairman  3 
times),  medicolegal  committee  (current  chair- 
man), insurance  investigating  committee  (cur- 
rent chairman),  professional  liability  insurance 
investigating  committee,  central  office  advisory 
committee,  legal  service  committee,  medical 
school  committee,  and  osteopathy  liaison  com- 
mittee. 

Regionally,  he  is  a member  of  the  South- 
western Medical  Association,  serving  several 
tenn  on  the  board  of  governors;  was  first  vice 
president  in  1940,  and  a member  of  the  editorial 
staff  of  Southwestern  Medical  Journal,  1934-41. 
He  is  now  serving  the  United  Public  Health 
League  of  Western  States  as  secretary-treasurer. 

Nationally,  he  has  been  a member  of  the  AMA 
since  1928;  and  has  served  as  delegate  from  Ari- 
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zona  to  the  house  of  delegates  since  1934;  was 
on  the  council  on  medical  seiwice  ( 1947-53 ) ; 
and  is  on  the  advisory  committee  to  the  board 
of  trustees  of  AMEF  currently. 

He  is  also  a member  of  Alpha  Omega  Alpha, 
the  American  College  of  Physicians  (life  mem- 
ber), the  American  Heart  Association,  the  En- 
docrine Society,  and  the  Geriatric  Society. 

He  belongs  in  addition  to  two  international 
groups,  the  World  Medical  Association,  and  the 
Academy  Internationale  of  Medicine. 

Resides  the  numerous  positions  Jesse  has  held 
in  medical  organizations,  he  has  been  active  in 
community  projects.  For  more  than  25  years 
he  has  served  the  Red  Cross  in  various  capa- 
cities, being  chapter  chairman  in  1936.  Like- 
wise, for  a quarter  of  a century,  he  has  served 
the  Boy  Scouts,  being  on  the  board  of  directors 
since  1932.  He  has  been  a member  of  the 
Phoenix  Rotary  Club  since  1930,  is  a founder- 
member  of  the  Community  Health  Council,  and 
a member  of  the  survey  committee  on  recrea- 
tional needs  and  services  of  the  Phoenix  Com- 
munity Council.  He  is  a member  and  was  ac- 
tive in  the  organization  of  the  Arizona  chapters 
of  the  American  Cancer  Society  and  the  Amer- 
ican Heart  Association,  and  of  the  Arizona  Blue 
Cross. 
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Jesse  is  a veteran  of  World  War  I,  and  has 
served  during  and  since  World  War  II  as  com- 
mander, medical  corps  reserve,  United  States 
Public  Health  Service. 

In  spite  of  these  many  activities,  Jesse  has 
found  time  to  conduct  a busy  practice  of  medi- 
cine, is  esteemed  highly  by  his  colleagues,  and 
is  beloved  by  his  patients. 

The  members  of  the  medical  profession  in 
Arizona  are  indeed  proud  of  Jesse  and  are 
pleased  with  this  honor  he  has  received,  and 
that  he  has  brought  to  us. 

Congratulations,  Jesse.  We  know  you  have 
not  stopped  yet.  On  to  the  top! 


THE  ARIZONA  MEDICAL 
ASSOCIATION,  INC. 

REPORT  OF  THE  COMMITTEE  ON 
REPORTS 

President  A.  I.  Podolsky,  M.D. 

The  past  year  has  been  marked  by  an  oppor- 
tunity to  meet  and  work  with  a group  of  stal- 
wart men  dedicated  to  the  finest  ideals  in  medi- 
cine. I refer  to  the  members  of  the  council, 
committees  and  boards  whose  reports  are  now 
in  your  hands,  and  whose  unselfish  devotion  and 
industry  are  reflected  in  the  progress  of  The  Ari- 
zona Medical  Association.  To  all  of  you,  I give 
my  heart-felt  thanks. 

Medicare  is  now  a reality.  The  socio-economic 
implications  of  this  plan  may  be  considered 
debatable.  I personally  consider  it  as  embark- 
ing on  an  experiment  where  we,  like  little  chil- 
dren, taste  of  the  icing  of  a cake,  the  actual 
quality  of  which  we  do  not  know.  It  is  another 
form  of  dabbling  in  socialism.  I hope  that  the 
end  result  will  not  be  a “bellyache.” 

The  legislation  committee  is  always  alert  in 
the  detection  of  proposed  bills  that  may  be 
detrimental  to  the  interests  of  improved  health 
of  the  citizens  of  this  state,  and  of  the  nation. 
It  is  always  prepared  to  support  legislation  that 
is  constructive  and  protective  of  good  health 
measures.  The  benevolent  and  loan  fund  com- 
mittee has  under  consideration  a challenging 
project  which  merits  our  attention,  and  has  pre- 
pared a scholarly  report. 

I take  great  pride  in  announcing  to  you  that 
the  association  has  again  been  awarded  a certif- 
icate of  merit  by  the  Ameriean  Medical  Associa- 


tion for  our  contributions  to  AMEF.  I hope 
that  we  will  continue  to  generously  support  this 
bulwark  against  governmental  interference  with 
the  education  and  training  of  our  young  doctors. 

We  have  added  to  the  central  office  staff  an 
assistant  executive  secretary,  Mr.  Paul  R.  Boy- 
kin. The  association  headquarters  have  been 
moved  to  a larger  suite  in  the  same  building 
and  share  that  space  with  the  Board  of  Medical 
Examiners  of  the  State  of  Arizona. 

I thank  you  for  your  kindness  in  helping  me 
during  this  past  year  by  your  devoted  service 
on  committees  and  boards,  and  by  your  wise 
counsel.  I also  thank  you  for  having  been  able 
to  serve  as  an  officer  of  this  association.  It  is 
my  sincere  hope  that  this  meeting  wifi  be  suc- 
cessful, and  will  bring  to  fruitful  completion 
the  plans  and  dreams  of  those  who  are  tireless 
in  their  efforts  to  build  an  even  greater  Arizona 
Medical  Association. 

Secretary  D.  W.  Melick,  M.D. 

The  secretary  calls  attention  to  the  increased 
activity  on  the  state  level  which  necessitated  the 
employment  of  additional  personnel.  This  has 
been  in  the  past  due  to  the  increased  member- 
ship which  now  numbers  857,  an  addition  of 
57  since  last  year. 

Editor-In-Chief  Darwin  W.  Neubauer,  M.D. 

The  editor-in-chief  reports  a reorganization  of 
the  editorial  staff  of  the  Journal  which  was  car- 
ried out  last  year.  A specific  editorial  board 
was  organized  to  review  material  and  establish 
poliey.  Assoeiate  editors  have  been  appointed 
to  review  material  in  their  various  fields  of  spe- 
cialization. He  requests  the  desirability  that 
associate  editors  in  various  sub-specialties  sub- 
mit a resume  of  the  meetings.  Reporters  have 
been  appointed  for  various  districts  of  the  state 
to  obtain  regional  information  for  publication  in 
the  Journal.  The  content  of  the  Journal  has  in- 
creased from  32  to  35  to  an  excess  of  50  pages 
monthly. 

Historian  Howell  Randolph,  M.D. 

The  historian  through  correspondence  has  pro- 
moted and  stimulated  the  printing  of  the  ar- 
ticles on  medical  history  in  Arizona  Medicine. 
He  invites  the  contribution  of  physicians  inter- 
ested in  the  history  of  medicine  with  regard  to 
the  impact  on  the  lives  of  Arizona  physicians. 
Councilors 

The  report  of  councilors  was  made  without 
any  additional  recommendations  or  comments 
except  from  Dr.  Fred  Knight  who  recommends 
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a comprehensive  plan  for  administering  of  and 
charging  for  the  poliomyelitis  vaccine,  and  that 
it  be  a principal  function  of  the  state  conven- 
tion. 

COMMITTEES 
Medical  Education  Committee 

D.  W.  Melick,  M.D.,  Chairman 

A complete  report  of  medical  manpower  re- 
quirements in  the  West  will  be  published  in  Ari- 
zona Medicine.  This  committee  has  no  recom- 
mendations to  make  until  this  report  is  com- 
pleted. 

Delegates  to  AMA  Jesse  D.  Hamer,  M.D. 

All  sessions  of  the  House  of  Delegates  of  the 
American  Medical  Association  were  attended  by 
both  Doctor  Hamer  and  our  executive  secretaiy, 
Mr.  Carpenter.  These  reports  have  been  pub- 
lished in  Arizona  Medicine. 

Arizona  Commitee  of  the  American 
Medical  Education  Foundation 

H.  W.  Kohl,  M.D.,  Chairinan 

The  chairman,  Doctor  Kohl,  attended  the  sLxth 
annual  meeting  in  Chicago  in  1957. 

He  states  during  the  past  year  there  has  been 
a separation  of  AMEF  and  the  National  Fund 
for  Medical  Education.  This  is  considered  to 
be  an  excellent  move,  since  the  Ford  Founda- 
tion grants  go  to  medical  education  through  the 
national  fund.  In  1956  AMA  gave  AMEF  an 
additional  $100,000  as  a substitute  for  the  Ford 
Foundation  grant.  Also  in  his  report  is  a break- 
down of  monies  given  to  medical  schools  in 
1956  by  the  national  fund.  The  total  amount  of 
national  fund  grants  distributed  in  1956  was 
$3,067,100. 

Among  the  list  of  state  medical  associations, 
Arizona  is  to  be  commended.  In  1955,  729 
dues-paying  members  contributed  $4,025  and 
in  1956,  739  members  donated  $4,893.87.  Of  the 
1956  amount,  $3,695  was  a treasury  grant  author- 
ized by  council,  $84  by  the  state  women’s  auxi- 
liary, $117  Maricopa  County  Woman’s  Auxiliary, 
$295  Pima  County  Woman’s  Auxiliary,  $90  Yava- 
pai County  Woman’s  Auxiliary,  $79.87  Yuma 
County  Woman’s  Auxiliary,  and  $533  by  indi- 
vidual physicians. 

Doctor  Kohl,  as  chairman,  requests  that  the 
amount  of  $100  be  budgeted  to  his  committee 
so  that  he  may  conduct  a mailing  program  dur- 
ing 1957. 

Professional  Liability  Insurance 
Investigating  Committee 

Howard  C.  Lawrence,  M.D.,  Chairman 


This  committee  has  been  negotiating  with  the 
Nettleship  Company  of  Los  Angeles  regarding 
possible  underwriting  and  servicing  of  a group 
professional  liability  insurance  program  for  the 
members  of  the  association.  The  final  proposal 
is  not  yet  ready  for  submission. 

Medical  Economics  Committee 

Stuart  Sanger,  M.D.,  Chairman 
The  medical  economics  committee  reviewed 
a new  supplemental  disability  insurance  pro- 
gram at  the  state  level  and  reviewed  the  recom- 
mendations of  the  industrial  relations  commit- 
tee as  to  revision  of  the  industrial  commission 
fees. 

Central  Office  Advisory  Committee 

W.  R.  Manning,  M.D.,  Chairman 
This  committee  reports  that  because  of  the 
ever-increasing  volume  of  work  in  the  central 
office  of  the  association,  which  includes  the  ad- 
ministrative offices  of  the  Board  of  Medical 
Examiners  of  the  State  of  Arizona,  the  central 
office  advisory  committee  was  established.  At 
the  first  regular  meeting  this  problem  was  stu- 
died and  it  was  recommended  to  the  council 
that  a male  assistant  to  the  executive  secretary 
was  needed.  This  position  was  filled  by  Mr. 
Boykin  on  a trial  basis  beginning  Oct.  16,  1956. 
They  recommend  that  theirs  be  a continuing 
committee. 

Professional  Liaison  Committee 

W.  B.  Steen,  M.D.,  Chairman 
This  committee  has  had  several  meetings  with 
other  professional  groups.  These  are:  Arizona 
pharmaceutical  group,  the  Arizona  Bar  Asso- 
ciation and  the  Arizona  Dental  Association. 
They  reviewed  the  matter  of  selection  of  doc- 
tors or  pharmacists  as  a free  choice  to  the  pa- 
tient or  customer.  They  have  discussed  obesity 
control  treatments  and  have  called  attention  to 
the  responsibility  for  telephoned  narcotic  pre- 
scriptions. They  recommend  that  additional  co- 
operation among  these  groups  is  necessary.  They 
are  exploring  the  possibility  of  a joint  profes- 
sional building. 

Veterans’  Medical  Affairs 
Liaison  Committee 

H.  D.  Ketcherside,  M.D.,  Chairman 
This  committee  was  inactive  during  the  year 
because  of  lack  of  any  problems  arising  which 
would  justify  calling  the  committee  together. 
Joint  Committee  On  Improvement 
Of  Nursmg  Services 

Francis  J.  Bean,  M.D.,  Chairman 
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This  committee  has  held  two  meetings  during 
the  previous  year.  They  call  attention  to  the 
fact  that  the  American  League  of  Nursing  has 
established  a chapter  in  the  state.  A collegiate 
program  of  nursing  at  the  University  of  Ari- 
zona is  definite  and  will  start  this  fall.  There 
will  be  a practical  nursing  school  open  in  Sep- 
tember in  Tucson. 

Medico-Legal  Committee 

Jesse  D.  Hamer,  M.D.,  Chairman 
This  committee  reports  that  no  meeting  with 
a similar  group  of  the  State  Bar  Association  was 
held.  The  committee  is  hopeful  of  having  a 
future  meeting.  The  law  department  of  the 
American  Medical  Association  will  sponsor  re- 
gional meetings  for  discussion  of  medico-legal 
matters.  Arizona  was  represented  by  the  chair- 
man, Doctor  Hamer,  at  the  regional  meeting 
held  in  Denver,  Colo.,  this  year. 

Insurance  Investigating  Committee 

Jesse  D.  Hamer,  M.D.,  Chairman 
The  committee  has  been  inactive  during  the 
past  year  because  of  the  lack  of  subject  matter 
which  would  necessitate  calling  a meeting.  How- 
ever, the  chairman  recommends  that  this  com- 
mittee be  continued. 

Air  Pollution  Committee 

George  G.  McKhann,  M.D.,  Chairman 
This  committee  reports  that  air  pollution  study 
continues  in  co-operation  with  the  Maricopa 
County  Board  of  Supervisors.  There  will  be 
additions  made  to  this  joint  commission. 
Grievance  Committee 

Harry  E.  Thompson,  M.D.,  Chairman 
The  chairman  indicates  that  grievances  have 
been  less  in  number  the  past  year,  probably  due 
to  better  doctor-patient  relationship.  He  recom- 
mends that  council  consider  the  problems  of 
complaints  from  insurance  carriers  and  asks  that 
council  advise  whether  this  is  within  the  scope 
of  the  grievance  committee.  He  stresses  that  all 
grievances,  if  possible,  should  be  settled  at  a 
local  level.  The  constitution  and  by-laws  com- 
mittee should  be  instructed  to  define  through 
council  a clarification  of  their  activities. 

Joint  Commission  of  Arizona  Blue  Shield 

H.  D.  Ketcherside,  M.D.,  Chairman 
This  report  was  submitted  to  this  house  of 
delegates  when  we  met  as  delegates  of  the  Blue 
Shield  Corporation.  The  committee  felt  that 
no  further  report  was  necessary. 

Safety  Committee 

MacDonald  Wood,  M.D.,  Chairman 


This  committee  submits  recommendations  for 
its  enlargement  and  improvement.  Our  com- 
mittee feels  that  these  recommendations  should 
be  forwarded  to  council  for  their  study  and  con- 
sideration. 

Medicare  Committee 

Frank  W.  Edel,  M.D.,  Chairman 
A detailed  account  of  the  evaluation  and  de- 
velopment of  the  Medicare  program  has  been 
printed  in  the  January  1957  issue  of  Arizona 
Medicine.  The  chairman  in  his  report  thanks 
council  and  all  his  co-workers  for  their  cheerful 
and  helpful  co-operation. 

Industrial  Relations  Committee 

Lindsay  E.  Beaton,  M.D.,  Chairman 
This  committee  described  in  detail  the  pro- 
cedure utilized  in  the  examination  of  patients  for 
the  industrial  commission  to  provide  an  objec- 
tive, unbiased  opinion  when  disputes  have  arisen 
in  the  management  or  disposition  of  these  cases. 
A procedure  has  been  worked  out  whereby  x-ray 
films  may  be  handled  more  expeditiously.  This 
committee  has  drawn  up  and  distributed  sug- 
gested rules  governing  consultations  on  indus- 
trial commission  clients.  They  have  also  pro- 
ceeded with  an  upward  revision  of  the  indus- 
trial commission  fee  schedule,  and  negotiations 
are  now  under  way  with  the  commissioners  of 
the  Industrial  Commission  of  Arizona. 
Publishing  Committee 

Darwin  W.  Neubauer,  M.D.,  Chairman 
Our  committee,  and  that  is  the  committee  of 
which  I am  chairman,  commends  the  editor  and 
his  committee  and  acknowledges  the  fact  that 
Arizona  Medicine  received  the  second  place 
commendation  of  the  newspaper  editors  of  the 
state  for  the  excellency  of  its  publication. 
Constitution  and  By-Laws  Committee 

W.  R.  Manning,  M.D.,  Chairman 
This  committee  reports  two  resolutions  which 
will  be  presented  before  the  house.  The  com- 
mittee reports  that  a majority  of  the  compon- 
ent societies  do  not  conform  to  the  constitution 
and  by-laws  of  the  Arizona  Medical  Association. 
These  require  that  they  have  on  file  an  up-to- 
date  constitution  for  their  own  society.  This 
committee  has  made  certain  recommendations 
in  regard  to  local  component  societies.  They  also 
suggest  revision  of  our  Arizona  state  constitu- 
tion and  by-laws.  Your  committee  on  reports 
recommends  that  this  be  referred  to  council  for 
their  action.  Now  that  might  be  something  else 
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for  you  men  to  take  back  to  your  county  so- 
cieties, not  only  Doctor  Yount’s  treasurer’s  re- 
port, but  the  message  that  in  many  cases  no 
existing  constitution  or  by-laws  is  held  by  your 
component  society. 

Legislation  Committee 

Jesse  D.  Hamer,  M.D.,  Chairman 
I would  like  to  quote  only  the  first  paragraph 
of  this  rather  lengthy  and  excellent  report  of 
Doctor  Hamer  and  I quote:  “The  23rd  Legisla- 
ture of  the  State  of  Arizona,  First  Regular  Ses- 
sion, is  entitled  to  the  plaudits  of  the  people  in 
that  they  achieved  a notable  record  of  adjourn- 
ment within  the  60  days  alloted.  It  is  the  first 
time  in  many  years  that  this  objective  has  been 
achieved.  It  is  further  recognized,  taking  every- 
thing into  consideration,  that  this  legislature 
should  be  commended  for  its  accomplishments. 
The  session  was  not  without  problems  concern- 
ing the  medical  profession,  and  your  legislation 
committee,  legal  counsel  and  staff  devoted  con- 
siderable time  to  the  review  of  a multiplicity  of 
measures  introduced,  and  took  action  supporting 
those  approved  by  council  and  exerted  every  ef- 
fort in  the  defeat  of  those  which  were  not  in 
the  best  interests  of  the  health  and  welfare  of 
the  people.” 

This  committee,  that  is,  our  committee  of 
which  I am  chairman,  has  reviewed  the  excel- 
lent work  on  bills  as  they  were  submitted  by 
the  legislation  committee.  We  commend  this 
committee  on  the  excellency  of  their  work  and 
it  is  our  hope  that  this  report,  including  federal 
legislation,  may  be  published  fully  in  Arizona 
Medicine. 

President-Elect  of  the  Womans  Auxiliary 
of  the  Arizona  Medical  Association,  Inc. 

Mrs.  Charles  S.  Powell 

Mrs.  Charles  Powell  reported  the  continuing 
work  of  the  auxiliary  in  its  many  projects.  She 
requested  the  budgeting  of  at  least  $1,000  from 
the  Arizona  Medical  Association  so  that  work 
in  student  nurse  recruitment,  civil  defense  and 
mental  health  can  be  successfully  carried  out. 
Your  committee,  that  is,  my  committee,  recom- 
mends to  the  delegates  the  approval  of  their 
request  for  $1,000. 

Benevolent  and  Loan  Fund  Committee 

E.  A.  Born,  M.D.,  Chairman 

Doctor  Born  reports  that  his  committee  has 
been  instructed  to  establish  a loan  fund.  Con- 
sideration was  given  to  the  allocation  of  funds 
for  direct  grants  to  members  of  the  association 


in  distress,  changes  of  the  by-laws  and  con- 
sideration of  a scholarship  for  the  University  of  j 
Arizona  was  also  indicated.  The  committee  rec-  | 
ommended  that  the  Arizona  Medical  Association, 
through  the  council,  award  from  the  general 
fund  $500  per  year  for  a scholarship  to  the  Uni- 
versity of  Arizona  to  be  for  the  benefit  of  a 
third  or  fourth  year  pre-medical  student  need- 
ing financial  assistance  to  continue  his  or  then- 
course  of  study.  The  award  is  to  be  based  on 
( I ) the  financial  need  of  the  applicant,  ( 2 ) his 
scholastic  standing,  which  is  to  be  satisfac- 
tory but  not  necessarily  outstanding,  and  (3) 
his  desire  and  intention  to  continue  studies  lead- 
ing to  an  M.D.  degree.  Any  portion  of  this  award 
which  is  not  used  is  to  be  added  to  the  award 
of  the  following  year  or  years.  This  commit- 
tee, the  committee  on  reports,  recommends  that  • 
this  be  submitted  to  council  for  further  study.  j 
Arizona  Advisory  Committee  to 
the  Selective  Service  System 

Joseph  Madison  Greer,  M.D.,  Chairman 
This  committee  has  continued  its  operation 
during  the  year  1956  reviewing  circumstances 
surrounding  the  call  for  induction  by  the  selec-  | 
tive  service  system  affecting  the  medical,  dental,  j 
veterinary  and  nursing  professions.  The  com-  ' 
mittee  felt  that  with  the  introduction  of  the 
Medicare  program,  the  doctor  draft  law  would 
not  be  continued  after  its  expiration  July  I of 
this  year. 

Osteopathic  Liason  Committee  ^ 

Reed  D.  Shape,  M.D.,  Chairman  ' 
This  committee  calls  attention  to  the  fact  that 
through  a rather  insidious  form  of  legislative 
effort,  the  osteopathic  physicians  are  attempting 
not  only  to  lower  the  educational  requirements 
for  the  practice  of  osteopathy,  but  at  the  same 
time  remove  certain  requirements  of  the  law 
which  require  that  they  must  identify  them- 
selves as  osteopathic  physicians  and  surgeons  ap- 
parently in  an  attempt  to  identify  themselves 
on  the  principle  encountered  in  the  promotion 
and  development  of  a community  hospital  in 
Glendale,  Arizona.  As  yet  no  satisfactory  solu- 
tion has  been  reached,  but  negotiations  are  con- 
tinuing so  that  it  will  be  possible  for  that  com- 
munity to  enjoy  the  advantages  of  a medical 
facility.  It  seems  to  the  report  committee  that 
this  report,  and  it  contains  recommendations  re- 
garding consultations,  should  be  referred  to 
council  for  its  consideration  ultimately. 
Co-Ordinating  Committee  on  School  Health 
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Elizabeth  H.  Laidlaw,  M.D.,  Chairman 
This  committee  is  continuing  its  work  on  a 
plan  for  certification  of  school  nurses  and  the 
incorporation  in  the  Arizona  elementary  and 
high  schools  of  a health  program. 

Medical  Defense  Committee 

E.  A.  Born,  M.D.,  Chairman 
There  have  been  no  requests  from  members  of 
this  association  for  opinion  and  advice.  Mr. 
Blaine  Shimmel,  attorney,  has  requested  no  as- 
sistance from  this  committee  since  February 
1956. 

BOARDS 

Public  Relations  Board 

James  T.  O’Neil,  M.D.,  Chairman 
The  public  relations  board  held  a meeting 
on  Oct.  7,  1956.  At  this  meeting  the  board  ap- 
proved a contribution  of  $50  each  to  the  Central 
Arizona  Science  Fair  and  to  the  Southern  Ari- 
zona Science  Fair. 

The  board  highly  recommended  to  council 
that  an  effort  be  made  to  have  a committee  rep- 
resent all  doctors  in  negotiations  between  labor 
and  management,  in  which  medical  benefits 
were  to  be  included  among  the  fringe  benefits. 

The  board  approved  participation  in  the  Ari- 
zona State  Fair  and,  with  the  co-operation  of 
the  ai-med  forces,  was  able  to  set  up  a booth 
with  other  agencies  interested  in  health  meas- 
ures at  the  fair. 

The  utilization  of  the  rural  health  articles  sent 
out  by  the  AMA  headquarters  was  decided  upon, 
and  the  board  has  arranged  to  have  these  articles 
published  in  the  Arizona  Ranch  Farmer.  Mr. 
Rich  Johnson,  editor,  has  been  very  co-operative 
in  handling  these  procedures  with  the  public 
relations  board. 

The  program  of  information  pamphlets  avail- 
able to  the  physicians  was  continued. 
Professional  Board 

Ronald  S.  Haines,  M.D.,  Chairman 
The  committee  on  reports  has  reviewed  the 
very  brief  report  of  the  professional  board.  In 
the  past,  this  board  has  been  one  of  our  most 
active  boards  and  it  is  the  feeling  of  the  report 
committee  that  the  professional  board  has  a 
more  complete  and  comprehensive  program  than 
appears  in  their  report  which  reads  as  follows: 
“A  formal  meeting  was  held  on  Sunday,  Feb. 
24,  1957.  Several  of  the  sub-committee  chair- 
men have  reported  on  their  activities,  and  the 
few  activities  on  the  Crippled  Children’s  Service 
have  already  been  reported.” 


RESOLUTIONS 

INTRODUCED  AND  PASSED 
1957  ARIZONA  MEDICAL  ASSOCIATION 
CONVENTION 

WHEREAS,  it  appears  that  historically  the 
association  has  been  in  error  in  using  in  its 
corporate  seal  the  staff  of  Mercury  instead  of 
the  proper  caduceus  symbolic  of  medicine,  the 
staff  of  Aesculapius,  and 

WHEREAS,  the  association  is  desirous  of  cor- 
recting this  grievous  error;  now,  therefore,  be  it 
RESOLVED  that  The  Arizona  Medical  As- 
sociation, Inc.,  hereby  revoke  its  former  cor- 
porate seal  improperly  using  the  caduceus  of 
Mercury,  and  hereby  adopts  the  new  corporate 
seal,  the  imprint  of  which  is  hereto  affixed,  using 
the  caduceus  symbolic  of  medicine  depicting  the 
staff  of  Aesculapius. 

THE  ESTABLISHMENT  OF  AN  ARIZONA 
POISONINC  CONTROL  PROCRAM 
WHEREAS  record  of  vital  statistics  of  the 
United  States  indicate  that  the  officially  record- 
ed incidence  of  annual  illness  from  ingestion  of 
poisons  has  remained  consistently  high  above 
the  800,000  mark  and  annual  mortality  above 
the  2,000  mark  during  the  past  decade  while 
marked  progress  is  recorded  in  incidence  and 
mortality  for  major  diseases  affecting  man,  and 
WHEREAS  there  is  definite  need  for  a state- 
wide program  for  gathering  specific  data  con- 
cerning poisons  and  for  disseminating  informa- 
tion to  aid  in  prevention  and  expedite  treat- 
ment of  poisoning  in  Arizona;  now  therefore  be 
it 

RESOLVED  that  The  Arizona  Medical  Asso- 
ciation approve  the  development  of  a statewide 
poisoning  control  program  to  include  a proposed 
Poisoning  Control  Information  Center  in  the 
University  of  Arizona  College  of  Pharmacy  as 
well  as  a number  of  emergency  poisoning  con- 
trol units  at  major  hospitals  in  the  state;  and  be 
it  further 

RESOLVED  that  the  physicians  of  Arizona 
co-operate  fully  in  submitting  reports  on  poison- 
ing cases,  through  the  use  of  prepared  forms,  to 
the  end  that  periodic  bulletins  may  be  issued 
which  will  be  informative  to  the  physicians  of 
the  state  and  will  promote  a public  education 
program  for  the  prevention  of  poisoning;  and 
be  it  further 

RESOLVED  that  the  need  for  legislation  be 
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determined  and  action  taken  by  the  committee 
on  legislation  toward  providing  a legal  require- 
ment for  the  registration  of  toxic  constituents 
and  antidotes  for  all  poisonous  commercial  prod- 
ucts marketed  in  Arizona;  and  be  it  further 

RESOLVED  that  we  recommend  to  the  state 
medical  council  that  it  give  consideration  to  the 
appointment  of  an  ad  hoc  committee  to  be 
known  as  the  committee  on  poisoning  control  to 
implement  the  intent  of  this  resolution;  to  act 
as  a liaison  committee  with  the  University  of 
Arizona  College  of  Pharmacy,  the  State  Pharm- 
aceutical Association,  and  other  interested  bod- 
ies; and  be  it  further 

RESOLVED  that  this  information  be  distri- 
buted to  the  secretaries  of  the  individual  county 
medical  societies  and  given  direct  to  each  doctor, 
as  members  of  this  association. 

W.  B.  STEEN,  M.D.,  COUNCILOR, 
SOUTHERN  DISTRICT 

MEDICAL  SERVICES  STANDARDS  AND 
NEGOTIATIONS 

WHEREAS  modem  hiring  practices  of  many 
companies  and  corporations  include  the  sup- 
plying of  medical  services  as  a fringe  benefit; 
and 

WHEREAS  most  negotiations  between  unions 
and  employers  include  medical  services  as  a 
topic  of  discussion;  and 

WHEREAS  the  doctors  of  medicine,  whose 
services  are  being  so  bargained  for,  often  find 
themselves  subjected  to  plans  which  are  con- 
trary to  medical  ethics;  and 

WHEREAS  there  are  no  representatives  for 
the  doctors  of  medicine  at  such  negotiations  in 
which  medical  benefits  are  discussed;  now  there- 
fore be  it 

RESOLVED  that  the  Council  of  The  Arizona 
Medical  Association  appoint  a subcommittee 
working  under  the  medical  economics  commit- 
tee to  study  the  various  plans  now  in  effect,  to 
evolve  suitable  standards  for  such  plans,  and 
to  suggest  methods  whereby  there  may  be  medi- 
cal representation  at  all  negotiations  in  which 
medical  services  are  discussed,  and 

RESOLVED  that  this  committee  notify  all 
companies  operating  in  this  state  as  well  as  all 
unions  that  such  a committee  has  been  estab- 
lished and  requesting  opportunity  to  discuss 
with  any  of  them  the  standards  which  the  com- 


mittee has  developed,  and  be  it  further 

RESOLVED  that  all  such  standards  devel- 
oped by  this  subcommittee  shall  be  approved 
through  the  committee  on  medical  economics 
and  the  state  medical  council. 

J.  BRUCE  TUCKER,  M.D.,  DELEGATE 
PINAL  COUNTY  MEDICAL  SOCIETY 

SENATE  BILL  434,  85TH  CONGRESS 

WHEREAS,  One  of  the  cornerstones  of  the 
bipartisan  Hoover  commission,  recommendations 
was  improved  financial  management  of  the  fed- 
eral government, 
and 

WHEREAS,  We  believe  that  the  concepts  em- 
bodied in  Senate  Bill  434  to  insure  maximum 
control  and  review  of  governmental  expeditures 
by  congress  represent  the  greatest  advance 
whieh  this  government  can  make  in  the  field  of 
improved  budgeting, 
and 

WHEREAS,  Under  present  procedures  there 
is  no  effective  control  over  expenditures  either 
by  congress  or  in  the  executive  branch;  now 
therefore  be  it 

RESOLVED  That  we,  the  members  of  the 
House  of  Delegates  of  The  Arizona  Medical  As- 
sociation, Inc.,  assembled  April  11,  1957,  in 
Yuma,  Arizona,  endorse  and  recommend  pas- 
sage of  SB-434  which  would  provide  that  the 
executive  budget  and  congressional  appropria- 
tions be  in  terms  of  estimated  annual  acerued 
expenditures,  namely  charges  for  the  cost  of 
goods  and  services  estimated  to  be  reeeived,  and 
be  it  further 

RESOLVED,  That  The  Arizona  Medical  As- 
sociation, Inc.,  and  its  members  give  support  to 
all  efforts  to  inform  citizens  concerning  the  find- 
ings of  the  commission  and  to  induce  greater 
citizen  participation  in  governmental  affairs,  and 
be  it  further 

RESOLVED,  That  copies  of  this  resolution  be 
forwarded  to  (a)  national  headquarters  of  the 
organization,  (b)  Senators  Barry  M.  Goldwater 
and  Carl  Hayden  representing  the  State  of  Ari- 
zona and  Representatives  Stewart  L.  Udall  and 
John  J.  Rhodes,  of  the  State  of  Arizona,  and  (c) 
the  Citizens’  Committee  for  the  Hoover  Report, 
777  Eourteenth  Street,  N.W.,  Washington  5,  D.C. 

JESSE  D.  HAMER,  M.D.,  CHAIRMAN, 
LEGISLATION  COMMITTEE 
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HOSPITAL  BENEFIT  ASSURANCE 

HOME  OFFICE:  FIRST  STREET  AT  WILLETTA  • PHOENIX,  ARIZONA  • ALpme  8-488b 
BRANCH  OFFICE--  507  VALLEY  NATIONAL  BUILDING  TUCSON,  ARIZONA  • 3-942) 


MEDICAL  DIRECTOR 
DU<E  R. GASKINS, M.D. 


Dear  Doctor; 

"Disclosure  of  Medical  Record  Information;  A Re-Appraisal"  is 
an  interesting  article  in  HOSPITALS,  the  official  journal 
of  the  American  Hospital  Association.  This  article  is 
written  by  James  E.  Ludlam  and  Theodore  M.  McCabe,  Jr.  The 
first  part  of  this  two-part  article  appeared  in  the 
July  16,  1957,  issue. 

While  this  article  is  written  specifically  for  hospital 
administrators  and  record  librarians,  the  article  also  brings 
out  the  position  of  the  physician. 

The  introduction  states,  "Some  hospital  people  do  not  give 
sufficient  weight  to  the  fact  that  insurance  companies  have 
a legitimate  interest  in  most,  if  not  all,  of  the  information 
they  seek.  The  carriers  which  do  not  check  their  claims  will 
not  long  remain  solvent.  Further,  the  insurance  company 
must  also  develop  statistical  information  as  a basis  for 
rate  making." 

It  is  good  to  see  that  hospital  administrators  and  physicians 
are  realizing  a responsibility  to  the  insurance  companies 
that  pay  a good  part  of  their  fees. 

I can  assure  you  that  we  at  HBA  never  request  information 
unless  it  is  necessary  to  make  a proper  and  just  decision. 

Of  course,  a properly  signed  authorization  is  always  enclosed 
with  our  request  for  information. 

Very  truly  yours, 

HOSPITAL  BENEFIT  ASSURANCE 


Duke  R.  Gaskins,  M.  D. 
Medical  Director 


DRG ;sk 
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DR.  DAVID  B.  ALLMAN 
niTH  AMA  PRESIDENT 

I N taking  the  oath  of  office  as  111th  president 
of  the  American  Medical  Association  June  4 in 
New  York,  Dr.  David  Bacharach  Allman  dedi- 
cated himself  to  the  task  of  preserving  the  best 
in  the  personality  of  medicine  and  in  the  per- 
sonality of  America.  The  65-year-old  Atlantic 
City  surgeon  emphasized  the  fact  that  physicians 
today  minister  “not  only  to  the  human  body 
and  its  ills,  but  also  to  human  hearts,  minds 
and  emotions.” 

The  dedicated  doctor.  Dr.  Allman  said,  “knows 
that  sympathy  and  understanding  are  just  as 
important  as  scientific  knowledge”  and  that  the 
doctor  knew  this  “in  his  heart  even  before  he 
went  to  medical  school.”  Along  with  concern 
over  human,  personal  values.  Dr.  Allman  said 
that  “the  physician  is  primarily  a man  of  science 
— educated  and  trained  to  think,  observe,  in- 
vestigate, evaluate  and  make  careful  judgments.” 
He  further  pointed  out  the  physician’s  obliga- 
tions as  an  American  citizen  “to  contribute  his 
share  of  actions  and  opinions,  especially  on  is- 
sues involving  health  and  medical  care,.” 

Dr.  Allman  has  been  a prominent  figure  in  the 
activities  of  the  American  Medical  Association 
for  many  years.  In  1951,  he  was  elected  to  the 
AMA  board  of  trustees.  In  addition,  he  served 
as  a member  and  chairman  of  the  AMA  com- 
mittee on  legislation. 

Dr.  Allman  was  born  in  Philadelphia  July  11, 
1891,  and  shortly  thereafter  his  parents  moved 
to  Atlantic  City.  They  lived  with  his  grand- 
parents in  the  Bacharach  family  home  which 
later  became  Dr.  Allman’s  home  and  office.  The 
Bacharach  family,  including  Dr.  Allman’s  moth- 
er, founded  the  Betty  Bacharach  Home  for 
Afflicted  Children,  which  today  has  an  annual 
operating  budget  of  nearly  $1  million,  based  en- 
tirely on  voluntary  contributions.  Dr.  Allman 
now  devotes  much  of  his  time  to  the  home 
which  has  grown  into  one  of  the  most  widely 
known  and  respected  institutions  along  the  At- 
lantic coast. 

Dr.  Allman  formally  announced  his  retire- 
ment from  medical  practice  in  1950.  His  35 
years  of  practice  included  30  years  as  surgical 
director  and  chief  surgeon  of  Atlantic  City  Hos- 
pital. 

He  was  graduated  from  Jefferson  Medical  Col- 


Dr.  David  B.  ,\llman 


lege  in  1914  and  interned  at  Atlantic  City  Hos- 
pital in  1914-15.  There  he  met  nurse  Katherine 
Bothwell  whom  he  married  in  1922.  Mrs.  All- 
man  has  long  been  active  in  the  woman’s  auxi- 
liary to  the  AMA,  serving  as  president  in  1949- 
50.  When  Dr.  Allman  was  named  president- 
elect of  the  AMA  at  the  Chicago  meeting  in 
1956,  it  marked  the  first  time  that  a husband  and 
wife  were  ever  elected  to  the  two  top  offices. 


REPORT  OF  ACTIONS  OF  THE 
HOUSE  OF  DELEGATES 
AMERICAN  MEDICAL  ASS'N. 
106th  Annual  Meeting 
June  3-7,  1957 
New  York  City 

T 

1 HIS  summary  report  of  actions  of  the  House 
of  Delegates  of  the  American  Medical  Associa- 
tion during  its  106th  annual  meeting  held  in 
New  York  City,  June  3 through  7,  1957,  is  sub- 
mitted to  give  the  membership  of  our  associa- 
tion immediate  reference  to  a few  of  the  more 
important  subjects  dealt  with  during  the  ses- 
sions. As  usual,  a more  detailed  report  on  all 
actions  taken  will  appear  in  subsequent  issues 
of  the  Journal  of  the  American  Medical  Asso- 
ciation. 

Revision  of  the  Principles  of  Medical  Ethics, 
relations  with  the  United  Mine  Workers  of 
America  Welfare  and  Retirement  Fund,  the 
federal  government’s  Medicare  program,  new 
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standards  for  medical  schools,  a new  statement 
on  occupational  health  programs  and  the  issue 
of  social  security  benefits  for  physicians  were 
among  the  wide  variety  of  subjects  acted  upon. 
NEW  PRINCIPLES  OF  MEDICAL  ETHICS 

The  house  approved  the  long-discussed  revi- 
sion of  the  Principles  of  Medical  Ethics,  orig- 
inally submitted  at  the  1956  annual  meeting  in 
Chicago.  The  final  version,  presented  by  the 
council  on  constitution  and  by-laws  and  then 
amended  by  reference  committee  and  house  dis- 
cussions in  New  York,  now  reads  as  follows: 

“PREAMBLE 

“These  principles  are  intended  to  aid  physi- 
cians individually  and  collectively  in  maintain- 
ing a high  level  of  ethical  conduct.  They  are  not 
laws,  but  standards  by  which  a physician  may 
determine  the  propriety  of  his  conduct  in  his 
relationship  with  patients,  with  colleagues,  with 
members  of  allied  professions,  and  with  the 
public. 

“Section  1.  The  principal  objective  of  the 
medical  profession  is  to  render  service  to  human- 
ity with  full  respect  for  the  dignity  of  man. 
Physicians  should  merit  the  confidence  of  pa- 
tients entrusted  to  their  care,  rendering  to  each 
a full  measure  of  service  and  devotion. 

“Section  2.  Physicians  should  strive  continu- 
ally to  improve  medical  knowledge  and  skill,  and 
should  make  available  to  their  patients  and 
colleagues  the  benefits  of  their  professional  at- 
tainments. 

“Section  3.  A physician  should  practice  a 
method  of  healing  founded  on  a scientific  basis; 
and  he  should  not  voluntarily  associate  profes- 
sionally with  anyone  who  violates  this  principle. 

“Section  4.  The  medical  profession  should 
safeguard  the  public  and  itself  against  physicians 
deficient  in  moral  character  or  professional  com- 
petence. Physicians  should  observe  all  laws,  up- 
hold the  dignity  and  honor  of  the  profession  and 
accept  its  self-imposed  disciplines.  They  should 
expose,  without  hesitation,  illegal  or  unethical 
conduct  of  fellow  members  of  the  profession. 

“Section  5.  A physician  may  choose  whom 
he  will  serve.  In  an  emergency,  however,  he 
should  render  service  to  the  best  of  his  ability. 
Having  undertaken  the  care  of  a patient,  he 
may  not  neglect  him;  and  unless  he  has  been 
discharged  he  may  discontinue  his  services  only 
after  giving  adequate  notice.  He  should  not 
solicit  patients. 


“Section  6.  A physician  should  not  dispose  of 
his  services  under  terms  or  conditions  which 
tend  to  interfere  with  or  impair  the  free  and 
complete  exercise  of  his  medical  judgment  and 
skill,  or  tend  to  cause  a deterioration  of  the 
quality  of  medical  care. 

“Section  7.  In  the  practice  of  medicine  a 
physician  should  limit  the  source  of  his  profes- 
sional income  to  medical  services  actually  ren- 
dered by  him,  or  under  his  supervision,  to  his 
patients.  His  fee  should  be  commensurate  with 
the  services  rendered  and  the  patient’s  ability 
to  pay.  He  should  neither  pay  nor  receive  a 
commission  for  referral  of  patients.  Drugs,  re- 
medies or  appliances  may  be  dispensed  or  sup- 
plied by  the  physician  provided  it  is  in  the 
best  interests  of  the  patient. 

“Section  8.  A physician  should  seek  consul- 
tation upon  request;  in  doubtful  or  difficult 
cases;  or  whenever  it  appears  that  the  quality 
of  medieal  service  may  be  enhanced  thereby. 

“Section  9.  A physician  may  not  reveal  the 
confidence  entrusted  to  him  in  the  course  of 
medical  attendance,  or  the  deficiencies  he  may 
observe  in  the  character  of  patients,  unless  he  is 
required  to  do  so  by  law  or  unless  it  becomes 
necessary  in  order  to  protect  the  welfare  of  the 
individual  or  of  the  community. 

“Section  10.  The  honored  ideals  of  the  medi- 
cal profession  imply  that  the  responsibilities  of 
the  physician  extend  not  only  to  the  individual, 
but  also  to  society  where  these  responsibilities 
deserve  his  interest  and  participation  in  activi- 
ties which  have  the  purpose  of  improving  both 
the  health  and  the  well-being  of  the  individual 
and  the  community.” 

In  approving  the  new  Principles  of  Medical 
Ethics,  the  house  of  delegates  also  reaffirmed 
the  “Guides  for  Conduct  for  Physicians  in  Rela- 
tionships with  Institutions,”  adopted  in  1951,  and 
requested  the  board  of  trustees  to  devise  and 
initiate  a campaign  to  educate  both  physicians 
and  the  general  public  to  the  dangers  inherent 
in  the  illegal  corporate  practice  of  medicine  in 
its  various  forms. 

GUIDES  FOR  RELATIONS  WITH 
UMWA  FUND 

In  a key  action  on  the  basic  issue  of  third- 
party  intervention,  as  it  affects  the  patient’s  free 
choice  of  physieian  and  the  physician’s  method 
of  remuneration,  the  house  adopted  the  “Sug- 
gested Guides  to  Relationships  Between  State 
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and  County  Medical  Societies  and  the  United 
Mine  Workers  of  America  Welfare  and  Retire- 
ment Fund,”  which  were  submitted  by  the  AM  A 
Committee  on  Medical  Care  for  Industrial 
Workers.  In  approving  the  guides,  the  house 
also  recommended  that  the  board  of  trustees 
study  the  feasibility  and  possibility  of  setting  up 
similar  guides  for  relations  with  other  third- 
party  groups  such  as  management  and  labor 
union  plans. 

The  statement,  which  outlines  both  medical 
society  and  UMWA  responsibilities,  contains 
these  “general  guides:” 

“I.  All  persons,  ineluding  the  beneficiaries  of 
a third-party  medical  program  such  as  the 
UMWA  Fund,  should  have  available  to  them 
good  medical  care  and  should  be  free  to  select 
their  own  physicians  from  among  those  willing 
and  able  to  render  such  service. 

“2.  Free  choice  of  physician  and  hospital  by 
the  patient  should  be  preserved: 

“(a)  Every  physician  duly  licensed  by  the 
state  to  practiee  medicine  and  surgery  should 
be  assumed  at  the  outset  to  be  competent  in 
the  field  in  which  he  claims  to  be,  unless  con- 
sidered otherwise  by  his  peers. 

“(b)  A physician  should  accept  only  such 
terms  or  conditions  for  dispensing  his  services 
as  will  insure  his  free  and  complete  exercise 
of  independent  medical  judgment  and  skill, 
insure  the  quality  of  medical  care,  and  avoid 
the  exploitation  of  his  services  for  finaneial 
profit. 

“(c)  The  medical  profession  does  not  con- 
cede to  a third  party  such  as  the  UMWA  Wel- 
fare and  Retirement  Fund  in  a medical  care 
program  the  prerogative  of  passing  judgment 
oil  the  treatment  rendered  by  physicians,  in- 
cluding the  necessity  of  hospitalization,  length 
of  stay,  and  the  like. 

“3.  A fee-for-service  method  of  i^ayment  for 
physicians  should  be  maintained  except  under 
unusual  circumstances.  These  unusual  circum- 
stances shall  be  determined  to  exist  only  after 
a conference  of  the  liaison  committee  and  rep- 
resentatives of  the  fund. 

“4.  The  qualifications  of  physicians  to  be  on 
the  hospital  staff  and  membership  on  the  hos- 
pital staffs  is  to  be  determined  solely  by  local 
hospital  staffs  and  by  local  governing  boards  of 
hospitals.” 


THE  MEDICARE  PROGRAM 
The  house  considered  three  resolutions  deal- 
ing with  the  federal  government’s  Medicare  pro- 
gram for  the  dependents  of  servicemen.  The 
delegates  adopted  one  resolution  condemning 
any  payments  under  the  Medicare  program  “to 
or  on  behalf  of  any  resident,  fellow,  intern  or 
other  house  officer  in  similar  status  who  is  par- 
ticipating in  a training  program.”  Government 
sanction  of  such  payments,  the  house  declared, 
would  give  impetus  to  the  improper  corporate 
practice  of  medicine  by  hospitals  or  other  non- 
medical bodies.  Such  proposals,  the  house  add- 
ed, would  violate  traditional  patterns  of  Amer- 
ican medical  practices,  seriously  aggravate  prob- 
lems of  hospital-physician  relationships,  eneour- 
age  charges  by  hospitals  for  residents’  services 
to  patients  not  under  the  Medicare  program, 
and  create  a variety  of  additional  problems  in 
such  areas  as  medical  licensure  and  health  in- 
surance. 

In  another  action  on  Medicare,  the  house  rec- 
ommended that  the  decision  on  type  of  contract 
and  whether  or  not  a fee  schedule  is  included  in 
future  contract  negotiations  should  be  left  to 
individual  state  determination.  In  this  connec- 
tion, however,  the  house  restated  the  AMA 
contention  that:  the  Dependent  Medical  Care 
Act  as  enacted  by  congress  does  not  require  fixed 
fee  schedules;  the  establishment  of  such  sched- 
ules would  be  more  expensive  than  permitting 
physicians  to  charge  their  normal  fees,  and  fixed 
fee  schedules  would  ultimately  disrupt  the  eco- 
nomics of  medical  practice. 

The  house  also  suggested  that  the  AMA  at- 
tempt to  have  existing  Medieare  regulations 
amended  to  incorporate  the  association’s  policy 
that  the  practice  of  anesthesiology,  pathology, 
radiology  and  physical  medicine  eonstitute  the 
practice  of  medicine,  and  that  fees  for  serviees 
by  physicians  in  these  specialties  should  be  paid 
to  the  physician  rendering  the  services. 

NEW  STATEMENT  ON  MEDICAL 
SCHOOLS 

To  replace  the  “Essentials  of  an  Acceptable 
Medical  School,”  initially  approved  by  the 
house  of  delegates  in  1910  and  most  recently 
revised  in  1931,  the  house  adopted  a new  state- 
ment entitled:  “Functions  and  Structures  of  a 
Modern  Medical  School.”  Presentation  of  the 
document  followed  a year  of  careful  study  by 
the  council  on  medical  education  and  hospitals 
in  collaboration  with  the  Association  of  Amer- 
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ican  Medical  Colleges. 

The  statement  is  intended  to  provide  flexible 
guides  which  will  “assist  in  attaining  medical 
education  of  ever  higher  standards”  and  “serve 
as  general  but  not  specific  criteria  in  the  medi- 
cal school  accreditation  program.”  The  docu- 
ment encourages  soundly  conceived  experimen- 
tation in  medical  education,  and  it  discourages 
excessive  concern  with  standardization. 

“No  rigid  curriculum  can  be  prescribed  for 
accomplishing  the  objectives  of  medical  educa- 
ation,”  it  states.  “On  the  contrary,  it  is  the 
responsibility  of  the  faculty  of  each  school  con- 
tinually to  re-evaluate  its  curriculum  and  to  pro- 
vide in  accordance  with  its  own  particular  set- 
ting and  in  recognition  of  advances  in  science 
a sound  and  well-integrated  educational  pro- 
gram.” 

OCCUPATIONAL  HEALTH  PROGRAMS 

The  house  also  approved  a new  statement  on 
the  “Scope,  Objectives  and  Functions  of  Occu- 
pational Health  Programs,”  submitted  through 
the  board  of  trustees  by  the  council  on  industrial 
health.  The  board  report  to  the  house  said: 
“The  statement  describes  and  defines  orthodox 
in-plant  medical  programs  as  understood  in  this 
country  today  and  distinguishes  clearly  between 
such  programs  and  the  various  plans  for  com- 
prehensive medical  care  of  the  sick.  It  should 
help  to  resolve  misunderstandings  concerning  the 
specialty  of  occupational  medicine.” 

In  adopting  the  statement,  the  house  agreed 
with  a reference  committee  report  which  de- 
clared that  “the  house  has  before  it  a statement 
which  for  the  first  time  clearly  defines  the  scope, 
objectives  and  functions  of  occupational  health 
programs.  It  marks  the  needs  and  boundaries 
of  occupational  medicine.  It  states  in  a posi- 
tive fashion  the  proper  place  of  occupational 
health  programs  in  the  practice  of  medicine  and 
it  clearly  charts  the  pathways  of  communication 
between  physicians  in  occupational  health  pro- 
grams and  physicians  in  the  private  practice  of 
medicine.” 

SOCIAL  SECURITY  FOR  DOCTORS 

Two  resolutions  favoring  compulsory  inclu- 
sion of  physicians  in  the  federal  social  security 
system  and  another  one  calling  for  a nation- 
wide referendum  of  AMA  members  on  the  issue 
were  rejected  by  the  house.  The  delegates  re- 
affirmed their  opposition  to  compulsory  cover- 
age of  physicians  under  the  Old  Age  and  Sur- 


vivors Insurance  provisions  of  the  Social  Secur- 
ity Act.  They  also  recommended  a strongly 
stepped-up  informational  program  of  education 
which  will  reach  every  member  of  the  associa- 
tion, explaining  the  reasons  underlying  the  posi- 
tion of  the  house  of  delegates  in  this  issue.  The 
house  at  the  same  time  reaffirmed  its  support  of 
the  Jenkins-Keogh  bills. 

MISCELLANEOUS  ACTIONS 
In  considering  66  resolutions  and  many  addi- 
tional reports  from  the  board  of  trustees,  coun- 
cils and  committees,  the  house  also: 

Congratulated  the  board  and  the  committee  on 
poliomyelitis  for  their  prompt  action  in  stim- 
ulating national  interest  in  the  polio  immuniza- 
tion program; 

Recommended  further  study  and  a progres- 
sive program  of  action,  probably  including  legis- 
lative changes,  to  solve  the  problem  of  narcotic 
addiction; 

Urged  a more  careful  screening  of  television 
and  radio  patent  medicine  advertisements; 

Directed  the  board  of  trustees  to  investigate 
the  indiscriminate  use  of  stimulants  such  as  am- 
phetamine, particularly  in  relation  to  athletic 
programs; 

r>i‘re'"ted  the  sneaker  to  appoint  a committee 
of  five  house  members  to  study  the  Heller  re- 
port, a management  survey  of  the  association’s 
organizational  mechanisms; 

Commended  the  law  department  for  its  spe- 
cial report  on  professional  liability  and  urged 
state  and  county  medical  societies  to  establish 
claims  prevention  programs  and  to  show  the  new 
film,  “The  Doctor  Defendant;” 

Opposed  the  establishment  of  any  further  vet- 
erans’ facilities  for  the  care  of  non-service-con- 
nected illnesses  of  veterans; 

Condemned  the  compulsory  assessment  of 
medical  men  and  staff  members  by  hospitals  in 
fund-raising  campaigns; 

Commended  the  television  program.  Dr.  Hud- 
son’s Secret  Journal,  its  producers  and  its  star, 
Mr.  John  Howard,  for  an  outstanding  contri- 
bution to  the  public  interest  and  welfare,  and 
Recommended  payment  of  transportation  ex- 
penses of  section  secretaries  for  AMA  meetings 
which  they  are  required  to  attend. 

ELECTION  OF  OFFICERS 
Dr.  Gunnar  Gundersen  of  La  Crosse,  Wis., 
m<=^mber  of  the  AMA  Board  of  Trustees  since 
1948  and  chairman  for  the  past  two  years,  was 
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unanimously  chosen  president-elect  for  the  year 
ahead.  Dr.  Gundersen,  who  also  was  first  ehair- 
man  of  the  Joint  Commission  on  Accreditation 
of  Hospitals  from  1951  to  1953,  will  become 
president  of  the  American  Medical  Association 
at  the  June  1958,  meeting  in  San  Francisco. 
There  he  will  succeed  Dr.  David  B.  Allman  of 
Atlantic  City,  N.  J.,  who  became  the  111th  presi- 
dent at  the  Tuesday  night  inaugural  ceremony  in 
the  Grand  Ballroom  of  the  Waldorf-Astoria  Ho- 
tel. 

In  addition  to  Dr.  Gundersen,  the  new  presi- 
dent-elect, the  following  officers  were  selected 
by  the  house  on  Thursday: 

Your  own  delegate  to  the  AMA  had  the  dis- 
tinction of  being  nominated  and  unanimously 
chosen  vice  president;  Dr.  George  F.  Lull  of 
Chicago,  secretary;  Dr.  J.  J.  Moore  of  Chicago, 
treasurer;  Dr.  E.  Vincent  Askey  of  Los  Angeles, 
speaker,  and  Dr.  Louis  Orr  of  Orlando,  Fla., 
vice  .speaker. 

Four  new  members  were  elected  to  the  board 
of  trustees;  Dr.  George  Fister  of  Ogden,  Utah, 
to  succeed  Dr.  James  R.  Reuling;  Dr.  Cleon 
Nafe  of  Indianapolis,  Ind.,  to  succeed  Dr.  James 
R.  McVay;  Dr.  James  Z.  Appel  of  Lancaster,  Pa., 
to  replace  the  late  Dr.  Thomas  P.  Murdock,  and 
Dr.  Raymond  McKeown  of  Coos  Bay,  Ore.,  to 
replace  Dr.  Gundersen.  Dr.  Edwin  S.  Hamilton 
of  Kankakee,  111.,  was  elected  chairman  of  the 
board  at  its  organizational  meeting  after  the 
elections  in  the  house. 

Dr.  Homer  L.  Pearson  Jr.  of  Coral  Gables, 
Fla.,  was  renamed  to  the  judicial  council.  Two 
new  members  were  elected  to  the  council  on 
medical  education  and  hospitals:  Dr.  Clark  Wes- 
coe  of  Lawrence,  Kans.,  to  succeed  Dr.  Weis- 
kotten,  and  Dr.  Warde  B.  Allan  of  Baltimore, 
Md.,  to  succeed  Dr.  F.  D.  Murjihy  of  Lawrence, 
Kans. 

For  the  council  on  medical  service.  Dr.  Robert 
L.  Novy  of  Detroit,  Mich.,  was  reelected,  and 
Dr.  Hoyt  Woolley  of  Idaho  Falls,  Idaho,  was 
chosen  to  replace  Dr.  McKeown.  Dr.  Warren  W. 
Furey  of  Chicago  was  re-elected  to  the  council 
on  constitution  and  by-laws. 

The  house  of  delegates  voted  the  1957  Distin- 
guished Service  Award  of  the  American  Medical 
Association  to  Dr.  Tom  Douglas  Spies,  head  of 
the  department  of  nutrition  and  metabolism  at 
Northwestern  University  Medical  School,  Chi- 
cago, and  director  of  the  nutrition  clinic  at  Hill- 
man Hospital,  Birmingham,  Ala.,  for  his  out- 


standing contributions  to  the  science  of  human 
nutrition.  For  only  the  third  time  in  AMA  his- 
tory, the  house  also  voted  a special  citation  to  a 
layman  for  outstanding  service  in  advancing  the 
ideals  of  medicine  and  contributing  to  the  public 
welfare.  Recipient  of  this  award  was  Henry 
Viscardi  Jr.  of  West  Hempstead,  N.  Y.,  founder 
and  president  of  Abilities,  Inc.,  which  employs 
only  severely  disabled  persons. 

Physician  registration  at  the  New  York  meet- 
ing had  already  reached  an  all-time  high  at  5 
p.m.  Thursday  with  18,982  counted  and  scores  of 
registration  cards  still  unprocessed.  The  pre- 
vious high  was  chalked  up  at  the  1953  New 
York  meeting  when  the  five-day  total  was  17,958 
physicians. 

Your  President,  Dr.  Carlos  Craig,  your  execu- 
tive secretary,  Mr.  Robert  Carpenter,  and  your 
delegate  attended  all  of  the  meetings  of  the 
house.  The  delegate  was  assigned  by  the  speaker 
to  the  reference  committee  on  sections  and  sec- 
tion work. 

Respectfully  submitted, 

JESSE  D.  HAMER,  M.D. 

Delegate  to  the  AMA  and  Vice  President 
Phoenix,  Arizona 

June  10,  1957 


AM.A.  MEMBERSHIP  SHOWS 
INCREASE 

AMA  membership  reached  164,128,  highest 
in  history,  as  of  last  April  30. 

Robert  Enlow,  head  of  the  AMA  membership 
department,  explained  that  the  increase  in  the 
AMA  service  membership  probably  resulted  from 
changes  in  the  constitution  and  by-laws  admit- 
ting members  of  the  reserve  components,  rather 
than  from  any  substantial  increase  in  the  num- 
ber of  physicians  entering  the  government  serv- 
ices and  the  armed  forces. 

A breakdown  of  the  membership  figures  fol- 
lows: 


Kind  of  Member  AMA  Metnbership 


Apr.  1956 

Dec.  1956 

Apr.  1957 

Dues  Paying 

132,341 

134,307 

136,381 

Dues  Exempt 

11,200 

10,554 

9,817 

(Tot.  Active) 

(143,541) 

(144,861) 

(146,198) 

Associate 

5,892 

6,095 

5,856 

Service 

8,649 

9,660 

11,713 

Affiliate 

269 

279 

273 

Honorary 

94 

93 

88 

Total 

158,445 

160,988 

164,128 
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AIR  AMBULANCE  AND  CHARTER  SERVICE 


Fast,  safe  transportation  in  modern  accommodations 
Skilled  pilot  with  many  years  experience 
Beechcraft  with  twin  engines  for  added  security 
Plenty  of  room  and  oxygen  equipped 
Sanitary  toilet  facilities  for  your  protection  and  comfort 


Phone  AP  8-8541 

DYE  MEDICAL  AND  OXYGEN  SUPPLY  CO. 


3332  W.  McDowell  Road 
Phoenix,  Arizona 
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ARIZONA  POISON  CONTROL 
CENTER 

NEW  NOTES  IN  POISON  CONTROL 

T 

1 wo  new  reports  on  snake  bite  treatment  ap- 
pear to  be  timely.  They  deal  with  the  physiolog- 
ical and  the  mechanical  principles,  respectively: 

1.  A University  of  Miami  School  of  Medicine 
research  team  reports  that  the  survival  rate  of 
experimental  animals  given  rattlesnake  venom 
systematically  was  raised  from  17  per  cent  to 
75  per  cent,  empirically,  by  injections  of  hydro- 
cordisone.  (Dr.  W.  E.  McDonald  Jr.,  Coral 
Gables,  Florida). 

2.  A United  States  Navy  medical  research 
group,  evaluating  the  usually  recommended 
mechanical  treatments  of  snake  bite  cases,  used 
84  rabbits  injected  with  Crotalus  venom  (approx. 
4 mg/kg  body  wt. ) and  treated  in  four  ways: 
immobilization;  immobilization  and  tourniquet; 
immobilization  with  incision  and  suction;  and 
simple  return  to  cage.  Results  indicate  that  rab- 
bits live  longest  when  immobilization  with  or 
without  tourniquet  is  used.  The  use  of  incision 
and  suction  is  contradicated.  ( Military  Medicine, 
V.  120,  no.  6,  June  ’57). 

The  picnic  outing  season  has  increased  great- 
ly the  use  of  “canned  cold”  preparations  which 
are  frozen  in  the  refrigerator  and  packed  in  the 
lunch  basket  to  aid  in  the  preservation  of  foods. 
Solutions  of  the  salts  of  tri-valent  metals  ( such  as 
aluminum  chloride)  are  sometimes  employed  in 
these  containers  in  concentrations  which  could 
cause  some  stomach  upset  in  the  event  of  spillage 
over  absorbent  type  foodstuffs  ( bread,  etc. ) fol- 
lowing puncture  of  the  container  and  melting 
of  the  contents.  One  such  product,  Frigee 
Freeze,  contains  starch  and  other  harmless  in- 
gredients preserved  with  .1  per  cent  formalde- 
hyde and,  although  distasteful,  would  not  likely 
be  harmful. 

JULY  1,  1957  PROGRESS  REPORT  OF 
THE  POISON  CONTROL  INFORMA- 
TION CENTER  AT  THE  UNIVERSITY 
OF  ARIZONA  COLLEGE  OF 
PHARMACY 
V 

^3  ERVICES  at  the  Information  Center  began 
officially  on  July  1.  However,  poisoning  case 
reports  were  received  and  the  first  phases  of 
the  “Westerniation”  of  the  Florida  nucleus  file 
were  conducted  throughout  June. 

Forty-three  case  reports  have  been  received 


from  Arizona  physicians  and  are  summarized  hy 
the  following  statistics: 

Age: 

63%  involve  under  5 year  age  group 

5%  involve  6 to  15  year  age  group 

15%  involve  16  to  30  year  age  group 

9%  involve  31  to  45  year  age  group 

8%  involve  over  45  year  age  group 
Nature  of  incident: 

91  per  cent  accidental  and  9 per  eent  intentional 
Outcome: 

98  per  cent  recoveries  and  2 per  cent  fatalities 
Time  of  day: 

25%  occurred  between  6 a.m.  and  noon 
50%  occurred  between  noon  and  6 p.m. 

25%  oecurred  between  6 p.m.  and  midnight 
None  oecurred  between  midnight  and  6 a.m. 

Causative  Agent: 

16%  by  aspirin  preparations 

14%  by  sedative  preparations 

14%  by  solvents  including  kerosene,  etc. 

12%  by  dog  bites 
7%  by  insecticides 
7%  by  household  wax  preparations 
4%  by  tranquilizer  drugs 
26%  by  miseellaneous  group  including  bleaches, 
narcotie  medications,  disinfectants,  cathartics, 
cosmetics,  scorpions  and  gila  monsters. 

In  view  of  the  high  incidence  of  reports  on 
aspirin,  kerosene  and  sedatives,  the  following 
treatments  for  these  poisonings  are  quoted  from 
the  Information  Center  files: 

Aspirin: 

1.  Pending  gastic  lavage,  delay  gastric  absorp- 
tion by  the  use  of  an  emetic  or  by  swallowing 
milk  or  a slurry  of  the  “universal  antidote.” 

2.  Gastric  lavage  with  water  or  sodium  bicar- 
bonate solution  (3  to  5 per  cent. 

3.  Saline  catharsis  with  sodium  or  magnesium 
sulfate. 

4.  Alkali  therapy  in  the  presenee  of  an  acido- 
sis determined  by  blood  sample. 

5.  Correct  hypoglycemia  and  dehydration  to 
support  renal  function. 

6.  Small  doses  of  barbiturates  or  other  seda- 
tive (not  morphine)  for  restlessness  and  con- 
vulsions. 

7.  Hemodialysis  by  means  of  an  artificial  kid- 
ney. 

8.  Large  doses  of  vitamin  K for  hemorrhage. 

9.  In  last  stages  of  CNS  depression,  stimulants 
such  as  caffeine  and  nikethamide  may  be  bene- 
ficial. 
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Sedatives  — 

1.  Gastric  lavage  with  potassium  permangan- 
ate 1:5,000. 

2.  Saline  cathartie,  15  to  30  grams,  to  be  left 
in  the  stomach. 

3.  If  stimuH  such  as  pinching  arouse  the  pa- 
tient even  briefly  from  the  coma,  and  if  res- 
pirations are  full  and  regular,  further  treatment 
is  seldom  required. 

4.  Correct  any  airway  obstruction. 

5.  Oxygen  therapy  is  warranted  at  the  slight- 
est suspicion  of  hypoxia. 

6.  Analeptic  drugs  such  as  caffeine  only  if  a 
clear  and  compelling  need  exists. 

7.  Correct  dehydration  by  cautious  adminis- 
tration of  replacement  fluids.  Catheterize  the 
urinary  bladder  to  prevent  retention. 

Kerosene  ( solvents  in  general ) — 

1.  Emetics  are  contra-indicated.  Cautious  gas- 
tric lavage  with  copious  amounts  of  water  or  a 
weak  solution  of  sodium  bicarbonate  ( 3 per 
cent).  After  lavage,  instil  30  to  60  ml.  of  min- 
eral oil  in  the  stomach  as  well  as  using  saline 
cathartics. 

2.  If  CNS  depression  is  prominent,  niketha- 
mide or  caffeine  may  be  employed  parenterally. 

3.  Parenteral  antibiotic  therapy  as  a prophy- 
lactic measure  against  bacterial  invasion  of  the 
lungs. 

4.  Positive  pressure  oxygen  therapy  as  sup- 
portive treatment  for  pulmonary  edema. 

5.  Avoid  epinephrine,  digestible  fats,  oils,  and 

alcohol.  — • 

HEART  STUDY  CENTER 

A HEART  CENTER  for  special  studies  has  been 
established  at  St.  Luke’s  Hospital,  Phoenix. 
This  has  been  made  possible  by  splendid  co- 
operation between  the  board  of  directors  of 
the  hospital  and  the  Greater  Arizona  Heart 
Association.  This  co-operation  has  been  both 
organizational  and  financial.  The  center  con- 
tinues and  enlarges  on  facilities  that  have  been 
available  at  the  hospital  during  the  past  two 
years.  The  facilities  and  service  function  around 
cardiac  catheterization  and  angiocardiography, 
but  wider  applications  are  planned  for  the  fu- 
ture. The  center  is  not  intended  at  this  time 
to  serve  as  a general  consultation  service  in 
heart  disease.  Limitations  in  personnel  and  funds 
preclue  such  a service.  Besides  which,  it  is  felt 
that  there  are  adequate  facilities  in  Maricopa 
County  for  the  usual  cardiac  consultation  which 


requires  apparatus  that  is  available  in  the  in- 
ternist’s office.  For  those  unable  to  pay  the 
usual  consultation  fee,  there  are  clinics  they  may 
attend.  In  addition,  it  is  well  known  that  physi- 
cians in  general  will  modify  their  office  fee  in 
cases  of  financial  hardship. 

At  the  present  time,  cardiac  catheterization 
and  angiocardiography  are  helpful  and  often 
essential  in  cases  of  congenital  and  rheumatic 
heart  disease  where  the  exact  nature  of  the  de- 
fect is  not  established  clinically  and/or  a pre- 
diction as  to  whether  the  abnormality  is  surgi- 
cally remediable  cannot  be  made  with  reason- 
able precision.  Important  too  is  an  assessment  of 
the  contributions  to  the  circulatory  disability  of 
the  mechanical  defect  as  against  myocardial  dys- 
function, although  this  is  not  always  possible 
even  with  the  most  modern  methods  of  investi- 
gation. 

It  is  obvious  that  the  suitability  of  a case  for 
special  study  can  only  be  determined  by  a phy- 
sician specially  versed  in  cardiology.  To  this 
end,  and  because  the  special  studies  in  each  in- 
dividual case  take  a great  deal  of  skilled  techni- 
cal and  professional  time  (the  latter,  incident- 
ally, is  provided  gratuitously),  patients  are  ac- 
cepted by  the  center  only  by  referral  from  phy- 
sicians known  to  be  versed  in  the  possibilities 
and  limitations  of  the  special  studies.  In  general, 
this  means  referral  by  one  oriented  to  cardiology. 
With  only  this  limitation,  cases  are  accepted  for 
consideration  by  the  physicians  of  the  heart 
center  who  will  further  evaluate  the  likelihood 
that  the  special  studies  will  contribute  materi- 
ally to  the  welfare  of  the  individual  patient. 
There  is  no  geographic  limitation. 

While  the  heart  center  will  not  operate  as  a 
treatment  center,  the  surgical  facilities  at  St. 
Luke’s  Hospital  have  benefited  from  the  gener- 
osity of  the  Arizona  Heart  Association  with 
matching  federal  funds.  These  funds  have  been 
used  to  establish  an  adequate  armamentarium 
for  cardiac  surgery.  It  is  anticipated  that  within 
a reasonable  period  of  time,  in  addition  to  the 
surgical  procedures  on  the  heart  that  already 
are  being  performed  in  the  Valley  by  experi- 
enced and  specially  trained  surgeons,  all  pro- 
cedures beyond  the  purely  experimental  will  be 
possible. 

It  will  be  apparent  that  the  new  facilities  will 
not  be  useful  to  the  majority  of  cardiac  patients 
at  the  present  time.  However,  they  are  essential 
if  successful  surgery  is  to  be  carried  out  in  cer- 
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tain  types  of  heart  disease.  Furthermore,  it  seems 
likely  that  since  cardiac  surgery  is  ever  and  ra- 
pidly increasing  its  scope,  the  day  is  fast  ap- 
proaching when  wider  use  will  be  made  of  the 
apparatus.  At  that  time,  thanks  to  the  generosity 
of  all  concerned,  the  limitation  will  not  be  appar- 
atus and  funds,  but  personnel,  both  technical 
and  professional.  A thoroughly  e.xperienced  team 
both  professional  and  technical,  is  the  sine  qua 
non  of  the  new  heart  center,  providing  that  funds 
continue  to  be  made  available  for  its  operation 
and  for  the  continued  modernization  of  diag- 
nostic and  surgical  apparatus. 

The  modus  operand!  of  the  heart  center  has 
been  made  as  simple  as  possible.  Application 
should  be  made  direct  to  the  secretary  of  the 
heart  center  at  St.  Luke’s  Hospital  by  the  re- 
ferring physician.  A fee  schedule  has  been  set 
up  which  should  be  within  the  means  of  the 
average  patient,  but  modifications  will  be  made 
in  cases  of  financial  hardship.  A preliminary 
work-up  in  the  hospital  is  required  unless  one 
has  been  accomplished  and  is,  in  the  opinion 
of  the  heart  center  team,  adequate  and  complete. 

INDIGENCY  AMONG  DOCTORS 

By  Beverly  C.  Smith,  M.  D. 

New  York  City 

(President,  Physicians’ Home) 

A DMINISTRATION  of  the  Physicians’  Home 
for  the  past  12  years  has  revealed  existing  fi- 
nancial conditions  among  doctors  and  their  wid- 
ows that  neither  doctors  at  large  nor  the  laity 
realize  exists.  It  seems  appropriate  that  if  help 
is  to  be  obtained,  the  members  of  the  Medical 
Society  of  the  State  of  New  York  should  be  ac- 
quainted with  some  of  the  e.xperiences  of  the 
board  of  directors  of  the  Physicians’  Home. 

Organized  and  incorporated  under  the  charity 
laws  of  the  State  of  New  York  in  1919  to  care 
for  indigent  doctors,  their  wives,  widows,  and 
dependent  children,  the  Physicians’  Home  has 
functioned  continuously  and  has  grown  in  size, 
scope,  and  usefulness.  Its  affairs  are  adminis- 
tered by  an  executive  committee,  a board  of 
directors  of  27,  and  five  trustees.  It  employs 
the  Hanover  Bank  is  its  financial  advisor  and 
Price-Waterhouse  as  auditors.  The  board  of  di- 
rectors meets  monthly  eight  times  during  the 
year.  The  executive  committee  meets  monthly 
and,  when  the  board  is  in  recess,  has  power  to 
act  for  the  board  of  directors.  Income  is  de- 


rived from  annual  membership  dues  of  $10  from 
members  of  the  Medical  Society  of  the  State  of 
New  York,  voluntary  contributions  of  $2  so- 
licited from  state  society  members  when  a bill 
for  dues  of  the  county  societies  is  sent,  contri- 
butions from  women’s  auxiliaries,  voluntary  con- 
tributions from  individuals,  and  bequests.  It  is 
our  policy  to  use  income  from  contributions  to 
care  for  guests  and  administrative  costs,  while 
bequests  are  placed  in  an  endowment  fund  in- 
come from  which  is  also  used  in  the  care  of 
guests.  The  expenses  of  administration  include 
the  cost  of  publicity  and  appeals,  accounting, 
custody  accounts,  legal  fees,  social  service,  and 
part-time  secretarial  help.  Heretofore  the  Home’s 
office  has  been  domiciled,  rent  ( and  light ) free, 
in  the  office  of  either  the  secretary  or  the  presi- 
dent, but  requests  for  aid  have  so  increased  of 
late  that  the  board  of  directors  has  now  ob- 
tained space  in  the  office  of  the  state  medical 
society  and  has  acuired  necessary  executive  help 
for  its  increasing  administrative  problems. 

REQUESTS  GROW 

Requests  for  financial  assistance  reached  such 
proportions  that  the  board  of  directors  agreed 
that  a letter  be  sent  out  in  December  1954, 
asking  each  member  of  the  state  society  to  be- 
come a $10  contributing  annual  member.  A 
total  of  23,200  such  letters  were  sent  out,  and 
we  received  $10,404  from  1,087  doctors,  ap- 
proximately 4.66  per  cent  of  the  number  soli- 
cited. In  December  1955,  a similar  letter  was 
sent,  and  our  response  was  $14,358.50  from 
1,528  members,  or  approximately  5.5  per  cent 
of  the  total  state  society  membership.  A simi- 
lar appeal  was  made  in  December  1956.  If  50 
per  cent  of  the  23,200  members  of  the  state  so- 
ciety became  contributing  members,  for  a tax- 
deductible  contribution  of  $10,  our  income  from 
this  source  of  approximately  $120,000  would  en- 
able us  to  give  more  to  more  guests  and  perhaps 
help  to  care  for  them  when  they  need  nursing 
home  or  hospital  care. 

Since  our  incorporation  in  1919  (38  years) 
we  have  had  more  than  93  guests.  Of  these,  30 
were  widows,  three  women  doctors,  and  60  were 
male  doctors.  Our  guests  have  come  from  many 
of  the  61  counties  of  the  state.  Applicants  are 
usually  in  the  older  age  group  of  60  to  90.  Nat- 
urally most  are  afflicted  with  partially  incapa- 
citating geriatric  pathology.  We  simply  have 
never  had  sufficient  funds  to  accept  the  cost 
of  nursing  home  and  hospital  care.  When  such 
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situations  have  arisen,  we  have  been  able  to  as- 
sume only  a part  of  the  cost,  an  amount  equal 
to  that  which  we  sent  the  particular  guest  each 
month  before  his  custodial  care  began.  We  are 
desirous  of  being  more  helpful  in  such  cases 
and  can  do  so  only  if  we  have  increased  revenue. 
NO  SOLICITATIONS 

We  have  never  solicited  funds  outside  of  the 
membership  of  the  Medical  Society  of  the  State 
of  New  York.  The  board  of  directors  has  op- 
posed the  policy  of  public  solicitation.  From 
time  to  time  we  have  received  bequests  (from 
individuals)  which  we  have  placed  in  an  en- 
dowment fund  administered  by  the  trustees  with 
the  financial  advice  of  the  Hanover  Bank.  The 
income  from  tliis  fund  is  used  to  supplement 
our  other  income  which  is  used  for  the  care  of 
guests.  To  handle  the  many  legal  problems 
which  would  naturally  arise  in  the  affairs  of 
such  an  organiation,  we  regularly  employ  a 
legal  counsel  who  has  given  generously  of  his 
time  and  efforts  for  a nominal  monthly  fee.  I 
must  say  that  we  could  not  function  without 
the  most  generous  and  helpful  advice  we  have 
received  from  our  counsel,  Mr.  J.  Miller  Walk- 
er, a relative  of  one  of  the  founder  group.  To 
my  present  knowledge,  similar  organizations 
function  only  in  Massachusetts  and  Pennsyl- 
vania, and  their  budgets  are  considerably  small- 
er than  ours  in  New  York  State.  We  have  in- 
creased our  appropriations  for  these  purposes  in 
each  succeeding  year.  During  our  fiscal  year, 
Oct.  1,  1954,  to  Sept.  30,  1955,  we  gave  to  34 
guests  $39,295. 

It  was  recently  brought  out  in  testimony  be- 
fore a congressional  subcommittee  of  the  sen- 
ate committee  on  labor  that  12.5  million  workers 
were  covered  by  private  pension  systems  28,- 
762,000  workers  were  covered  by  group  life  in- 
surance plans,  and  there  were  68,241,000  workers 
or  dependents  under  hospitalization  plans  at  the 
end  of  1954.  At  the  same  time,  there  were  800,- 
000  retired  workers  drawing  benefits  from  pri- 
vate firms,  and  with  their  wives  this  total  was 
1.2  million  persons  (U.  S.  News  & World  Re- 
port, April  27,  1956,  page  132). 

TIMES  CHANGE 

The  practice  of  medicine  has  changed  along 
with  the  changing  times.  The  cost  of  a medical 
education  has  increased.  Periods  of  internships, 
residencies,  and  qualifications  for  specialty 
board  certification  have  likewise  lengthened. 
Many  medical  students  have  had  part  or  the 


whole  of  their  educational  expenses  defrayed 
by  the  military  services  and  on  graduation  or 
shortly  thereafter  have  entered  the  services 
where  they  received  compensation.  This  amount 
of  compensation  at  the  time  — their  first  earned 
money  — seems  large,  so  much  so  that  many 
have  had  a sense  of  financial  security  that  has 
led  them,  earlier  than  usual  after  graduation, 
into  matrimonial  responsibilities.  The  natural  se- 
quences of  a family  and  eventual  separation  from 
the  services  are  followed  by  a search  for  resi- 
dency and  specialty  training.  Remuneration  on 
a small  scale  is  then  received  for  two  or  more 
years.  During  this  time,  financial  responsibilities 
with  a growing  family  have  increased.  Having 
attained  the  training  sought,  usually  at  the  ap- 
proximate age  of  30  to  35,  the  young  doctor  pro- 
ceeds to  look  for  a place  to  practice.  Many  en- 
ter clinic  groups  on  a salary  basis,  but  those 
who  establish  independent  practices  must  fi- 
nance a home,  an  office,  and  transportation  fa- 
cilities and  must  maintain  a social  environment 
in  keeping  with  their  dignity  and  probable  ad- 
vancement. Frequently,  savings  have  been  inad- 
equate for  these  purposes,  which  necessitates 
borrowing.  If  serious  illness  in  his  family,  i.e., 
his  wife  or  children,  parents,  or  dependent  fam- 
ily collaterals,  has  occurred,  savings  will  have 
been  depleted,  or  additional  borrowing  will  have 
been  necessary.  This  may  seem  a somewhat  dis- 
mal story,  but  it  is  often  a true  one,  and  it  is  to 
their  eternal  credit  that  young  doctors  so  often 
face  these  situations  with  extraordinary  cour- 
age and  fortitude.  However,  how  soon  can  one 
under  somewhat  similar  circumstances  begin  to 
save  to  meet  further  responsibilities  and  pre- 
pare for  the  future,  be  it  what  it  may?  The  time 
to  save  is  early.  Insurance  is  cheaper,  and  in 
youth  more  chances  can  be  taken,  for  the  long 
future  holds  more  opportunities  to  right  bad 
judgment  or  unforseeable  misfortunes. 

MERRY-GO-ROUND 

The  doctor  in  many  instances  lives  beyond 
his  means.  It  seems  that  this  is  thought  to  be  a 
necessary  chance  to  enhance  his  social  status 
which  will  return  to  him  subsequent  financial 
gain  which  seems  worth  the  chance.  A profes- 
sional man’s  income  is  exaggerated  by  the  laity. 
His  expenses  are  overlooked.  His  financial  se- 
curity in  old  age  is  not  considered  important 
enough  to  discuss.  He  is  expected  to  contribute 
to  all  eharities  and  keep  socially  and  physically 
fit.  Once  his  earning  capacity  is  established,  he 
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is  besieged  by  taxes.  No  matter  how  necessary 
they  are,  they  are  often  financially  crippling  and 
will  always  be  with  him.  As  a doctor  advances 
into  his  most  productive  years,  for  a period  of 
10  to  15  years  his  expenses,  taxes,  and  family  re- 
sponsibilities increase.  Unless  he  has  intelligent- 
ly approached  the  problem  of  systematic,  regu- 
lar saving  and  has  established  this  principal  as 
a jealously  guarded  habit,  he  may  well  be  start- 
ing on  a path  of  eventual  financial  insecurity,  a 
sad  road  from  which  there  is  seldom  self-rescue. 
Inability  to  live  on  an  accustomed  financial  level 
invites  isolation  with  deterioration  of  interests. 
It  is  very  surprising  how  savings  disappear  when 
one  has  not  anticipated  meeting  unusual  finan- 
cial responsibilities.  The  doctor  is  notoriously 
easy  to  approach  by  those  who  have  something 
to  sell.  A (juick  and  unusual  return  in  the  invest- 
ment field  is  an  enticing  object  when  dangled 
before  a hard-working,  self-sacrificing  medical 
person.  A policy  of  gradual  saving  an  sound  in- 
vestment at  a lower  return  with  an  avowed  pur- 
pose to  allow  accumulation  is  slower  and  often 
is  a policy  of  personal  deprivation  which  is  not 
attractive  unless  one  is  dedicated  to  it  — and 
one  which  the  busy  doctor  has  not  and  will  not 
take  time  to  comprehend. 

When  the  ages  of  40  and  50  are  reached  par- 
ental or  collateral  family  responsibilities  may 
suddenly  loom  large  and  financially  devastating. 

CLOUDED  FUTURE 

Preoccupation  with  professional  advancement 
is  a consuming  element  in  a doctor’s  life;  vital 
as  it  is,  it  may  well  cloud  the  vision  necessary 
to  foresee  and  establish  the  future.  Then  comes 
the  period  of  release  from  professional  appoint- 
ments, decreased  professional  activity,  and  a 
less  avid  interest  in  advancement  — a sort  of 
dulling  of  the  instinct  of  competition  — the 
invasion  by  competing  younger  doctors,  the 
plateau  from  which  the  vista  of  life  is  less  glam- 
orous, and  on  looking  backward  things  which 
might  have  been  seem  more  poignant.  The  pro- 
cession, if  one  survives  sufficiently  long,  leads 
into  further  decreased  activity  and  geriatric 
pathology.  The  cost  of  medical  care  today  is 
stupendous,  and  there  are  no  obvious  signs  that 
it  will  decrease. 

Time  and  again  these  and  similar  situations 
of  varying  degrees  have  crossed  the  desks  of 
those  who  have  processed  applications  for  bene- 
ficiary aid  from  the  Physicians’  Home.  Tragedy 
— stark  tragedy  —tragedy  of  despair,  no  domi- 


cile, or  a meager  one  in  an  undesirable  neigh- 
borhood, an  empty  larder,  and  clothes  too  few 
and  tattered  to  make  a respectable  appearance, 
a withdrawal  from  environment  of  former  as- 
sociates, a disposal  of  personal  belongings— even 
furniture,  a proud  and  genteel  poverty,  a brok- 
en spirit,  a stone  wall,  no  known  means  of  help 
or  appeal,  a state  of  prayer  and  bewildering 
hope  — this  is  the  group  with  whom,  as  presi- 
dent of  the  Physicians’  Home,  I have  corres- 
ponded and  been  in  contact.  If  their  qualifica- 
tions for  beneficiary  aid  fall  within  our  by-laws, 
we  have  accepted  them  as  “guests,”  and  instead 
of  shepherding  them  into  a home  with  segrega- 
tion and  regimentation,  we  send  them  a monthly 
check  and  allow  them  to  live  where  and  with 
whom  they  please.  This  check  is  sent  monthly 
and  continues  unless  their  finaneial  situation 
betters  and  they  do  not  need  it.  In  the  event  of 
death  and  the  inability  of  the  family  and  friends 
to  finance  it,  we  contribute  toward  a place  of 
burial  and  decent  funeral,  otherwise  only  a pub- 
lic burial  place  would  be  available. 

FAMILIAR  SCENE  BEST 

Twice  we  have  tried  to  run  an  organized 
home.  It  was  very  expensive.  Very  few  wanted 
to  enter  it,  and  those  who  did  were  unhappy 
and  disintegrated  rapidly.  Elderly  doctors  and 
their  wives  and  widows  seem  to  prefer  to  stay 
in  the  community  in  which  they  have  worked 
all  of  their  professional  lives.  There  they  have 
friends,  old  patients,  and  the  most  interests.  It 
is  true  that  even  those  in  large  cities  desire  to 
terminate  their  lives  there  rather  than  in  an  un- 
familiar and  strange  countryside.  A doctor  pre- 
fers his  own  library,  his  chair,  his  bed,  books, 
and  other  associations  of  his  home  to  those  of 
a more  formal  institution. 

When  our  guests  become  incapacitated  from 
cerebral,  visual,  auditory,  pulmonary,  cardiac, 
renal,  and  joint  pathology,  there  is  seldom  ade- 
quate help  in  their  homes  to  make  them  com- 
fortable. They  must  be  moved  into  a nursing 
home.  This  is  e.xpensive,  and  often  the  care  is 
mediocre.  Here  is  where  the  Physicians’  Home 
is  handicapped  in  helping  guests.  We  simply 
do  not  have  the  funds  on  hand  to  pay  from  $400 
to  $500  a month  for  this  care.  The  next  problem 
is  the  difficulty  of  getting  and  keeping  these 
doctors  or  their  widows  in  hospitals.  Occasion- 
ally, a hospital  will  place  one  of  our  guests  in 
a free  or  endowed  bed,  but  more  often  the  pa- 
tient is  billed  by  the  hospital  with  very  little 
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or  no  reduction  in  its  rates.  Again,  we  cannot 
help  to  the  extent  we  would  like.  The  next  al- 
ternative is  a city,  state  or  county  institution. 
It  is  absolutely  heart-rending  to  a family  to 
face  this  situation.  The  usual  attempt  to  circum- 
vent this  practical  solution  often  ends  in  total 
financial  and  social  disruption  of  a family. 

The  young,'  busy  doctor  says  that  this  will 
never  happen  to  him.  He  just  does  not  know  of 
the  number  of  doctors  of  distinction  to  whom 
these  things  have  happened.  It  has  been  our 
privilege  to  be  able  to  care  for  very  distinguished 
colleagues  who  in  their  active  years  were  re- 
garded as  singularly  financially  successful  by 
their  colleagues.  Misfortune  has  occurred  to 
them,  and  from  experience  I should  say  it  may 
happen  to  any  one  of  us.  I recently  asked  a 
member  of  our  board  of  directors  to  call  upon 
and  ascertain  the  financial  status  of  a distin- 
guished practitioner  who  had  held  high  offices 
and  contributed  the  better  part  of  his  life  in  a 
tangible  fashion  to  advancement  of  all  phases 
of  medicine.  The  director’s  report  was  to  the 
effeet  that  the  interview  was  most  depressing. 
He  had  known  this  doctor  through  the  years 
of  his  success,  admired  his  interest  and  contri- 
bution to  all  phases  of  administrative  and  formal 
medical  practices,  and  had  never  dreamed  he 
could  be  reduced  to  the  object  of  poverty  and 
pity  that  he  had  become. 

NONE  ARE  IMMUNE 

Again,  this  can  happen  to  any  of  us.  The 
pangs  of  poverty  are  not  only  depressing  but 
seem  to  poison  one’s  resistance  to  misfortune 
and,  in  the  aged,  dull  the  ambition  to  attempt 
rectification.  These  reactions  may  be  as  yet  an 
unexplained  endocrine  physiologic  reaction  in 
which  the  reaction  to  stimuli  of  stress  are  al- 
tered by  a psychiatric  attitude  and  the  lack  of 
normal  response  in  atrophic  geriatric  tissues. 
The  antidote  of  a superior  psychosomatic  atti- 
tude seems  lacking.  The  result  is  remorse,  frus- 
tration, and  futility. 

These  are  as  psychologically  crushing  as  they 
are  harbingers  of  terminal  social  failure.  Pov- 
erty breeds  anxiety  which,  when  continued,  de- 
presses the  responses  of  the  body  to  stress 
situations  and  produces  abnormally  deficient 
responses  which  in  earlier  years  can  be  met 
more  courageously. 

Again,  the  psychology  of  a physically  isolated, 
regimented  home  for  aged  professional  persons 


is  influenced  by  the  impaet  of  enforced  illness 
and  aimless  existence.  This  is  an  abnormal  physi- 
cal and  mental  state  to  those  who  have  been 
accustomed  to  a state  of  high  previous  profes- 
sional activity.  It  depresses  the  mind  and  stupi- 
fies  the  normal  processes  of  resistance,  eventu- 
ating in  an  abnormal  syndrome  of  mental  disin- 
tegration and  physical  dissolution. 

Thus,  in  conclusion,  we  may  say  that  indig- 
ency among  doctors,  their  wives,  and  widows  ex- 
ists in  probably  a greater  degree  than  either 
doctors  or  the  public  realize.  Because  of  pride 
it  becomes  known  in  the  individual  case  only 
when  it  is  ferreted  out.  Its  public  display  is  em- 
barrassing and  degrading.  In  a meager  way  the 
Physicians’  Home  has  tried  to  help  to  alleviate 
conditions  as  we  have  found  them.  Doubtless 
more  of  this  state  exists  than  we  know.  Medicine 
is  a proud  and  independent  craft.  We  are  proud 
to  care  for  our  own  less  fortunate  colleagues.  I 
hope  a part  of  this  problem  has  been  so  dis- 
played as  to  arouse  an  active  interest  in  pre- 
venting it. 

Reprinted  from  New  York  State  Journal  of  Medicine,  Vol.  56, 
No.  19,  Oct.  1,  1956.  Copyright  1956  by  the  Medical  Society 
of  the  State  of  New  York  and  reprinted  by  permission  of  the 
copyright  owner. 


EXCITING  NEWS  FOR 

HARD  of  HEARING 

DOCTOR: 

Maico's  Newest  Hearing  Aid  with  "Automatic 
Volume  Control"  Gives  Amazing  Results  For 
Those  Hard-to-Help  Nerve-loss  Cases.  May  we 
Suggest  That  You  Have  Your  Patient  Try  It. 

MRICO 

Hearing  Aids -Audiometers 

Don't  Be  Satisfied  With  Less  Than  The  Best 

MAICO  of  PHOENIX 

HEARING  SERVICE 

212  W.  Adams  - Ph.  AL  8-0270 

WE  GUARANTEE  TO  THE  DOCTOR  AND  HIS  PATIENT 
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CANCER 

MERICAN  Cancer  Society  scientists  have  re- 
ported that  final  figures  on  the  smoking  habits  of 
188,000  men  50  to  70  years  old  — 11,870  of  them 
now  dead  — and  their  fate  over  a 44-month  per- 
iod confirm  and  broaden  earlier  interim  findings. 

The  study,  originally  designed  to  determine 
whether  or  not  there  is  an  association  between 
lung  cancer  and  cigaret  smoking,  showed  that 
there  is  a speetacnlar  relationship  between  the 
habit  and  lung  eancer.  Moreover,  it  is  indicated 
a clear-cut  association  between  cigaret  smok- 
ing and  several  other  conditions,  notably  cor- 
onary artery  disease,  the  Number  One  killer. 

Dr.  E.  Cuyler  Hammond,  director,  and  Dr. 
Daniel  Horn,  assistant  director  of  the  soeiety’s 
statistical  research,  told  the  annual  meeting  of 
the  American  Medical  Association  that  the  mas- 
sive, long-term  study  has  shown  that 

(1)  Death  rates  from  all  causes  combined 
rise  with  the  number  of  cigarets  smoked  daily 
— as  compared  with  those  who  have  never 
smoked,  34  per  eent  higher  for  those  who  smoke 
up  to  half  a pack  a day;  70  per  cent  higher  for 
half-to-one  paek  a day;  96  per  cent  higher  for 
one-to-two  packs  a day;  and  123  per  cent  high- 
er for  two  or  more  pacaks  a day. 

(2)  Quitting  smoking  lowers  the  risk  of 
death  — men  who  had  given  up  light  smoking 
for  more  than  10  years  enjoyed  almost  the  low 
mortality  of  non-smokers;  men  who  had  given 
lip  light  smoking  from  one  to  10  years  earlier 
had  a death  rate  only  30  per  cent  higher  than 
non-smokers  as  compared  with  61  per  cent  for 
those  who  continued  to  smoke;  those  who  had 
quit  smoking  a pack  or  more  a day  10  or  more 
years  earlier  died  at  a rate  50  per  cent  higher 
than  those  who  never  smoked,  but  those  who 
continued  to  smoke  had  double  the  death  rate 
of  those  who  never  had  smoked. 

(3)  Coronary  artery  disease  accounted  for 
52.1  per  cent  of  all  (2,665)  “e.xeess”  deaths  a- 
mong  men  with  a history  of  regular  cigaret 
smoking;  and  other  heart  and  circulatory  di- 
seases added  another  5.8  per  cent.  Of  the  11,870 
deaths,  5,297  were  ascribed  to  coronary  artery 
disease.  A total  of  3,361  coronary  victims  had 
smoked  cigarets  regularly  at  one  time  or  an- 
other — 1,388  more  deaths  (and  a rate  70  per 
eent  higher)  than  would  be  e.xpected  among 
non-smokers.  As  compared  with  the  rates  for 


non-smokers,  coronary  death  rates  among  less 
than  half-a-pack-a-day  smokers  were  exeessive 
by  29  per  cent,  among  half-to-one  pack  smokers 
89  per  cent,  among  one-to-two  pack  smokers 
115  per  cent,  and  among  two-or-more-pack 
smokers  141  per  cent. 

(4)  Lung  cancer  death  rates  were  1,000  per 
cent  ( 10  times ) higher  among  regular  cigaret 
smokers  than  among  men  who  never  had  smoked 
and  accounted  for  13.5  per  cent  of  all  excess 
deaths  among  men  with  a history  of  regular  cig- 
aret smoking.  (57  per  eent  of  all  the  men 
studied  had  a history  of  cigaret  smoking.)  Ex- 
smokers had  less  than  one-half  the  lung  cancer 
risk  of  those  who  continued  to  smoke.  Consider- 
ing only  the  cases  which  were  proved  micro- 
scopically and  beyond  reasonable  doubt  to  be 
primary  lung  cancer,  the  death  rate  for  those 
who  smoked  two  or  more  packs  a day  was  64 
times  that  of  non-smokers.  In  the  entire  study, 
only  four  non-smokers  were  shown,  by  micro- 
scopie  examination,  to  have  died  of  primary  lung 
cancer. 

(5)  Lung  cancer  death  rates,  standardized 
for  smoking  habits  and  age,  were  25  jier  cent 
lower  in  rural  than  urban  areas  — a faet  which 
suggests  either  better  diagnosis  in  the  cities,  or 
the  existence  of  urban  eancer-causing  agents  be- 
sides those  in  cigarets.  In  both  rural  and  ur- 
ban areas,  however,  lung  cancer  rates  were  low 
among  non-smokers  and  high  among  smokers. 

(6)  Deaths  ascribed  to  lung  diseases  other 
than  cancer  were  three  times  as  high  among 
cigaret  smokers  as  among  non-smokers  — a- 
mong  cigaret  smokers,  death  from  pneumonia 
and  influenza  was  almost  four  times  the  non- 
smokers’  rate. 

( 7 ) Other  cancers  bringing  elevated  death 
rates  to  smokers  included  those  of  the  esopha- 
gus, larynx,  mouth,  tongue  and  back  of  throat. 
To  these,  cigaret  smokers  were  seven  times  as 
snseeptible  as  non-smokers. 

(8)  Death  rates  were  virtually  the  same  for 
smokers  and  non-smokers  in  such  categories  as 
accidents,  violence,  suicide,  chronic  rheumatic 
fever,  hypertensive  heart  disease,  other  hyper- 
tensive diseases,  nephritis  and  nephrosis,  dia- 
betes, leukemia  and  cancers  of  the  rectum,  co- 
lon and  brain. 

(9)  Every  single  one  of  the  51  who  died  of 
stomach  ulcer  had  been  a smoker  — 46  of  cigar- 
ets, two  of  pipes,  two  of  eigars  and  one  of  both 
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pipes  and  cigars. 

(10)  Overall  death  rates  among  pipe  smok- 
ers were  12  per  cent,  and  among  cigar  smokers 
22  per  cent  higher  than  those  for  non-smokers 
— as  compared  with  68  per  cent  more  among 
cigaret  smokers.  Pipe  smokers  were  somewhat 
more  susceptible  to  lung  cancer  than  non-smok- 
ers were. 

Of  the  11,870  who  died,  4,406  had  smoked 
cigaret  regularly,  but  not  eigars  or  pipes.  If 
they  had  the  death  rate  of  non-smokers,  only 
2,623  would  have  died  during  the  study. 

Less  than  1 per  cent  of  these  who  had  not 
smoked  when  the  study  began  in  1952  later  be- 
came regular  cigaret  smokers.  Of  those  who 
had  quit  cigaret  smoking  before  the  start  of 
the  study,  7.2  per  cent  were  regular  smokers 
again  at  the  end  of  the  study.  Of  those  who  had 
“cut  down”  at  the  beginning  of  the  study,  26.4 
per  cent  again  had  become  regular  cigaret 
smokers  at  the  end. 

The  figures  showed  that  light  smokers  quit 
the  habit  or  cut  down  much  more  than  heavy 
smokers  did.  Former  smokers  who  reported  at 
the  end  of  the  study  that  they  no  longer  were 
smoking  regularly  included  36.2  per  cent  of  the 
less  than  half-a-pack-a-day  smokers,  21.6  per 
cent  of  the  half-to-1  pack  smokers,  and  13.8  per 
cent  of  the  pack  or  more  smokers.  Of  the  regu- 
lar smokers  at  the  end  of  study,  28  per  cent  re- 
ported using  filter  tips. 

About  20,000  volunteer  workers  in  394  coun- 
ties of  nine  states  (New  York,  New  Jersey,  Penn- 
sylvania, Michigan,  Illinois,  Wisconsin,  Minne- 
sota, Iowa  and  California)  enlisted  in  this  study 
in  November  1951.  Each  agreed  to  visit  10  ap- 
parently healthy  white  men  between  the  ages 
of  50  and  70  years  and  have  them  describe  on 
questionnaires  their  smoking  habits  and  histories. 
Periodically,  the  volunteers  checked  their  men 
and  advised  the  society  as  to  the  status  of  each 

living  or  dead.  The  last  check  was  begun  in 
November  1955. 

The  study  was  occasioned  by  the  enormous 
rise  in  deaths  from  lung  cancer  during  the  20th 
century.  The  number  of  deaths  in  the  United 
States  has  doubled  with  every  decade.  This  year 
31,000  will  die  of  the  disease,  26,000  of  them 
men. 

Further  data  and  interpretations  will  be  giv- 
en in  future  papers. 


BLOOD  TESTS  IN  MENTAL  ILLNESS 

NEW  BOOK  on  blood  tests  in  mental  illness 
has  been  published  by  the  Brain  Research  Foun- 
dation. Dr.  Ladislas  J.  Meduna  is  president  of 
the  foundation  and  professor  of  psychiatry  at 
the  University  of  Illinois  College  of  Medicine, 
Chicago. 

Dr.  Stig  Akerfeldt,  young  biochemist  from  the 
Nobel  Institute,  Stockholm,  Sweden,  is  the  lead- 
ing contributor  to  the  new  volume,  whieh  in- 
cludes papers  and  discussions  presented  at  the 
annual  scientific  conference  of  the  Brain  Re- 
seareh  Foundation. 

Dr.  Akerfeldt’s  six-minute  blood  test  for  schiz- 
ophrenia, the  most  prevalent  mental  illness,  now 
is  under  investigation  in  dozens  of  laboratories 
throughout  the  world.  Dr.  Meduna  said.  Dr. 
Akerfeldt  was  brought  to  the  United  States 
earlier  this  year  by  the  Brain  Research  Founda- 
tion to  present  his  important  new  discovery  to 
Ameriean  seientists.  He  also  appeared  before  the 
American  Psychiatric  Association  to  discuss  his 
findings.  The  details  of  Dr.  Akerfeldt’s  work  are 
in  the  new  book. 

“Akerfeldt’s  discovery  must  be  hailed  as  an 
important  breakthrough  toward  finding  the 
cause  and  cure  of  mental  illness,”  Dr.  Meduna 
said.  “As  scientists  make  further  investigations 
of  his  test,  with  modifications  and  refinements 
that  must  always  be  expected  when  a new  sci- 
entifie  procedure  is  introduced,  we  can  look 
forward  to  getting  new  and  practical  tools  for 
the  diagnosis  of  mental  illness.” 

“The  even  greater  significance  of  Akerfeldt’s 
work  and  that  of  others  who  are  following  up  on 
it,”  Dr.  Meduna  continued,  “is  the  indication 
that  the  majority  of  mental  illnesses  are  defin- 
itely associated  with  detectable  chemical  chang- 
es in  the  brain.  If  these  chemical  upsets  can  be 
identified,  we  stand  a good  chance  of  being 
able  to  cure  and  possibly  prevent  mental  illness 
by  chemical  means  — that  is,  with  drugs.” 

Dr.  Leo  Abood,  of  the  division  of  psychiatry 
of  the  University  of  Illinois  College  of  Medieine, 
is  one  of  the  American  scientists  who  has  con- 
firmed Dr.  Akerfeldt’s  original  work.  His  find- 
ings are  also  included  in  the  new  book,  along 
with  discussion  and  comments  from  16  leading 
biochemists  and  psychiatrists  from  the  United 
States  and  Europe. 

The  publication  of  “Blood  Tests  in  Mental 
Illness”  is  only  one  of  many  steps  now  being 
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taken  by  the  Brain  Research  Foundation  to 
stimulate  and  encourage  further  basic  research 
concerning  brain  disorders  and  brain-related  di- 
seases. 

“Nowhere  in  the  world,”  Dr.  Meduna  stated, 
“is  there  a center  where  every  type  of  brain  dis- 
order can  be  studied,  diagnosed  and  treated. 
That  is  why  the  Brain  Research  Foundation  has 
developed  sound  plans  for  establishing  a brain 
institute.  This  pioneering  institution,  staffed  and 
equipped  for  intense  and  specialized  study  of 
brain  disorders,  will  be  a model  for  a number 
of  such  centers  throughout  the  nation.  In  spite 
of  its  importance  to  the  human  being,  we  still 
know  pitifully  little  about  the  brain  and  its  dis- 
orders. A co-ordinated  approach  to  brain  re- 
search and  the  treatment  of  brain  disorders  is  a 
vital  and  primary  objective  which  the  Brain  Re- 
search Foundation  has  taken  upon  itself.” 

Established  in  1953,  the  Brain  Research 
Foundation  is  a nationwide,  nonprofit,  volun- 
tary organization  of  doctors  and  laymen  inter- 
ested in  meeting  the  challenge  of  brain  dis- 
orders. Offices  are  at  600  South  Michigan  Av- 
enue, Chicago  5,  111. 


PIMA  COUNTY  MEDICAL  SOCIETY 

OFFICERS 

June  11,  1957  to  June  10,  1958 

President,  O.  J.  Farness;  President-Elect,  Fred- 
erick J.  Lesemann;  Vice  President,  Darwin  W. 
Neubauer;  Secretary-Treasurer,  D.  J.  Heim. 

Board  of  Censors,  H.  D.  Cogswell,  Chairman, 
David  E.  Engle,  Lindsay  E.  Beaton,  George  Fraser, 
and  S.  J.  Grauman. 

Pima  County  Hospital  Medical  Advisory  Board, 
M.  A.  Carreras,  E.  L.  Kettenbach,  Ian  M.  Chesser, 
Phillip  Derickson,  E.  W.  Czerny,  J.  R.  Schwartz- 
mann,  H.  D.  Cochran,  J.  E.  O’Hare. 

Delegates,  Clarence  L.  Robbins,  Stuart  Sanger, 
W.  R.  Hewitt,  William  A.  Butcher,  Ian  M.  Chesser, 
Vvesley  S.  Fee,  Herbert  D.  Welsh,  Juan  E.  Fonseca, 
E.  R.  Updegraff,  Donald  N.  McLeod,  Jack  Demlow, 
Frederick  J.  Lesemann. 

Alternate  Delegates,  Martin  S.  Withers,  Ken- 
neth C.  Baker,  Earl  R.  Baldwin,  Hermann  S.  Rhu, 
Robert  B.  Johnson,  James  E.  O’Hare,  Blair  W. 
Saylor,  L.  D.  Sprague,  Robert  W.  Weber,  Sher- 
wood P.  Burr,  Roland  V.  Murphy,  S.  I.  Shapiro. 

LOCATION  OPPORTUNITIES 

ASHFORK  — Pop.  700  — North  centrally  lo- 
cated — Railroad  center  — Contact  the  Wo- 
men’s Club,  Ashfork,  Arizona. 

BENSON  — E.xcellent  opportunity  for  CP  — 
Th!s  David-Benson  trade  area  has  about  5,000 
population  with  only  one  doctor  available.  A 
small  sleep-in  hospital  can  be  set  up  very  easily. 
Chamber  of  commerce  will  furnish  telephone 
answering  service,  nine  to  five.  Contact  Ber- 


nard Fisher,  D.D.S.,  Medical  Committee  of  the 
Chamber  of  commerce,  Benson,  Arizona. 

CAMP  VERDE  — Located  in  the  heart  of  a 
large  farming  and  ranching  area  on  the  Verde 
River.  Approximately  100  miles  north  of  Phoe- 
nix. Badly  in  need  of  a medical  doctor.  Con- 
tact Ivy  N.  Moser,  R.  N.,  Camp  Verde,  Arizona. 

FLAGSTAFF  — Pop.  17,500  — Largest  city  in 
the  north  central  Arizona  trading  area.  One  ped- 
iatrician is  needed  (as  there  are  a number  of 
general  practitioners  who  would  gladly  refer 
work  to  him).  Excellent  opportunity  for  an  eye, 
ear,  nose,  and  throat  doctor.  Contact  C.  Her- 
bert Fredell,  M.D.,  Secretary,  Coconino  County 
Medical  Society,  121  East  Aspen  Ave.,  Flag- 
staff, Arizona. 

GILA  BEND  — Pop.  2,500  — 80  miles  west 
of  Phoenix  — Nearest  town  to  the  Painted  Rock 
Dam  Project  — Good  opportunity  for  general 
practitioner.  Cattle,  cotton  and  general  farming. 
Office  and  equipment  available.  $150  monthly 
ineome  from  board  of  supervisors.  Contact  Mrs. 
J.  F.  Allison,  Box  485,  Gila  Bend,  Arizona. 

HAYDEN  — Pop.  4,000.  Located  in  southern 
Arizona.  Need  for  a general  practitioner.  Have 
only  one  doctor  available  now.  Mostly  indus- 
trial area.  Has  a local  clinic  — with  Ray  hospital 
24  miles  away.  Contact  Mr.  A.  J.  Harriman, 
Kennecott  Copper  Company,  Haden,  Arizona. 

LAS  CRUCES,  N.  M.  — In  south  central  part 
of  state  and  not  too  disatnt  from  El  Paso,  Texas. 
Population  is  appro.ximately  22,000,  boasts  state 
college  and  White  Sands  proving  grounds.  Gen- 
eral hospital,  85  beds,  fully  accredited  and 
staffed  by  14  doctors.  Need  urologist,  anesthes- 
iologist, and  obstetrician-gynecologist.  For  full 
details  write  A.  M.  Babey,  M.D.,  President  of 
the  Staff,  250  West  Court  St.,  Las  Cruces,  N.  M. 

MORENCI  — Mining  community  located  near 
New  Mexico-Arizona  border  — Pop.  10,000.  Has 
vacancy  at  hospital  for  CP.  Contact  Carl.  H. 
Cans,  M.D.,  Morenci  Hospital,  Morenci,  Arizona. 

PAYSON  — Pop.  1,800  — Have  completed  and 
equipped  a new  clinic.  Are  badly  in  need  of  a 
medieal  doctor  and  the  closest  medical  facilities 
are  80  miles  away.  For  further  information  con- 
tact Mr.  Walter  Surrett,  President,  Payson  Clin- 
ic, Payson,  Arizona. 

TUCSON  — The  VA  Hospital  has  two  vacan- 
cies at  the  present  time  — one  is  for  aan  intern- 
ist on  the  medical  service  and  the  other  is  for 
either  a general  or  thoracic  surgeon  on  the  sur- 
gical service.  State  license  is  necessary,  but  not 
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necessarily  an  Arizona  license.  Contact  S.  Net- 
zer,  M.D.,  Director,  Professional  Service,  VA 
Hospital,  Tucson,  Arizona. 

YOUNGTOWN  - Pop.  130  - Located  16 
miles  from  Phoenix,  four  miles  from  Peoria,  114 
miles  from  El  Mirage,  1 mile  from  Surprise, 
each  a potential  field  of  practice.  Most  residents 
are  60  years  of  age  or  older  and  are  in  need 
of  medical  care.  Office  space  is  currently  pro- 
vided at  no  rental.  A medical  center  is  being 
planned.  Interested  doctors  may  contact  Mr. 
Sid  Lambert,  Box  61,  Marionette,  Arizona. 

YUMA  — Pop.  15,000  — Situated  in  the  south- 
west corner  of  the  state  on  the  Colorado  River 
— Semi-retired  medical  doctor,  possibly  a GP, 
may  work  part  time  or  full  time.  He  may  do 
his  own  surgical  procedures  or  may  call  upon 
local  surgeons  to  do  surgical  procedures.  If  he 
would  wish,  he  may  be  director  of  the  Yuma 
County  Health  Unit  which  is  an  administrative 
position.  Now  paying  $6,600  annually  for  a per- 
manent part  time  physician.  However,  it  could 
be  revised  upward  considerably  if  he  would 
handle  his  own  surgery  and  the  health  unit.  If 
interested,  contact  Mr.  R.  L.  Odom,  P.  O.  Box 
1112,  Yuma,  Arizona. 

FOR  INFORMATION  ON  OPPORTUNI- 
TIES IN  THE  FIELD  OF  INDUSTRIAL 
MEDICINE,  CONTACT: 

Harold  J.  Mills,  M.D.,  Phelps  Dodge  Hospital, 
Ajo,  Arizona. 

Carl  H.  Cans,  M.D.,  Phelps  Dodge  Hospital, 
Morenci,  Arizona. 

Ira  E.  Harris,  M.D.,  Miami-Inspiration  Hos- 
pital, Miami,  Arizona. 

Charles  B.  Huestis,  M.D.,  Box  928,  Hayden, 
Arizona. 

Elvie  B.  Jolley,  M.D.,  Copper  Queen  Hospital, 
Bisbee,  Arizona. 

H.  W.  Finke,  M.D.,  Magma  Copper  Company 
Hospital,  Superior,  Arizona. 

John  Edmonds,  M.D.,  Kennecott  Copper  Cor- 
poration Hospital,  Ray,  Arizona. 


ADMINISTRATION  HEALTH 
INSURANCE  BILL  FOR  FEDERAL 
WORKERS  INTRODUCED 

A FTER  months  of  study  and  reworking,  the  ad- 
ministration’s bill  for  contributory  health  insur- 
ance for  federal  civilian  employees  and  their  de- 
pendents has  been  introduced  in  congress.  Un- 


like the  1956  version  which  was  only  for  major 
medical  coverage,  the  new  bill  provides  both 
basic  and  major  coverage.  To  get  government 
contributions,  workers  would  have  to  take  both 
major  and  basic  coverage.  The  Civil  Service 
Commission  estimates  about  1.8  million  workers 
would  elect  coverage  at  a projected  cost  to  the 
government  of  $64.5  million  annually. 

A summary  of  the  two  major  phases  of  tlie 
bill: 

Basic  coverage  — The  government  would  pay 
one-third  of  the  premium  up  to  50  cents  bi- 
weekly if  insured  alone,  or  up  to  $1.50  bi- 
weekly if  dependents  are  to  be  included;  the 
workers  would  pay  the  balance  through  pay- 
roll deductions.  Each  employee  would  be  free 
to  choose  any  locally  available  group  plan  meet- 
ing minimum  standards  set  up  in  the  law;  the 
plan  could  range  from  minimum  hospitalization 
to  a comprehensive  one  covering  also  surgical 
services  and  medical  expenses.  The  employee 
could  continue  coverage  after  retirement,  but 
the  government  would  no  longer  contribute  to 
its  cost. 

Major  coverage  — U.  S.  contribution  would  be 
a flat  one-third  amounting  to  12%  cents  bi- 
weekly for  single  workers  and  37%  cents  for 
employees  with  dependents;  the  employee  share 
bi-weekly  would  be  either  25  cents  or  75  cents, 
depending  on  dependents.  The  plan  would  pay 
75  per  cent  of  covered  hospital  expenses  after 
70  days  of  hospitalization,  and  75  per  cent  of 
surgical  and  other  medical  costs  in  excess  of 
$100.  Benefits  payable  would  be  limited  to  a 
lifetime  maximum  of  $10,000  and  a calendar 
year  maximum  of  $5,000  for  the  insured  or  re- 
tired worker  and  each  covered  dependent.  Cov- 
erage would  be  continued  at  no  cost  to  the  em- 
ployee after  reaching  age,  65  or  upon  retirement. 

Other  highlights:  ( 1 ) the  Civil  Serviee  Com- 
mission would  establish  local  schedules  of 
charges  for  surgical  operations  for  various  sec- 
tions of  the  country,  (2)  included  in  covered 
medical  costs  would  be  doetor’s  fees  for  home, 
office  and  hospital  visits;  special  nurses,  drugs 
and  medicines,  ambulance  service,  costly  appli- 
ances such  as  iron  lungs;  (3)  the  commission  ex- 
pects that  basic  health  plans  now  offering  less 
than  70  days  hospitalization  will  very  shortly  in- 
crease their  daily  benefits  to  70  at  only  a nom- 
inal cost  increase  in  premiums.  Apparently,  in- 
surance could  be  for  full  coverage  or  idemnity. 


IF  "ORIENTAL  FLU’ 
SPREADS  ACROSS 


the  UNITED  STATES 


I If  the  Far  East  Flu  spreads  across  the  United  States,  it  may  lead  to  the 
worst  epidemic  since  1918.  That  is  an  opinion  publicly  expressed  today  by 
many  leading  physicians  and  health  officers  in  this  country. 

Thanks  to  the  antibiotics,  however,  many  complications  that  occurred 
after  World  War  I will  be  avoided.  A good  antibiotic  to  remember  for  those 
secondary  invaders  (staph-,  strep-  and  pneumococci)  is  Erythrocin. 

You’ll  find  Filmtab  Erythrocin  invaluable  in  the  majority  of  coccal 
infections — inclnding  those  problems  that  resist  other  antibiotics. 

In  addition,  you’ll  offer  patients  antimicrobial  therapy  with  a unique 
safety  record.  After  five  years,  there  has  not  been  a single  report  of  a serious 
reaction  to  Erythrocin. 

Filmtab  Erythrocin  (100  and  250  mg.),  in  bottles  FI  0 0 

of  25  and  100.  Usual  adult  dose  is  250  mg.  q.i.d.  vXovX3tt 


counteracts  complications  from  staph-, strep- and  pnenmococci 

©Filmtab — Film-eealed  tablets,  Abbott;  pat.  applied  for  708233 


498 


Arizona  Medicine 


August,  1957 


BLUE  CROSS,  BLUE  SHIELD,  AHA  BACK  U.S.  EMPLOYEE 
HEALTH  INSURANCE 


I N a joint  statement,  Blue  Shield  Medical  Care 
Plans,  Blue  Cross  Association  and  American  Hos- 
pital Association  gave  their  official  indorsement 
to  the  measure  introduced  by  Rep.  Chet  Holi- 
field  (HR  7034)  for  a federal  employee  health 
insurance  program.  The  associations  make  these 
major  points: 

1.  The  U.  S.  government,  the  nation’s  largest 
employer,  is  lagging  behind  other  major  private 
employers  when  it  fails  to  provide  a health  in- 
surance plan  for  its  workers.  The  groups  point 
out  that  they  “have  urged  for  several  years  that 
federal  employees  should  have  the  opportunity 
to  participate  in  health  insurance  programs  on 
the  same  basis  that  employees  of  industry  do 


through  group  programs.”  2.  Basic  coverage 
is  an  essential  in  any  program,  the  groups  be- 
lieve, and  the  Holified  plan  provides  this.  How- 
ever, the  associations  add  that  “we  have  agreed 
as  well  to  the  importance  of  providing  extended 
coverage  to  apply  against  the  expenses  of  com- 
plicated and  long-ter  millnesses,”  which  is  part 
of  the  Holified  bill.  3.  The  Holifield  bill  pro- 
vides payroll  deductions,  without  which  fed- 
eral employees  would  not  be  able  to  qualify  “for 
the  best  coverage  offered.”  Up  to  this  point 
the  administration  has  resisted  payroll  deduc- 
tions for  U.  S.  employee  health  insurance,  and 
it  is  not  known  whether  this  position  has  been 
changed. 


CONFEREES  AGREE  ON  HEALTH  BUDGET:  RESEARCH  STILL  UP 


The  National  Institutes  of  Health  is  getting 
about  $21  million  more  than  the  house  allowed 
for  the  fiscal  year  starting  July  1.  This  was 
agreed  on  after  two  meetings  of  senate  and  house 
conferees  on  the  Department  of  Health,  Educa- 
tion, and  Welfare  budget.  The  senate  had 
voted  $32  million  more  than  the  house  total  of 
$220  million  for  all  NIH  operations  including 
lab  facilities  construction.  But  when  the  two 

Agency 

Assistance  to  states 
Indian  health  activities 
National  Cancer  Institute 
Mental  health  activities 
National  Heart  Institute 
Arthritis  & metabolic  diseases 
Neurology  & blindness 
Water  pollution  control 
Communicable  diseases 


sides  got  together,  they  were  able  to  pare  down 
senate  figures  some  $11  million. 

In  another  section  of  the  budget,  higher  senate 
amounts  for  two  public  health  service  items  re- 
mained untouched.  These  were  grants  to  states 
for  general  health  activities,  and  funds  for  com- 
municable diseases.  The  following  table  lists 


final  disposition  of  disputed  items: 


House 

Senate 

Conference 

Recommends 

Recommends 

Agreement 

$19,592,000 

$22,592,000 

$22,592,000 

40,000,000 

42,500,000 

40,100,000 

46,902,000 

58,543,000 

56,402,000 

35,217,000 

39,421,000 

39,217,000 

33,436,000 

38,784,000 

35,936,000 

17,885,000 

23,548,000 

20,385,000 

18,887,000 

24,058,000 

21,387,000 

50,000,000 

45,000,000 

45,000,000 

6,200,000 

6,250,000 

6,250,000 

WHO  ASSEMBLY  ACCEPTS 

S expected,  the  World  Health  Assembly,  gov- 
erning body  of  the  World  Health  Organization, 
has  accepted  an  invitation  to  hold  its  session  in 
the  U.  S.  next  year,  but  no  city  has  yet  been  se- 
lected. Action  was  taken  by  the  assembly  at  its 
meeting  in  Geneva.  The  acceptance  was  re- 
ceived by  Dr.  Leroy  E.  Burney,  surgeon  gen- 
eral of  U.  S.  Public  Health  Service,  who  heads 


U.S.  INVITATION  FOR  1958 

the  U.  S.  delegation  to  Geneva.  Last  year  con- 
gress extended  the  invitation,  and  authorized 
spending  $400,000  to  cover  additional  costs  of 
the  meeting  here,  away  from  WHO’s  permanent 
headquarters  in  Geneva.  The  assembly  also 
asked  Dr.  M.  G.  Candau  of  Brazil,  WHO’s  di- 
rector general,  to  serve  another  five-year  term 
when  his  present  term  expired  July  21,  1958. 
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HOLIFIELD  COMMITTEE  GETS 
CONFLICTING  VIEWS  ON 
FALLOUT  DANGERS 

ONFLICTING  testimony  on  the  effects  of  ra- 
diation fallout  on  man  marked  the  joint  atomic 
energy  subcommittee  hearings.  Scientists  dis- 
agreed on  whether  all  fallout  is  harmful,  with 
greater  dangers  from  larger  doses,  or  whether 
there  is  a permissable  “threshold.”  But,  geneti- 
cists concurred  that  any  radiation  exposure  pro- 
duces undesirable  mutations  in  humans. 

Edward  Lewis,  a California  Institute  of  Tech- 
nology biologist,  said  the  incidence  of  leukemia 
varies  in  direct  proportion  to  the  dose  of  radia- 
tion received  and  insisted  there  can  be  no  thres- 
hold for  radiation  damage.  In  agreement  with 
this,  Ernest  C.  Pollard,  a Yale  University  bio- 
physicist, suggested  a policy  of  regarding  all 
radiation  with  suspicion.  Lauriston  Taylor,  chief 
of  the  National  Bureau  of  Standards  atomic  and 
radiation  physics  division,  insisted  on  the  other 
hand  that  there  was  still  “room  for  motion  as 
far  as  our  uses  of  radiation  is  concerned.” 

OTHER  HEARING  HIGHLIGHTS 

1.  Eour  geneticists  — James  F.  Crow  of  Uni- 
versity of  Wisconsin,  Bentley  Glass  of  Johns 
Hopkins  University,  A.  H.  Sturtevant  of  the  Cali- 
fornia Institute  of  Technology,  and  Nobel  prize 
winner  H.  J.  Muller  of  University  of  Indiana  — 
told  the  Holified  committee  that  nuclear  bomb 
tests  already  held  have  seriously  injured  hun- 
dreds of  thousands  of  lives  in  future  generations. 

2.  Dr.  Muller  urged  the  establishment  of  a 
“solid  core”  of  geneticists  in  a proposed  radia- 
tion health  institute.  Such  an  institute  under  the 
National  Institutes  of  Health  has  been  proposed 
by  Senator  Neuberger  (D.,  Ore.)  and  others. 

3.  Atomic  Energy  Commissioner  Willard 
Libby  testified  that  bomb  testing  is  a “small 
risk”  that  must  be  measured  against  the  “risk 
of  annihilation  ...  if  we  surrendered  the  wea- 
pons.” He  said  that  scientists  who  have  studied 
the  data  uniformly  agree  on  the  dangers  and 
thresholds  of  radiation,  despite  contrary  testi- 
mony received  by  the  subcommittee. 

ANTIDOTE  TO  RADIATION 
EXPOSURE 

P 

I ARTIAL  antidote  to  atomic  radiation  is  claim- 
ed discovered  by  French  AEG  scientists.  They 


reported  tliat  rats  dosed  with  resins  (presum- 
ably of  ion-exchange  type)  were  protected  large- 
ly against  strontium-90,  which  showed  little  ab- 
sorption into  bone.  Protection  applied  only  to 
elements  digested,  not  those  absorbed  through 
skin  or  lungs. 

This  news  item  appeared  in  the  April  1957 
issue  of  the  Industrial  Research  N ewsletter  pub- 
lished by  the  ARM  A Research  Foundation  of  the 
Illinois  Institute  of  Technology,  Technology  Cen- 
ter, Chicago  16,  111.  It  was  suggested  in  the 
news  item  that  individuals  desiring  further  de- 
tails on  this  topic  should  contact  the  Business 
Atomic  Publication,  Inc.,  1700  New  York  Ave,, 
New  York  28,  N.  Y. 


LABOR  HITS  PHYSICIANS'  FEE 
SYSTEM 

elson  H.  Cruikshank,  director  of  the  AFL- 
CIO  social  security  department,  who  had  many  a 
run-in  with  the  AMA  when  he  served  as  an 
active  member  of  the  board  of  directors  of  the 
Committee  for  the  Nation’s  Health,  shouted 
out  recently  against  the  practice  of  medicine 
on  a fee-for-service  basis. 

Writing  in  the  May  18  issue  of  the  AFL-CIO 
News,  Mr.  Cruikshank  said  that  physicians’  at- 
tempts to  maintain  solo  practice  on  a fee-for- 
service  basis  as  the  only  proper  relationship  with 
their  patients  is  pure  “escapism.”  The  story  was 
based  on  a speech  which  he  delivered  before  the 
Massachusetts  Hospital  Association. 

He  was  quoted  as  saying: 

“It  will  not  work.  Our  problem  is  not  as  sim- 
ple as  how  to  maintain  solo  practice  on  a fee-for- 
service  basis,  or  even  as  simple  as  how  to  de- 
stroy it. 

“Our  problem  is  how  to  develop  arrangements 
under  which  the  personal  and  social  values 
which  were  associated  with  it  can  be  preserved 
in  the  practice  of  20th  century  medicine.” 

In  discussing  labor’s  interest  in  medical  care, 
he  said: 

“The  organizational  and  collective  bargaining 
process  must  be  extended  into  a new  dimension 
through  negotiations,  agreements  and  arrange- 
ments with  third  parties  — the  providers  of 
medical  services  and  facilities.  Only  in  this 
way  can  the  job  of  translating  health  and  wel- 
fare funds  into  better  medical  care  be  effec- 
tively accomplished.” 
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VA  TIGHTENS  UP  ON  WORKMEN'S 
COMPENSATION  CASES 

V ETERANS’  Administration  has  tightened  up  its 
policy  on  hospitalization  of  non-service  con- 
nected cases  where  the  veteran  is  covered  by 
workmen’s  compensation.  The  action  follows 
conferences  between  representatives  of  the 
American  Medical  Association  and  officials  of 
the  VA  and  other  federal  agencies.  The  new 
policy  applies  only  to  treatment  (on  non-service 
connected  basis)  “of  an  occupational  injury  or 
disease  incurred  in  or  as  the  result  of  employ- 
ment and  (where  the  veterans  are)  entitled  to 
necessary  medical  and  hospital  treatment  else- 
where at  no  expense  to  themselves  by  reason  of 
some  form  of  industrial  coverage.  . . .” 

Dr.  Roy  A.  Wolford,  deputy  chief  medical  di- 
rector for  VA,  instructs  hospital  managers  to 
follow  this  procedure  in  such  cases:  1.  Onee  it 
has  been  established  the  veteran  is  covered  by 
workmen’s  compensation,  he  will  be  asked  to 
review  his  oath  of  “inability  to  pay”  for  private 
treatment  and  to  agree  to  his  transfer  to  an- 
other (non-VA)  hospital  when  his  condition  per- 
mits. 2.  If  the  veteran  still  refuses  to  change, 
he  will  be  infonned  that  this  information  will  be 
transmitted  to  VA  headquarters  in  Washington. 
(VA  can  refer  such  cases  to  the  justice  depart- 
ment for  possible  prosecution,  although  the  di- 
rective does  not  say  that  this  will  be  done.) 

NATION'S  OLDEST  ESSAY  CONTEST 

The  trustees  of  America’s  oldest  medical  essay 
competition,  the  Caleb  Fiske  prize  of  the  Rhode 
Island  Medieal  Society,  announee  as  the  sub- 
ject for  this  year’s  dissertation  “Hormonal  Rela- 
tionships In  Breast  and  Prostatic  Cancer  — Their 
Practical  Application.”  The  dissertation  must  be 
typewritten,  double  spaced,  and  should  not  ex- 
ceed I0,()()()  words.  A cash  prize  of  $350  is  of- 
fered. Essays  must  be  submited  by  Dee.  31, 
1957. 

For  complete  information  regarding  the  regu- 
lations, write  to  the  Secretary,  Caleb  Fiske  Fund, 
Rhode  Island  Medical  Society,  106  Francis  St., 
Providence  3,  R.  I. 

• • • 

The  Medical  Association  of  the  State  of  Illi- 
nois recently  voted  an  allocation  of  $20  per  mem- 
ber to  AMEF. 


RENO  SURGICAL  SOCIETY, 
8TH  ANNUAL  CONFERENCE 


Reno,  Nev. 


GUEST  SPEAKERS 

John  B.  Dillon,  M.  D.,  Professor  of  Surgery 
and  Anesthesia,  University  of  California  Medical 
Center,  Los  Angeles: 

“Spinal  and  Epidural  Anesthesia” 

“New  Drugs” 

Franeis  Murphey,  M.  D.,  Professor  of  Neuro- 
surgery, University  of  Tennessee  College  of 
Medicine: 

“Diagnosis  and  Treatment  of  Spontaneous  Oc- 
clusion of  the  Carotid  Artery” 

“Ruptured  Intervertebral  Dise  in  the  Cervical 
Region” 

John  W.  Cline,  M.  D.,  Associate  Clinical  Pro- 
fessor of  Surgery,  Stanford  University  School  of 
Medicine: 

“Surgical  Aspects  of  the  Common  Duct” 
“The  Significanee  and  Treatment  of  Nodules 
of  the  Thyroid  Gland” 

Fred  J.  Hodges,  M.  D.,  Professor  and  Chair- 
man of  Radiology,  University  of  Michigan: 
“X-ray  Detection  of  Colonic  Cancer” 
“Radiology’s  Debt  to  Surgery” 

Carleton  Mathewson  Jr.,  M.  D.,  Professor  of 
Surgery,  Stanford  University  School  of  Medi- 
cine: 

“The  Management  of  Penetrating  Wounds  of 
the  Colon” 

“Massive  Hemorrhage  from  Gastroduodenal 
Ulceration” 

K.  Alvin  Merendino,  M.  D.,  Professor  of  Sur- 
gery, University  of  Washington  School  of  Medi- 
cine: 

“Further  Experiences  with  Jejunal  Interposi- 
tion Operation  in  the  Treatment  of  Esopha- 
gitis, Cardiospasm,  and  other  Diseases  of 
the  Esophagogastric  Junction” 

“The  Life  History  and  Treatment  of  Abdom- 
inal Aneurysms  with  Seamless  Teflon  Fab- 
rie” 

E.  G.  Holmstrom,  M.  D.,  Professor  and  Head 
of  Department  of  Obstetrics  and  Gynecology, 
University  of  Utah: 

“Amenorrhea” 

“Functional  Uterine  Bleeding” 

Otto  E.  Aufranc,  M.  D.,  Assistant  in  Ortho- 
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pedic  Surgery,  Harvard  Medical  School  and 
Massachusetts  General  Hospital: 

“Reconstructive  Surgery  of  the  Hip  using 
Prostheses  and  Cups  and  the  Indications  for 
Each” 

“Surgical  Treatment  of  Sepsis  after  Recon- 
structive Surgery  of  the  Hip” 

LUNCHEON  SPEAKER,  AUG.  22 

Raymond  I.  Smith,  Manager  Harolds  Club: 

“Gambling  As  Seen  Through  the  Eyes  of  a 
Professional  Gambler” 

RANQUET  SPEAKER,  AUG.  23 

Tom  Harmon,  Sports  Director,  Columbia  Pa- 
cific Network. 

SOCIAL  EVENTS 

Pre-Meeting  Cocktail  Party,  Wednesday  Eve- 
ning, Aug.  21  — Holiday  Hotel. 

Luncheon,  Thursday  Noon,  Aug.  22  — Hotel 
Mapes. 

Cocktail  Party,  Thursday  Evening,  Aug.  22  — 
Harolds  Club. 

Luncheon,  Friday  Noon,  Aug.  23  — Hotel 
Mapes  — Round  Table  Discussion. 

Ranquet,  Friday  Evening,  Aug.  23  — River- 
side Hotel. 


UTAH  STATE  MEDICAL  ASS'N. 

62nd  ANNUAL  SCIENTIFIC  MEETINGS 
Sept.  5,  6,  7, 1957  — Salt  Lake  City 
ENTERTAINMENT 
Wednesday  evening,  Sept.  4: 

Annual  Dinner  Meeting  for  stockholders  of 
Medical  Service  Bureau.  (Blue  Shield). 

6 p.m.  — Social  Hour  — Crystal  Ballroom  — 
Hotel  Newhouse. 

7:30  p.m.  — Dinner  — Bonneville  Room  — 
Hotel  Newhouse. 

Thursday  evening.  Sept  5: 

President’s  Reception  — Alta  Club  — 5-7  p.m. 
President’s  Banquet  — Lafayette  Ballroom  — 
Hotel  Utah,  7:15  p.m. 

Featured  Guest  Speaker  — Gunnar  Gunderson, 
M.D.,  President-elect,  American  Medical 
Association. 

Dancing  — Junior  Ballroom,  Hotel  Utah  — 
( Informal ) . 

Friday  evening.  Sept.  6: 

Dinner  meetings  sponsored  by  the  following 
societies  with  our  guest  speakers  in  atten- 
dance: 

Intermountain  Pediatric  Society 


Salt  Lake  Surgical  Society 
Utah  Chapter  American  Academy  of  Gen- 
eral Practice 

Utah  State  Society  of  Anesthesiologists 
Utah  Society  of  Internal  Medicine 
Utah  State  Obstetrical  and  Gynecological 
Society 

Special  Luncheons  — Hotel  Utah 

Panel  discussions  with  local  and  guest  speak- 
ers participating. 

Thursday  — Starlite  Roof  Garden  — 12:10  p.m. 
Friday  — Empire  Room  — 12:10  p.m. 
LADIES  ENTERTAINMENT 
Thursday,  Sept.  5 — Hotel  Utah 
9 a.m.  — Registration 
9-10  a.m.  — Hospitality  hour 
10  a.m.  — Meeting  — Welcome  Stranger 
1 p.m.  — Luncheon  — Ft.  Douglas  Club 
Friday,  Sept.  6: 

10  a.m.  — Brunch  — Home  of  Mrs.  Reed  S. 
Clegg 

SEVENTH  CONGRESS  PAN-PACIFIC 
SURGICAL  ASS'N. 

The  Seventh  Congress  of  the  Pan-Pacific  Sur- 
gical Association  to  be  held  in  Honolulu,  Hawaii, 
Nov.  14-22,  1957.  For  infonnation,  write  Dr. 
F.  J.  Pinkerton,  Director-General  of  the  Pan- 
Pacific  Surgical  Association,  Suite  230,  Young 
Building,  Honululu,  T.  H. 


MEDICAL  SOCIETY  OF  THE 
UNITED  STATES  AND  MEXICO 
The  next  meeting  of  this  organization  is  to 
be  held  at  the  Pioneer  Hotel,  Tucson,  Arizona, 
Dec.  5,  6,  and  7,  1957. 


ARIZONA  MEDICAL  ASSOCIATION 
MEETING,  1958 

The  1958  meeting  of  the  Arizona  Medical  Asso- 
ciation is  to  be  held  in  Chandler,  April  30, 
May  1,  2,  and  3,  1958. 

Office  Space  For  Rent 
31  West  Camelback  Rd. 
Phone  CR  7-3337 
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OBITUARY 

FRANK  A.  NELSON,  M.D. 
1897-1956 


F RANK  Arleigh  Nelson  was  born  Jan.  3,  1897 
in  Boise,  Idaho  and  his  childhood  was  spent  in 
the  fanning  area  of  that  region.  He  served  in 
the  United  States  Army  through  World  War  I 
and  attended  the  University  of  Nebraska  for 
premedical  and  medical  training,  graduating  in 
June  1923.  This  was  followed  by  an  intern- 
ship after  which  Dr.  Nelson  entered  private 
practice  in  southeastern  Nebraska,  a course  he 
pursued  for  eight  years  until  he  entered  the 
United  States  Indian  Service  in  the  capacity  of 
senior  physician.  He  served  as  the  head  of  a 
number  of  hospitals  on  the  reservations  in  vari- 
ous Rocky  Mountain  states.  His  last  assignment 


in  the  Indian  Service  was  as  senior  physician  for 
the  United  States  Indian  Hospital  in  Phoenix, 
Arizona. 

Dr.  Nelson  resigned  from  the  United  States  In- 
dian Service  in  January  1944  to  accept  a posi- 
tion with  the  Phelps  Dodge  Corporation  at  the 
New  Cornelia  Hospital,  Ajo,  Arizona.  He  con- 
tinued the  practice  of  medicine  at  this  hospital, 
assuming  the  position  of  chief  surgeon  in  July 
1955,  a position  he  held  at  the  time  of  his  death 
on  Oct.  28,  1956,  due  to  myocardial  infarction. 

His  close  associates  had  wann  admiration  and 
high  respect  for  him  both  personally  and  pro- 
fessionally. 


H.  J.  MILLS,  M.D. 
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The  Case  History  in  this  discussion  is  selected 
from  the  Case  Records  of  the  Massachusetts  Gen- 
eral Hospital,  and  reprinted  from  the  New  England 
Journal  of  Medicine.  The  discussant  under  Differ- 
ential Diagnosis  is  a member  of  the  staff  of  the 
Massachusetts  General  Hospital.  The  other  dis- 
cussants are  members  of  the  Phoenix  Clinical  Club. 

MASSACHUSETTS  GENERAL 
HOSPITAL 

PRESENTATION  OF  CASE  31162 

F IRST  admission.  A 54-year-old  shoe  cutter  was 
admitted  to  the  hospital  because  of  swelling  of 
the  abdomen. 

One  year  prior  to  admission  the  patient  de- 
veloped a generalized  itching  unassociated  with 
any  skin  lesion  or  jaundice.  About  two  months 
later  he  noted  increasing  tiredness,  although  he 
was  able  to  continue  working.  About  six  months 
before  entry  he  noted  swelling  of  the  legs 
brought  on  by  standing  for  any  length  of  time 
and  disappearing  after  a night  in  bed.  Soon 
thereafter  he  noticed  that  the  abdomen  was 
swollen  and  continued  to  enlarge,  and  a pro- 
trusion developed  in  the  region  of  the  umbili- 
cus. Three  months  prior  to  entry  he  developed 
increasing  dyspnea  on  exertion.  A physician  pre- 
scribed diuretic  pills,  following  which  the  pa- 
tient lost  about  20  pounds  in  a few  days.  His 
abdomen,  however,  did  not  appreciably  de- 
crease in  size.  There  was  no  history  of  gastric 
discomfort  except  for  gaseous  eructations  after 
meals,  and  no  hematemesis,  melena  or  unusual 
stools.  He  had  lost  a “considerable”  amount  of 
weight  over  a period  of  six  months. 

The  patient  had  been  a rather  heavy  drinker 
of  beer,  augmented  with  whisky  and  rum,  be- 
fore the  onset  of  his  symptoms.  There  was  no 
history  of  exposure  to  drugs  and  chemicals  other 
than  alcohol.  He  had  typhoid  fever  at  the  age 
of  20.  One  and  a half  years  before  admission 
he  had  a high-vein  ligation  in  the  right  leg, 
and  the  veins  of  the  left  leg  were  injected  at 
the  same  time. 

Physical  examination  revealed  a rather  frail 
sallow  man  showing  evidence  of  considerable 
weight  loss.  The  lungs  revealed  fine  moist  rales 
at  both  bases,  and  diminished  breath  and  voice 
sounds  over  the  entire  chest.  The  diaphragm 


was  high,  bilaterally.  The  heart  sounds  were 
clear,  with  splitting  of  both  sounds  and  a ques- 
tionable systolic  murmur  at  the  apex.  The  ab- 
domen was  markedly  distended  and  tense,  with 
shifting  dullness  and  a fluid  wave.  A completely 
reducible  umbical  hernia  was  present.  No  or- 
gans or  masses  were  felt.  A massive  left  scrotal 
hernia,  completely  reducible,  was  present.  Both 
legs  revealed  evidence  of  stasis  dermatitis. 
There  was  pitting  edema  of  both  feet,  and  in- 
duration of  both  legs  to  the  knees.  The  knee  and 
ankle  jerks  were  not  elicited,  but  other  reflexes 
were  normal.  The  termperature  was  98.°  F.,  the 
pulse  90,  and  the  respirations  22.  The  blood 
pressure  was  112  systolic,  70  diastolic. 

Examination  of  the  blood  revealed  a red-cell 
count  of  4,300,000,  with  12  gm.  of  hemoglobin, 
and  a white-cell  count  of  7,700,  with  76  per  cent 
neutrophils.  The  urine  was  negative.  The  serum 
nonprotein  nitrogen  was  31  mg.  per  100  cc., 
the  protein  5.6  to  6.8  gm.,  with  an  albumin- 
globulin  ratio  of  1.05,  and  the  chloride  95  milli- 
equiv.  per  liter.  A bromsulfalein  test  showed  re- 
tention of  30  per  cent  of  the  dye.  A cephalin 
flocculation  test  was  + after  24  and  48  hours. 
Venous  pressures  taken  in  the  antecubital  space 
and  femoral  vein  were  equivalent  to  18.5  and 
14.5  cm.  of  water,  respectively,  on  one  occasion 
and  to  20.5  cm.  in  both  places  on  another.  Fluid 
removed  from  the  left  chest  had  a specific  gravi- 
ty of  1.012,  with  a cell  count  of  1,419  red  cells 
and  138  white  cells,  of  which  22  per  cent  were 
neutrophils,  76  per  cent  lymphocytes  and  2 per 
cent  eosinophils.  Fluid  from  the  abdominal  cav- 
ity had  a specific  gravity  of  1.014,  with  a cell 
count  of  2,610  red  cells  and  550  white  cells,  prac- 
tically all  of  which  were  lymphocytes.  The  lat- 
ter fluid  contained  4.2  gm.  of  protein  per  100 
cc.,  and  both  the  chest  and  ascitic  fluids  were 
negative  for  tubercle  bacilli  on  smear  and  guin- 
ea-pig inoculation  and  for  tumor  cells.  A sputum 
examination  was  negative  for  tubercle  bacilli 
on  smear.  A blood  Hinton  test  was  negative. 

A roentgenogram  of  the  chest  revealed  a 
heart  that  was  slightly  enlarged  but  was  within 
the  limits  of  normal  by  measurement.  There 
was  a considerable  amount  of  fluid  in  both 
pleural  cavities.  No  liver  shadow  could  be  made 
out,  and  the  hepatic  flexure  came  almost  to  the 
diaphragm.  The  spleen  was  not  enlarged.  A 
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barium  swallow  revealed  a normal  esophagus 
without  evidence  of  obstruction  or  varices. 

An  electrocardiogram  showed  slight  right- 
axis  deviation.  There  were  low-voltage  QRS 
complexes  and  flat  T waves  in  the  standard 
leads. 

The  patient  was  placed  on  a high-calorie, 
high-vitamin  diet  with  fluids  restricted  to  2,000 
cc.  daily.  A peritoneoscopy  was  performed  on 
the  third  hospital  day.  The  right  lobe  of  the 
liver  presented  a rounded  edge  that  was  just 
below  the  costal  margin.  The  left  lobe  presented 
a rounded  edge  that  extended  down  to  the  level 
of  the  umbilicus.  The  surfaces  of  both  lobes  were 
extremely  irregular  and  in  places  hobnailed, 
and  they  were  covered  everywhere  with  innum- 
erable white,  pinpoint  tubercles.  Some  of  these 
tubercles  were  seen  on  the  peritoneal  surface  of 
the  abdominal  wall,  overlying  the  left  lobe  of 
the  liver.  The  transverse  colon,  small  bowel  and 
omentum  in  the  upper  part  of  the  abdomen  were 
involved  in  a red  inflammatory  mass  in  which 
there  were  a few  tubercles.  The  lower  abdomen 
appeared  essentially  negative.  A biopsy  speci- 
men from  the  anterior  surface  of  the  left  lobe 
of  the  liver  showed  no  obvious  abnormality. 

On  the  10th  hospital  day  a paradoxical  pulse 
was  noted,  and  two  days  later  a pericardial  fric- 
tion mil  was  heard.  A fluoroscopic  examination 
of  the  chest  at  that  time  reveaaled  a small  card- 
iac beat  and  no  localized  enlargement.  There 
was  no  evidence  of  pericadial  calcification,  but 
there  seemed  to  be  some  evidence  of  pericardial 
adhesions  about  the  heart.  The  circulation  time 
( arm-to-tongue)  was  30  seconds.  In  spite  of 
these  findings,  the  patient  continued  to  improve. 
He  gained  15  pounds  without  significant  accum- 
ulation of  ascitic  fluid,  and  was  discharged  to 
his  home  on  the  30th  hospital  day. 

Second  admission,  (two  months  later).  Fol- 
lowing his  discharge,  the  patient  felt  well  ex- 
cept for  persistent  exertional  dyspnea  and  some 
increase  in  abdominal  distention.  He  gained 
about  10  pounds.  He  was  readmitted  for  re- 
evaluation  of  his  condition  with  a possibility 
of  operation. 

Physical  findings  were  essentially  unchanged 
except  that  the  pericardial  friction  rub  was  no 
longer  heard.  The  heart  sounds  were  muffled. 
The  pulsus  paradoxicus  was  still  present.  The 
neck  veins  were  pulsating  and  distended,  there 
was  considerable  ascites  and  edema  of  the  legs 
and  feet,  and  the  superficial  veins  of  the  abdo- 


men were  prominent.  A roentgenogram  of  the 
chest  showed  no  definite  change.  Several  chest 
and  abdominal  taps  were  performed  and  the 
patient  was  given  injections  of  Mercupurin  to 
relieve  him  of  some  of  the  fluid. 

On  the  28th  hospital  day  an  operation  was 
performed. 

HOWELL  RANDOLPH,  M.  D.: 

This  54-year-old  shoe  cutter  was  admitted  to 
the  hospital  because  of  swelling  of  the  abdo- 
men. This  swelling  was  quite  extensive  over  a 
period  of  a year,  beginning  about  a year  and  a 
half  before.  About  one  year  before,  there  had 
been  itching  of  the  skin  without  development  of 
jaundice  or  any  skin  lesions.  The  gradually  in- 
creasing edema  of  the  abdomen  was  persistent 
and  was  associated  with  dependent  edema  of 
the  lower  extremities.  There  was  never  any 
hemorrhage  into  the  gastrointestinal  tract.  The 
physical  examination  on  the  two  admissions 
showed  the  persistence  of  enlargement  of  the 
abdomen,  but  there  was  loss  of  general  body 
weight.  There  was  increasing  shortness  of  breath 
with  the  increasing  abdominal  distention. 

Past  History;  Typhoid  at  the  age  of  20.  He 
has  been  a heavy  consumer  of  alcoholic  bever- 
ages, principally  beer,  but  also  whisky  and  rum. 
So  far  all  of  the  facts  regarding  this  patient 
seemed  to  point  toward  diagnosis  of  cirrhosis 
of  the  liver.  Then,  in  addition  to  this,  the  peri- 
toneoscopy showed  “nodular  liver.”  The  brom- 
sulfalein  retention  test  showed  30  per  cent  dye 
retention,  but  the  cephalin  flocculation  was  neg- 
ative. At  the  same  time,  the  peritoneoscopy 
showed  what  looked  like  tubercles  over  the  sur- 
face of  the  liver  and  the  viscera  of  the  upper 
abdomen,  but  the  biopsy  of  the  liver  was  re- 
ported as  negative.  Following  on  through  the 
history,  we  find  that  many  of  the  other  findings 
are  consistent  with  cirrhosis  of  the  liver;  the 
absence  of  fever,  a moderately  elevated  pulse 
rate;  the  reduction  of  serum  albumin  and  serum 
protein; also  the  specific  gravity  of  the  fluid, 
1.012,  in  the  abdomen  and  the  large  number  of 
WBA  and  RBC  found  in  both  pleural  and  peri- 
toneal fluids  is  not  inconsistent. 

The  patient’s  treatment  was  a high  calorie  and 
high  vitamin  diet,  as  usually  prescribed  in  liver 
disease.  Prominence  of  the  superficial  veins  of 
the  abdomen  is  very  suggestive  of  portal  cirr- 
hosis. The  very  fact  that  the  patient  was  oper- 
ated on  the  28th  hospital  day  is  not  inconsistent 
with  a diagnosis  of  cirrhosis  of  the  liver. 
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A recent  description  of  a post-necrotic  cirr- 
hosis of  the  liver  may  be  of  interest.  This  con- 
sists of  a type  of  cirrhosis  characterized  by  fi- 
brotic  bands  separating  areas  of  parenchymal 
hepatic  tissue,  in  contrast  to  the  diffuse  fibrosis 
involved  in  Laennec’s  cirrhosis. 

Could  tuberculous  peritonitis  have  been  pres- 
ent? No  tuberculin  test  is  recorded.  No  tubercle 
bacilli  were  found  in  the  fluids  of  guinea  pig 
inoculation  or  smears.  There  was  no  fever  re- 
corded. 

There  was  no  record  of  this  patient  having 
passed  through  a period  when  tuberculosis  could 
have  been  active. 

No,  I do  not  think  that  active  tuberculosis  is 
present. 

Could  these  “tubercle  formations”  have  repre- 
sented carcinomatosis  lesions? 

I am  inclined  to  rule  this  out  on  the  basis  of 
the  fact  that  most  assuredly  a biopsy  of  the 
lesion  would  have  yielded  a diagnosis,  and  the 
absence  of  cells  in  the  fluids. 

Now,  reviewing  the  case  from  the  standpoint 
of  a cardiac  lesion,  we  might  list  the  symptoms 
as  fatigue,  starting  a year  before  admission,  with 
increasing  tiredness.  The  edema,  which  has  been 
noted  before  is  consistent  with  cardiac  failure. 
The  dependent  edema  is  quite  characteristic. 
Later  abdominal  swelling  was  persistent  and 
gradually  increasing.  The  shortness  of  breath  in- 
creasing for  three  months  with  the  presence  of 
abdominal  fluid.  There  was  a good  response  to 
diuretics. 

On  physical  examination,  the  man  was  frail 
and  had  undergone  weight  loss  in  spite  of  the 
edema.  The  breath  sounds  were  diminished  over 
the  chest  and  there  was  fluid  accumulation  in 
the  pleural  spaces  as  well  as  in  the  abdomen, 
which  suggests  cardiac  decompensation.  A 
questionable  systolic  murmur  was  present  at 
the  apex.  There  was  some  question  of  the  dis- 
appearing friction  rub  on  two  different  admis- 
sions. If  the  size  of  the  heart  was  not  partieu- 
larly  increased  on  the  x-ray,  what  type  of  heart 
disease  would  explain  the  edema  in  the  absence 
of  renal  failure?  There  was  no  hypertension,  no 
rales,  and  no  evidence  of  cardiac  enlargement. 
There  was  no  primary  agent  that  might  have 
caused  myocarditis.  All  of  these  findings  are 
consistent  with  diagnosis  of  constrictive  peri- 
carditis, and  in  addition,  certain  factors  seem 
to  point  toward  this  diagnosis.  The  special  prom- 


inence of  the  accumulation  of  fluid  in  the  abdo- 
men at  an  early  date  is  suggestive.  By  the  time 
severe  generalized  edema  has  occured  in  heart 
disease,  the  heart  is  almost  always  enlarged  un- 
less there  is  some  reason  for  maintaining  its 
narrow  diameter.  The  rather  low  pulse  pressure 
of  42,  and  the  fairly  rapid  pulse  of  90,  is  sug- 
gestive. The  electrocardiograph  pattern  de- 
scribed is  a perfectly  typical  textbook  picture 
of  constricive  pericarditis,  with  right  axis  devia- 
tion, low  voltage  of  QRS  complex  and  flattened 
T-waves.  The  T-waves  may  be  slightly  inverted. 
A very  suggestive  finding  is  the  paradoxical  pulse. 
This  is  caused  by  a sharp  drop  in  the  systolic 
blood  pressure  during  inspiration.  An  attempt 
should  be  made  to  record  the  level  of  the  sys- 
tolic pressure  and  the  number  of  points  it  drops 
with  inspiration.  Another  sign  which  might  have 
been  helpful  would  be  the  finding  of  calcium 
in  the  pericardial  shadow.  No  mention  is  made 
of  this  in  the  chest  x-ray.  Still  another  finding 
which  is  not  explained  by  cirrhosis  of  the  liver, 
is  the  high  venous  pressure  both  in  the  arm  and 
in  the  femoral  vein.  Normal  is  7-10  instead  of 
20Y2  as  recorded  here.  A retraction  of  the  inter- 
spaces posteriorly  in  tlie  inferior  chest  is  pres- 
ent sometimes  in  adhesive  pericarditis  and  when 
fluid  is  present,  this  could  be  obscured. 

The  report  of  a friction  rub  at  one  admission, 
and  two  months  later  its  absence,  is  a bit  dis- 
turbing in  that  one  would  expect  that  this  ad- 
hesive pericarditis  had  been  present  for  some 
time  and  no  space  would  be  left  for  the  friction 
sound.  However,  if  definite  friction  sound  is 
heard,  there  can  be  no  question  about  the  pres- 
ence of  some  degree  of  pericarditis.  Give-away 
findings  might  have  been  recorded  if  further 
studies  of  the  x-ray  with  absence  of  shift  on 
posture,  had  been  recorded.  Usually,  also  en- 
gorgement of  the  veins  of  the  upper  extremities 
and  neck  is  present,  and  must  have  been  pres- 
ent in  our  patient,  in  view  of  the  increased  ven- 
ous pressure,  although  it  is  not  mentioned  in  the 
physical  examination.  The  usual  methods  of 
treatment  of  cardiac  failure  are  ineffective  in 
pericarditis.  Diuretics  bring  about  only  tempor- 
ary improvement.  Up  until  1940  relatively  few 
patients  had  been  subjected  to  surgical  treat- 
ment, but  now  many  cases  have  been  reported 
and  the  operation  has  become  relatively  stand- 
ardized. The  excision  of  the  pericardium  must  in- 
clude the  band  around  the  venous  structures  of 
the  auricles.  Difficulties  are  encountered  in  sep- 
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arating  the  pericardium  from  the  heart  at  times, 
and  releasing  the  auricles  and  the  venous  struc- 
tures present  a problem  when  no  line  of  cleav- 
age can  be  determined.  Immediately  after  re- 
lease of  the  constricted  pericardium  however, 
the  patient’s  cardiac  output  is  so  promptly  in- 
creased that  postoperatively  the  patients  do  very 
well. 

While  it  is  difficult  to  differentiate  cirrhosis 
of  the  liver,  in  the  presence  of  nodular  liver 
such  as  we  have  here,  and  adhesive  pericarditis, 
in  this  particular  instance  we  have  instead  of 
enlargement  of  the  liver,  an  apparent  contrac- 
tion of  the  liver,  therefore,  it  seems  rather  tempt- 
ing to  indulge  in  the  pastime  so  often  attributed 
to  amateurs  of  making  a diagnosis.  However,  al- 
though I do  believe  there  is  some  degree  of  cirr- 
hosis of  the  liver  in  this  case,  nevertheless,  the 
primary  disease  of  adhesive  pericarditis  could 
havae  been  a factor  in  producing  this  liver 
change. 

Diagnosis:  Adhesive  pericarditis.  Secondary 
cirrhosis  of  the  liver  with  passive  congestion. 

Operation:  Pericardiectomy. 

R.  LEE  FOSTER,  M.  D.: 

We  are  presented  here  essentially  with  the 
case  of  a 54-year-old  man,  whose  presenting 
symptom  was  swelling  of  the  abdomen.  Over  the 
past  year  he  had  developed  generalized  itching, 
increasing  tiredness,  dependent  edema,  and  ap- 
parently a polyserositis.  At  least  the  physical 
findings  indicated  abdominal  ascites  and  bi- 
lateral pleural  effusion,  and  very  likely  some 
pericardial  effusion  near  the  end.  The  pericard- 
ial effusion  we  are  not  very  sure  of,  but  there 
seems  to  be  considerable  evidence  of  pericardial 
adhesions.  There  is  a somewhat  enlarged  “hob- 
nail” liver  without  evidence  of  splenic  enlarge- 
ment. Of  course,  this  patient  had  as  enumerated 
by  this  long  protocol,  numerous  other  symptoms, 
physical  findings,  and  laboratory  findings,  but 
these  are  the  cardinal  ones.  He  had  several  diag- 
noses also,  complete  within  themselves,  such  as 
for  example  the  left  scrotal  hernia,  the  reducible 
umbical  hernia,  and  the  stasis  dermatitis  of  both 
legs.  These  we  will  accept  and  forget.  To  at- 
tempt to  run  a defferential  diagnosis  on  each 
of  the  outstanding  symptoms  on  this  patient 
would  lead  us  far  afield  and  into  the  considera- 
tion of  numerous  diseases.  There  are  many  di- 
seases, for  example,  which  may  cause  general- 
ized pruritis.  There  are  many  disease  which  may 


cause  ascites,  and  there  is  another  group  of  di-  ; 
seases  associated  with  enlarged  liver,  and  other 
groups  which  may  be  responsible  for  the  other 
symptoms  and  findings  mentioned.  I can  think, 
however,  of  one  outstanding  condition  which  ' 
may  have,  and  usually  does,  all  of  these  findings  ' 
which  I have  enumerated.  I refer  to  Friedel 
Pick’s  disease  and  particularly  the  clinical  vari- 
ety usually  referred  to  as  a chronic  constrictive 
pericarditis.  I shall  spend  most  of  my  time 
therefore  trying  to  make  a good  case  for  this 
diagnosis  and  very  briefly  dispose  of  other  con-  i 
ditions  which  do  need  to  be  considered.  I found 
the  best  description  in  the  fewest  words  in  Ce- 
cil’s Textbook  of  Medicine  from  which  I now 
quote.  i 

“Dyspnea,  swelling  of  the  abdomen  and  oc-  i 
casionally  edema  of  the  ankles  ( usually  not  in  j 
proportion  to  the  abdominal  enlargement)  are  ' 
the  characteristic  symptoms  encountered  in  , 
chronic  constrictive  pericarditis.  Increasing 
prominence  of  the  cervical  veins  may  be  noted  i 
and  sometimes  there  is  swelling  of  the  face.  Gen- 
eral weakness  and  low-grade  fever  are  occa- 
sionally present. 

Physical  Signs  — Inspection  reveals  conspic- 
uous engorgement  of  the  veins  of  the  neck  (the 
venous  pressure  may  be  20-45  cm.  of  water,  i.e., 
two  to  five  times  the  normal).  The  distention  of 
the  veins  is  often  present  in  the  sitting,  as  well 
as  in  the  recumbent  position.  Cyanosis  of  the 
lips  and  nail  beds  may  be  present.  Inspiratory 
swelling  of  the  veins  of  the  neck  is  a common 
and  important  sign.  Orthopnea  is  inconstant. 
There  is  moderate  or  even  extreme  enlargement 
of  the  abdomen  usually  with  a fluid  wave.  Pitting 
edema  of  the  legs  and  ankles  is  often  found.  The 
liver  is  regularly  enlarged  and  firm,  but  usually 
it  is  not  tender  and  does  not  pulsate.  Spleno- 
megaly rarely  occurs.  The  pulse  is  small,  the 
systolic  blood  pressure  and  pulse  pressure  are 
characteristically  low,  or  within  the  lower  limits 
of  normal.  Pleural  effusion  is  commonly  present. 
The  fluid,  like  that  found  in  the  abdomen,  us- 
ually has  the  characteristics  of  a transudate. 

The  heart  is  usually  small  and  quiet.  In  most 
cases,  the  rhythm  is  regular,  but  irregularity  a- 
rising  from  auricular  fibrillation  or  extrasys- 
toles is  sometimes  encountered.  The  sounds  may 
be  distant,  but  otherwise  are  of  normal  intensity. 
Systolic  apical  murmurs  may  be  present. 

The  electrocardiogram  is  helpful  in  the  recog- 
nition of  chronic  constrictive  pericarditis.  Usu- 
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illy  there  is  low  voltage  of  QRS  complexes;  and 
he  T waves  of  lead  1 and  lead  2 are  frequently 
)f  low  amphtude,  or  negative.  If  the  heart  be 
mmobihzed  by  adhesions,  the  electrical  axis 
nay  not  alter  with  change  of  position  of  the 
^ody,  as  pointed  out  by  Dieuaide,  but  fixation 
)f  the  electrical  axis  is  by  no  means  pathogno- 
nonic.  The  detection  by  x-ray  of  calcareous  de- 
posits encircling  the  heart  is  practically  path- 
ignomonic  of  adherent  pericardium.  The  cardiac 
lilhouette  is  usually  of  normal  size,  though 
narked  thickening  of  the  pericardium  may  sug- 
gest hypertrophy  or  dilatation.  Decrease  in  the 
implitude  of  the  pulsations  of  the  heart,  parti- 
cularly of  the  right  border,  is  the  usual  fluoro- 
icopic  finding.” 

This  then,  I submit,  is  almost  a duplicate  de- 
icription  of  our  present  protocol.  A few  small 
bings  are  lacking,  such  as  calcification  within 
be  pericardium  so  far  as  could  be  told.  With- 
put  taking  your  time  therefore  to  point  out  the 
lumerous  points  of  agreement  and  to  defend 
pr  to  explain  away  the  few  small  points  of  dis- 
igreement,  I submit  this  as  my  diagnosis  and 
take  only  the  remaining  few  minutes  to  eliminate 
>ome  of  the  competing  diagnoses.  Polyserositis 
pr  general  tuberculosis  of  the  serous  membranes 
is  the  most  serious  contender.  The  description 
of  tubercles  on  the  liver  and  in  the  various  por- 
tions of  the  abdominal  cavity  as  viewed  by  peri- 
toneoscopy is  certainly  suggestive.  However,  the 
aegative  cultures,  smears,  and  guinea  pig  in- 
oculations in  the  pleural  and  ascitic  fluids,  as 
well  as  the  negative  sputum  examination  is  very 
strong  evience  against  this.  Also  we  would  as- 
sume that  the  peritoneoscopist  would  have  bi- 
opsied  the  liver  at  the  site  of  at  least  one  of 
these  tubercles,  and  the  pathologist  did  not  find 
any  evidence  of  tuberculosis.  I therefore  dis- 
miss this  diagnosis  for  lack  of  other  confirmatory 
evidence. 

The  group  of  lymphomata  must  be  considered, 
including  Hodgkin’s  disease,  Hodgkin’s  sarcoma, 
lymphosarcoma,  and  such.  Any  one  of  this  group 
can  be  responsible  for  many  of  the  symptoms 
and  findings  which  this  patient  had.  I do  not 
find,  however,  any  mention  made  of  any  med- 
iastinal lymphadenopathy,  or  in  fact  any  mention 
made  of  any  lymphadenopathy  anywhere.  I dis- 
card this  group  then  without  much  feeling.  Mal- 
ignancies of  various  kinds,  either  primary  or 
secondary  to  the  body  cavities  must  also  be  con- 


sidered, but  no  tumor  cells  were  found  in  any 
of  the  fluids  obtained,  no  tumor  cells  were  found 
in  the  liver  biopsy,  and  the  patient  had  no  out- 
standing disturbances  of  any  of  the  body  sys- 
tems to  suggest  malignant  etiology.  I discard 
then  malignancies  as  a group. 

Theoretically  beriberi  heart  could  give  many 
of  the  symptoms  and  signs  which  this  patient 
had,  but  in  spite  of  the  history  of  alcoholic  in- 
take, there  is  no  clear-cut  history  of  dietary  de- 
ficiency, peripheral  neuritis,  tenderness  and  atro- 
phy of  the  muscles,  etc.,  which  are  found  with 
beriberi  heart.  Also,  this  patient  has  many  things 
not  usually  found  with  a beriberi  heart  per  se. 

Cirrhosis  of  the  liver  and  particularly  portal 
cirrhosis  deserves  mention.  The  history  of  al- 
coholism, the  enlarged  liver,  and  the  ascites  de- 
mand that  we  mention  this.  It  is  hard,  however, 
for  me  to  fit  the  cardiac  picture  into  this  diag- 
nosis. 

My  diagnosis  is,  then,  (1)  Friedel  Pick’s  di- 
sease, or  chronic  constrictive  pericarditis,  and  I 
believe  the  operation  performed  was  probably 
a pericardial  resection. 

Differential  Diagnosis 

Dr.  Conger  Williams:  The  generalized  itching 
without  jaundice  did  not  mean  much  to  me  in 
the  light  of  what  happend  later,  so  I shall  over- 
look it  for  the  moment. 

In  the  differential  diagnosis  of  ascites,  it  is 
important  to  know  whether  or  not  there  is  leg 
edema  and,  if  so,  what  the  time  relation  of  its 
onset  is  to  that  of  the  ascites.  We  are  told  here 
that  swelling  of  the  legs  came  on  before  the 
ascitic  swelling  was  noticed.  When  the  cause  of 
ascites  and  leg  edema  is  intra-abdominal,  ascites 
develop  first  and  leg  edema  later,  owing  to 
pressure  of  fluid  on  the  intra-abdominal  veins. 
If,  however,  both  are  due  to  heart  failure,  edema 
of  the  legs  commonly  appears  first.  In  the  case 
of  constrictive  pericarditis,  ascites  is  often  out 
of  proportion  to  the  amount  of  leg  edema  and 
may  appear  first.  In  this  case,  the  sequence  of 
events  is  unusual  for  heart  failure  in  that  signs 
of  peripheral  congestion  preceded  dyspnea. 

Obviously  the  diagnosis  of  cirrhosis  of  the 
liver  was  considered  because  of  the  history  of 
alcoholism,  but  a search  for  esophageal  varices 
was  negative.  The  appearance  of  fluid  in  the 
legs  before  the  development  of  ascites  is  also 
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against  the  diagnosis.  I suppose  that  the  patient 
had  varicose  veins,  but  it  does  not  say  exactly 
why  the  vein  was  ligated.  Obviously  the  injec- 
tion was  done  for  varicosities,  whether  or  not 
he  had  had  thrombophlebitis,  we  do  not  know. 

In  brief,  the  cardiac  findings  on  physical  ex- 
amination were  not  remarkable.  Obviously  the 
degree  of  ascites  was  out  of  proportion  to  the 
degree  of  leg  edema. 

We  know  nothing  about  the  course  of  this 
man’s  temperature,  either  before  or  after  ad- 
mission. 

In  the  defferential  diagnosis  of  edema,  deter- 
mination of  the  serum  protein  should  be  a rou- 
tine procedure.  The  value  of  5.6  to  6.8  gm.  per 
100  cc.  is  a little  on  the  low  side,  but  not  low 
enough  to  be  significant. 

Thirty  per  cent  dye  retention  in  the  bromsul- 
falein  test  is  a moderately  abnormal  finding,  but 
it  is  found  in  cases  of  simple  liver  congestion, 
without  much  in  the  way  of  parenchymal  liver 
disease.  Also,  the  cephalin  flocculation  test  was 
equivocal,  and  can  be  explained  on  a basis  of 
liv'er  congestion  alone. 

The  venous  pressure  readings  were  abnor- 
mally high,  a finding  of  greater  importance  in 
making  the  differential  diagnosis  than  any  other 
reported  physical  of  laboratory  finding.  I shall 
discuss  it  later  in  greater  detail. 

The  characteristics  of  the  abdominal  fluid  sug- 
gest an  exudate  rather  than  a transudate.  The 
protein  was  high,  the  specific  gravity  was  fairly 
high,  and  the  cell  count  suggests  more  of  a lym- 
phocytosis than  one  e.xpects  from  an  ordinary 
bloody  tap.  So  it  is  likely  that  a factor  other 
than  increased  venous  pressure  was  active  in 
the  production  of  ascites.  The  question  of  in- 
fection with  tubercle  bacilli  is  one  of  the  most 
important  things  to  consider  in  the  differential 
diagnosis  of  ascites.  A negative  finding,  how- 
ever, especially  on  examination  of  the  sediment 
of  the  ascitic  fluid,  means  nothing.  I think  one 
can  say  that  in  tuberculous  peritonitis  one  sel- 
dom gets  a positive  smear  for  acid-fast  bacilli. 
Furthermore,  it  has  been  said  that  guinea  pig 
inoculations  are  positive  in  only  about  50  per 
cent  of  the  cases.  Thus,  the  negative  findings  in 
both  of  these  determinations  mean  little.  Also, 
the  fact  that  the  sputum  was  negative  for  tuber- 
cle bacilli  is  of  little  consequence. 

Dr.  Laurence  L.  Robbins:  I have  not  been 


able  to  find  the  films  taken  on  the  first  ad- 
mission. I gather,  however,  that  there  was  no 
change  in  the  appearance  of  the  heart  or  lungs. 
Someone  made  the  statement  that  the  heart  was 
within  normal  limits  of  size  by  measurement.  In 
none  of  these  films  is  it  possible  to  see  the  card- 
iac shadow  sufficiently  to  be  certain  of  it.  This 
observation  must  have  been  made  by  the  fluoro- 
scopist.  The  fact  that  there  was  a small  beat  is 
of  some  importance. 

Dr.  Williams:  How  about  a large  amount  of 
pericardial  fluid?  Is  that  possible  with  this  sort 
of  right  border? 

Dr.  Robbins:  It  depends  on  how  much  you 
mean  by  a “large  amount.”  There  can  be  a lot 
of  fluid  in  the  pericardial  cavity  even  with  that 
configuration. 

The  lung  fields  are  not  remarkable.  So  far  as 
1 can  see,  there  is  no  evidence  of  disease  in  the 
lower  and  upper  lobes,  other  than  this  linear 
fibrosis  in  the  apices  which  indicates  a previous 
infection. 

Dr.  Williams:  Is  this  shadow  the  septum  of 
the  middle  lobe? 

Dr.  Robbins:  Yes;  with  some  fluid  extending 
into  it. 

Dr.  Williams:  These  pictures  are  not  parti- 
cularly helpful,  but  I did  not  e.xpect  them  to  be. 
We  know  that  he  had  fluid  in  the  chest  because 
of  the  findings  on  physical  examination  and  be- 
cause of  the  fact  that  a goodly  amount  was 
withdrawn. 

I saw  the  electrocardiograms,  and  the  low 
voltage  and  the  flat  T waves  are  suggestive  of 
pericardial  involvement,  which  fits  in  later  in 
the  differential  diagnosis. 

I wonder  whether  the  apparent  hobnailed 
surface  of  the  liver  was  related  to  the  tubercles 
on  the  peritoneal  surface.  The  record  states  that 
the  biopsy  showed  no  apparent  intrahepatic  di- 
sease. I do  not  believe  that  that  means  much 
one  way  or  another.  It  is  definitely  stated,  how- 
ever, that  tubercles  were  seen  on  the  edge  of 
the  liver.  The  question  I should  like  to  raise  is: 
Were  these  real  tubercles,  or  something  simu- 
lating them?  It  is  well  known  that  widespread 
carcinoma  may  mimic  tuberculosis,  in  the  gross 
at  any  rate.  We  have  no  report  of  a histologic 
examination.  I think  it  most  probable,  however, 
that  these  were  real.  The  description  of  the  trans- 
verse colon  sounds  like  localized  tuberculous  in- 
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fection  in  the  abdomen. 

A paradoxical  pulse  was  noted.  The  question 
here  is  whether  it  actually  appeared  at  that  time, 
or  whether  it  was  noted  for  the  first  time,  having 
been  present  previously.  It  seems  unlikely  that 
a paradoxical  pulse  would  develop  so  fast,  un- 
less, there  was  a considerable  amount  of  peri- 
cardial effusion.  The  x-ray  picture  suggests  that 
the  effusion,  if  any,  was  insignificant.  Since  there 
apparently  was  no  great  change  in  the  blood 
pressiue,  and  no  sudden  change  in  the  clinical 
state,  I am  doubtful  about  the  presence  of  peri- 
cardial tamponade.  I suspect  that  pericardial  in- 
volvement had  been  present  for  some  time  be- 
fore the  onset  of  symptoms,  and  that  the  para- 
doxical pulse  was  also  present  long  before  it  was 
observed  for  the  first  time.  The  friction  rub  sug- 
gests that  there  was  acute  inflammation  of  some 
part  of  the  pericardium.  Of  course,  that  often 
takes  place  in  the  presence  of  old  pericardial 
fibrous  changes.  The  small  amplitude  of  heart 
beat  may  have  been  due  to  old  pericardial  ad- 
hesions. The  absence  of  pericardial  calcification 
means  nothings  in  deciding  the  presence  of  con- 
strictive pericarditis. 

It  is  quite  likely  that  dyspnea  at  the  time  of 
the  second  admission,  as  well  as  on  previous  oc- 
casions, was  due  to  an  accumulation  of  fluid  in 
the  chest.  Also,  dyspnea  is  a symptom  of  con- 
strictive pericarditis. 

In  describing  a paradoxical  pulse,  the  varia- 
tion in  systolic  blood  pressure  between  inspira- 
tion and  expiration  should  be  recorded.  A good 
many  normal  people  have  a paradoxical  pulse 
of  slightest  degree,  and  it  is  often  quite  marked 
in  bronchial  asthma.  The  use  of  the  term,  “pul- 
sus paradoxicus”  without  qualification  is  not 
especially  helpful.  In  this  case,  however,  the 
finding  is  significant,  especially  in  association 
with  distended  and  pulsating  neck  veins.  The 
later  observation  was  not  recorded  until  the 
second  admission,  but  the  high  venous  pressure 
measurement  suggests  that  visible  venous  pul- 
sations in  the  upright  position  were  also  present 
at  the  time  of  the  first  admission. 

I wonder  whether  the  operation  mentioned 
was  an  abdominal  or  thoracic  procedure.  Ab- 
dominal exploration  is  sometimes  performed  in 
tuberculous  peritonitis.  I suspcet,  however^  that 
this  was  a thoracic  operation  and  that  it  prob- 
ably consisted  of  a pericardial  exploration,  be- 
cause everything  in  the  history  points  to  a diag- 
nosis of  constrictive  pericarditis  — a high  venous 


pressure  in  association  with  ascites,  leg  edema, 
and  the  finding  of  a paradoxical  pulse.  Also  the 
electrocardiographic  findings  are  typical,  and 
the  absence  of  normal  pulsation  on  fluoroscopic 
examination  is  suggestive.  Also  significant  is  the 
apparent  absence  of  intracardiac  involvement  to 
explain  the  high  venous  pressure.  I am  there- 
fore practically  forced  to  accept  the  diagnosis 
of  constrictive  pericarditis. 

The  next  question  is,  what  is  the  relation  of 
this  to  an  apparent  tuberculous  peritonitis?  Was 
the  constrictive  pericarditis  also  tuberculous,  or 
was  it  the  much  more  frequent  nonspecific  peri- 
carditis, complicated  by  tuberculous  peritonitis? 
It  is  more  logical  to  suspect  that  the  picture  can 
be  explained  on  the  basis  of  a long-standing 
tuberculous  constrictive  pericarditis  in  associa- 
tion with  tuberculosis  of  other  serous  surfaces, 
including  the  pleura  and  peritoneum.  Tubercu- 
lous peritonitis  alone  does  not  explain  the  in- 
creased venous  pressure  and  the  findings  in  the 
lungs,  unless  one  assumes  that  there  was  an  in- 
dependent tuberculous  pleural  process  going  on. 
We  therefore  must  assume  that  something  was 
going  on  outside  the  abdomen.  One  might  say 
that  the  absence  of  fever  and  the  increased 
white-cell  count  are  perhaps  against  the  diagno- 
sis of  tuberculous  peritonitis,  but  we  do  not  have 
a detailed  record  of  the  temperature.  It  is  poss- 
ible to  have  this  picture  caused  by  tuberculosis 
and  at  the  same  time  to  have  a normal  tempera- 
ture. It  is  not  usual,  however,  to  have  a high 
white-cell  count  in  association  with  tuberculous 
peritonitis. 

If  this  is  tuberculosis,  and  it  seems  likely  that 
it  is,  the  next  question  that  comes  up  is:  Where 
was  the  original  focus?  So  far  as  I can  tell,  it 
was  not  in  the  lungs;  perhaps  it  was  in  the  med- 
iastinum or  elsewhere.  It  is  true  that  cases  like 
this  usually  have  an  obvious  primary  tubercu- 
lous focus.  All  I can  say  is  that  it  just  was  not 
found. 

CLINICAL  DIAGNOSES 

Polyserositis,  with  chronic  constrictive  peri- 
carditis. 

Bronchopneumonia. 

DR.  WILLIAMS’S  DIAGNOSES 

Tuberculous  constrictive  pericarditis. 

Tuberculous  peritonitis. 

ANATOMICAL  DIAGNOSIS 

Polj'serositis. 
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PATHOLOGICAL  DISCUSSION 

Ur.  Ronald  C.  Sniff en:  I am  sorry  that  Dr. 
While  is  not  here,  since  he  followed  this  patient 
rather  closely  through  his  medical  career.  Nei- 
ther i:,  Dr.  Sweet,  who  performed  the  operation. 
Before  he  operated.  Dr.  Sweet  made  the  remark 
that  this  type  of  case  was  most  unfavorable  for 
pericardiolysis,  as  judged  from  the  experience 
of  this  clinic  and  others,  because  of  the  obvious 
activity  of  the  process.  But  in  view  of  the  pa- 
tient’s continued  downhill  course,  he  did  oper- 
ate and  found  a constrictive  pericarditis.  There- 
upon he  removed  strips  of  the  thickened  peri- 
cardium from  the  anterior  surface.  After  oper- 
ation the  patient  did  extremely  well  for  a few 
months.  It  was  seven  months  before  he  came  in 
again,  at  which  time  he  was  in  much  the  same 
condition  as  before  operation.  It  is  a little  un- 
usual for  a patient  to  do  well  postoperatively 
and  then  fail  rapidly  within  a few  months.  Gen- 
erally speaking,  if  the  operation  is  not  helpful, 
there  is  no  postoperative  interval  of  improve- 
ment. 

At  the  time  of  death  the  patient  showed  peri- 
pheral edema  of  the  lower  extremities  to  the 
knees.  He  had  prominent  neck  and  chest  veins. 
In  the  distended  abdomen  there  were  umbical 
and  left  inguinal  hernias.  The  abdominal  cavity 
was  striking  in  that  all  the  peritoneal  surfaces 
were  greatly  thickened  and  appeared  milky. 
This  process  involved  the  liver  and  spleen,  and 
had  produced  adhesions  around  these  organs. 
The  serosa  of  the  gastrointestinal  tract  was  tre- 
mendously thickened,  but  there  were  no  adhe- 
sions between  the  various  loops  of  bowel.  The 
liver  weighed  1,980  gm.  and,  on  section,  showed 
a distinct  lobular  architecture,  and  was  quite 
tough.  Microscopically  the  liver  showed  ad- 
vanced central  congestion  and  necrosis  leading 
to  an  early  cardiac  cirrhosis.  Each  pleural  cavity 
was  largely  obliterated  by  fibrous  adhesions  and 
contained  about  100  cc.  of  fluid.  There  were  al- 
so adhesions  between  the  medial  surfaces  of  the 
lungs  and  the  pericardium.  The  entire  pericard- 
ium was  tremendously  thickened,  and  the  heart 
was  fixed  to  the  anterior  chest  wall  and  to  the 
posterior  mediastinal  structures.  The  thickening 
was  most  impressive  over  the  auricles,  especially 
the  right,  where  it  measured  as  much  at  I cm. 
The  orifice  of  the  superior  vena  cava  was  nar- 
rowed to  slightly  more  than  I cm.  in  diameter. 
The  orifice  of  the  inferior  vena  cava,  however, 
was  capacious,  measuring  3 cm.  in  diameter. 


The  hepatic  veins  entering  the  inferior  vena  cava 
were  not  appreciably  narrowed.  The  heart  it- 
self was  not  enlarged,  and  revealed  no  intrinsic 
disease. 

A blood  culture  and  clutures  of  the  fluid  from 
the  various  cavities  were  negative,  and  guinea 
pig  inoculations  were  negative.  Sections  from  the 
various  serous  surfaces  showed  a nonspecific 
subacute  inflammatory  process,  with  the  laying 
down  of  many  layers  of  collagen. 
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Try  us  the  next  time  you  travel. 
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Formulated  to  insure 

patient  acceptance 
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RESISTANCE  IS  LESS  OF  A PROBLEM 

CHLOROMYCETIN 


COMBATS  MOST  CLINICALLY  IMPORTANT  PATHOGENS 

SENSITIVITY  OF  100  STRAINS  OF  HEMOLYTIC  STAPHYLOCOCCUS  AUREUS 
TO  CHLOROMYCETIN  AND  OTHER  IMPORTANT  ANTIBIOTIC  AGENTS* 


*TIiis  graph  is  adapted  from  Kempe,  C.  H.:  California  Med.  84:242,  1956.  The  single 
bar  designated  as  “Antibiotics  F”  represents  three  widely  used,  chemically  related  agents 
grouped  together  by  the  investigator.  Strains  isolated  January-June,  1954. 


CHLOROMYCETIN  (chloramphenicol,  Parke-Davis)  is  a potent  therapeutic 
agent  and,  because  certain  blood  dyscrasias  have  been  associated  with  its 
administration,  it  should  not  be  used  indiscriminately  or  for  minor  infec- 
tions. Furthermore,  as  with  certain  other  drugs,  adequate  blood  studies 
should  be  made  when  the  patient  requires  prolonged  or  intermittent  therapy. 
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MEDICARE  COMMITTEE:  Frank  W.  Edel,  M.D.,  Chairmar 
(Phoenix);  G.  Robert  Barfoot,  M.D.  (Phoenix);  Ernest  A 
Born,  M.D.  (Prescott);  Walter  T.  Hileman,  M.D.  (Tucson) 
Paul  B.  Jarrett.  M.D.  (Phoenix):  ADVISOR’)'  TO  MEDICARP 
— Walter  D.  Bigford,  M.D.  (Kingman);  William  E.  Bishop 

M. D.  (Globe);  Edward  H.  Bregman,  M.D.  (Phoenix);  E’li:' 
V.  Browning,  M.D.  (Springerville);  W.  Scott  Ch'sholm 
M.D.  (Eloy);  Charles  B.  Daniell,  M.D.  (Morenci);  Orin  J' 
Farness,  M.D.  (Tucson);  C.  Herbert  Fredell,  M.D.  (Flagstaff) , 
T.  Richard  Gregory,  M.D.  (Phoenix);  Ronald  S.  Haines] 
M.D.,  (Phoenix);  Delmar  J.  Heim,  M.D.  (Tucson);  Rober 
S.  Keller,  M.D.  (Safford);  Joseph  M.  Kinkade,  M.D.  (Tuc ! 
son);  Daniel  W.  Kittredge,  Jr.,  M.D.  (Flagstaff);  Leo  L 
Lewis,  M.D.  (Winslow);  Charles  S.  Powell,  M.  D.  (Yuma)' 
George  D.  Reay,  M.D.  (Douglas);  Kenneth  Reichardt,  M.D 
(Yuma);  Nomian  A.  Ross.  M.D.  (Phoenix);  Stuart  Sanger' 
M.D.  CTucson);  Milton  C.  F.  Semoff,  M.D.  (Tucson);  Charlc i 
S.  Smith,  M.D.  (Nogales';  Lore!  A.  Stapley,  M.D.  (Phoenix)' 
John  M.  Vivian,  M.D.  (Phoenix);  Lowell  C.  Wormley,  M.D 
(Phoenix);  C.  E.  Yount,  Jr.,  M.D.  (Prescott). 

MEDICOLEGAL  COMMITTEE:  Jesse  D.  Hamer,  M.D.,  Chair 
man  (Phoenix);  Otto  L.  Bendheim,  M.D.  (Phoenix);  lai 
M.  Ches,ser,  M.D.  (Tucson);  John  R.  Green,  M.D.  (Phoenix) I 
Walter  T.  Hileman,  M.D.  (Tucson);  Robert  A.  McCulley 
M.D.  (Phoenix). 

NURSING  SERVICES.  JOINT  COMMITTEE  ON  IMPROVE 
MENT  OF.  Lucille  M.  Dagres,  M.D.,  Chairman  (Phoenix): 
Francis  J.  Bean,  M.D.  (Tucson);  Bertram  L.  Snyder,  M.D 
(Phoenix).  ' 

OSTEOPATHY  LIASION  COMMITTEE:  Reed  D.  Shupe,  M.D. 
Chairman  (Phoenix);  Sebastian  R.  Can'glia,  M.D.  (Phoenix). 
David  E.  Engle.  M.D.  (Tucson);  Millard  Jeffrey,  M.D 
(Phoenix);  A.  I.  Podolsky,  M.D.  (Yuma). 
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POISONING  CONTROL,  AD  HOC  COMMITTEE  ON:  Virginia 
M.  Cobb,  M.D.,  Chairman  (Tucson);  Paul  B.  Jarrett,  M.D. 
(Phoenix);  Maurice  Rosenthal,  M.D.  (Phoenix);  Martin  S. 
Withers,  M.D.  (Tucson). 

PROFESSIONAL  LIABILITY  INSURANCE  INVESTIGATING 
COMMITTEE:  Howard  C.  Lawrence,  M.D.,  Chairman 

(Phoenix);  Ernest  A.  Bom,  M.D.  (Prescott);  Jesse  D.  Hamer, 
M.D.  (Phoenix);  Paul  B.  Jarrett,  M.D.  (Phoenix);  Stuart 
Sanger,  M.D.  (Tucson). 

PROFESSIONAL  LIASION  COMMITTEE:  William  B.  Steen, 

M. D.,  Chairman  (Tucson);  Raymond  J.  Jennett,  M.D.  (Phoe- 
nix); Harold  W.  Kohl,  M.D.  (Tucson). 

SAFETY  COMMITTEE:  MacDonald  Wood,  M.D.,  Chairman 

(Mesa);  Donald  F.  DeMarse,  M.D.  (Holbrook);  Paul  B. 
Jarrett,  M.D.  (Phoenix);  Henry  P.  Limbacher,  M.D.  (Tucson). 
SCHOOL  HEALTH,  CO-ORDINATING  COMMITTEE  ON;  Mar- 
cus W.  Westervelt,  M.D.,  Chairman  (Tempe);  Jack  H.  Dem- 
low,  M.D.  (Tucson);  Noel  G.  Smith,  M.D.  (Phoenix);  Robert 

N.  Stratton,  M.D.  (Yuma). 

VETERANS  MEDICAL  AFFAIRS  LIASION  COMMITTEE: 
Hilary  D.  Ketcherside,  M.D.,  Chairman  (Phoenix);  John  L. 
Cogland,  M.D.  (Phoenix);  John  A.  Eisenbeiss,  M.D.  (Phoe- 
nix); Robert  E.  Hastings,  M.D.  (Tucson);  Walter  T.  Hile- 
man,  M.D.  (Tucson);  Frederick  J.  Lesemann,  M.D.  (Tucson); 
C.  Selby  Mills,  M.D.  (Phoenix);  John  F.  Stanley,  M.D. 
(Yuma). 

ADVISORY  COMMITTEE  TO  THE  WOMAN’S  AUXILIARY: 
Charles  S.  Powell,  M.D.,  Chairman  (Yuma);  Melvin  A. 
Phillips,  M.D.  (Prescott);  Donald  A.  Poison,  M.D.  (Phoenix); 
Harry  E.  Thompson,  M.D.  (Tucson). 


Woman's  Auxiliary 

OFFICERS  OF  THE  AUXILIARY  TO  THE  ARIZONA 
MEDICAL  ASSOCIATION  - 1958-58 

President  Mrs.  Charles  S.  Powell 

698— 9th  Ave.,  Yuma 

President  Elect  Mrs.  Melvin  W.  Phillips 

928  Flora  Street,  Prescott 

1st  Vice  President  Mrs.  Hiram  D.  Cochran 

2716  East  4th  Street,  Tucson 

2nd  Vice  President  Mrs.  Robert  A.  Stratton 

1916— 6th  Ave.,  Yuma 

Treasurer Mrs.  Ian  M.  Chesser 

2909  E.  Alta  Vista,  Tucson 

Recording  Secretary Mrs.  Clare  W.  Johnson 

305  E.  Tuckey  Lane,  Phoenix 

Corresponding  Secretary  Mrs.  Ralph  T.  Irwin 

728— 6th  Ave.,  Yuma 

Director  (1  year)  Mrs.  Oscar  W.  Thoeny 

721  Encanto  Drive,  S.  E.,  Phoenix 

Director  (1  year)  Mrs.  John  F.  Stanley 

201— 1st  Ave.,  Yuma 

Director  (2  years)  Mrs.  William  E.  Bishop 

605  S.  Third  Street,  Globe 

STATE  COMMITTEE  CHAIRMEN  - 1957-58 

Chaplain  Mrs.  James  Moore 

305  W.  Granada,  Phoenix 

bulletin  Mrs.  William  E.  Bishop 

605  South  Third  Street,  Globe 

-.ivil  Defense  Mrs.  John  Kennedy 

814  East  Palmaire,  Phoenix 

‘inance  Mrs.  John  F.  Stanley 

201— 1st  Ave.,  Yuma 

listorian  Mrs.  Brick  Storts 

3228  East  Fifth  Street,  Tucson 

legislation  Mrs.  Paul  Causey 

2200  N.  Alvarado  Road,  Phoenix 

foday  s Health  Mrs.  William  A.  Phillips 

633— 8th  Ave.,  Yuma 

Cental  Health  Mrs.  John  Eisenbeiss 

3121  North  17th  Ave.,  Phoenix 

Jominating  Mrs.  Roy  Hewitt 

130  Camino  Miramonte,  Tucson 

Recruitment  Mrs.  Arthur  V.  Dudley 

Rt.  6 Box  876,  Tucson 

'arliamentarian  Mrs.  George  Enfield 

335  West  Cambridge  Ave.,  Phoenix 

ublic  Relations  & Safety  Mrs.  Oscar  W.  Thoeny 

721  Encanto  Drive.,  S.  E.,  Phoenix 

Revisions  Mrs.  Jesse  Hamer 

1819  N.  11th  Ave.,  Phoenix 

tudent  Nurse  Loan  Fund  Mrs.  Donald  Poison 

1817  Palmcroft  Dr.,  N.  W.,  Phoenix 

fedical  Education  Fund  Mrs.  H.  A.  Hough 

225  Yavapai  Drive,  Prescott 

lewsletter  Mrs.  John  T.  Clymer 

7040  N.  7th  Ave.,  Phoenix 

uhlicity  Mrs.  Juan  E.  Fonseca 

Rt.  4,  Box  290,  Tucson 

COUNTY  PRESIDENTS  AND  OFFICERS  1957-58 
COCONINO  COUNTY 

resident Mrs.  Jay  L.  Sitterley 

206  W.  Hunt,  Flagstaff 

ice  President  Mrs.  Roy  Young 

Flagstaff 

®"etary Mrs.  Herbert  Fredell 

Flagstaff 

Mrs.  Leo  Schnurr 

Sedona 


GILA  COUNTY 


President ' L Albert  J.  Harris 

185  E.  Cedar  Street,  Globe 

Vice  President Mrs.  James  Hazel 

Box  928,  Hayden 

Secretary-Treasurer Mrs.  Robert  V.  Horan 

Box  1296,  Miami 
MARICOPA  COUNTY 

President  Mrs.  Lorel  A.  Stapley 

7029  N.  2nd  Drive,  Phoenix 

1st  Vice  President  Mrs.  Thomas  Rowley 

114  S.  Miller,  Mesa 

2nd  Vice  President  Mrs.  Robert  B.  Leonard 

3041  N.  Evergreen,  Phoenix 

Recording  Secretary  Mrs.  Seymour  Silverman 

334  East  Medlock,  Phoenix 

Treasurer  Mrs.  Laddie  L.  Stolfa 

204  East  Pomona  Road.  Phoenix 
PIMA  COUNTY 

President  Mrs.  John  K.  Bennett 

185  Sierra  Vista  Dr.,  Tucson 

President-Elect  Mrs.  Ian  M.  Chesser 

2909  E.  Alta  Vista  Dr.,  Tucson 

1st  Vice  President Mrs.  Wesley  S.  Fee 

215  Busch  Place,  Tucson 

2nd  Vice  President Mrs.  James  N.  Lane 

Rt.  5,  Box  723,  Tucson 

Recording  Secretary  Mrs.  G.  A.  Janssen 

2934  E.  Stratford  Dr.,  Tucson 

Corresponding  Secretary  Mrs.  J.  K.  Nattinger 

4750  N.  Camino  Luz,  Tucson 

Treasurer  Mrs.  Fred  H.  Landeen 

6911  E.  Soyaluna  PI.,  Tucson 
YAVAPAI  COUNTY 

President  Mrs,  William  H.  Marlowe 

520  Highland  Ave.,  Prescott 

Vice  President  Mrs.  C.  F.  Blackler 

22  Mountain  Club,  Prescott 

Secretary  Mrs.  William  Holsey 

Vet.  Adm.  Center,  Prescott 

Treasurer  Mrs.  Joseph  P.  McNaUy 

208  Grove,  Prescott 
YUMA  COUNTY 

President Mrs.  Robert  M.  Matts 

1425— 7th  Ave.,  '^uma 

Vice  President  Mrs.  James  Volpe 

1806— 6th  Ave.,  Yuma 

Treasurer  Mrs.  William  H.  Lyle 

1429— 10th  Ave.,  “Sfuma 

Secretary Mrs.  Carl  Bengs 

1317— 7th  Ave.,  Yuma 


A COMPLETE  SURGICAL 
APPLIANCE  SERVICE  FOR 
YOUR  PATIENT 

Hospital  an(d  Home  calls  made  at  your  direction 
Rentals  of  Wheel  Chairs,  Walkers,  Crutches, 
etc.  — Supports  Fitted  Exactly  As  Prescribed 
Graduate  Men  & Women  Fitters 
Clean  Private  Fitting  Rooms 

Grove's  Surgical  Supports 
Store 

3123  N.  Central  Ave. 

3 Vi  blocks  north  of  Thomas  Rd. 

Phone  CR  4-5562 
PHOENIX,  ARIZONA 
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POLYMYXIN  B-BACITRACIN  OINTMENT 


For  topical  us©:  in  lA  oz.  and  1 oz.  tubes. 
For  ophthalmic  use:  in  Vt  oz.  tubes. 


BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe.  N.  V. 


^)rig[inal  ^/^rticles 


NOTES  ON  THE  HISTORY  OF  CLINICAL  THERMOMETRY 

By  Hugh  H.  Smith,  M.D.,  M.P.H.,  Tucson,  Arizona 


“The  whole  life  and  practice  of  one  man  is 
so  short  and  limited,  as  without  the  assistance 
of  the  past  and  contemporary  observations  of 
others  to  be  of  very  little  service  to  himself,  and 
still  much  less  to  the  rest  of  mankind.”  — George 
Martine,  M.D.,  1740. 

EW  INSTRUMENTS  sometimes  leave  the 
hands  of  their  inventors  in  a nearly  perfect  state, 
but  more  often  the  seed  of  the  invention  is 
planted  by  one,  cultivated  by  others,  and  the 
harvest  gathered  by  subsequent  workers  who 
ignore  the  original  sower.  The  origin  and  de- 
velopment of  the  thermometer  is  such  a case. 
The  task  of  sketehing  the  history  of  the  thermom- 
eter and  of  its  application  to  clinical  medicine 
is  a diffieult  one;  the  original  inventor  is  known 
only  at  second  hand,  and  many  were  the  con- 
tributors in  the  shaping  of  its  development  from 
a crude  toy  to  an  instrument  of  precision.  This 
metamorphosis  required,  as  will  be  seen  from 
the  account  below,  well  over  a century. 

Weir  Mitchell  in  his  essay(l)  on  the  subject 
terms  the  last  years  of  the  16th  and  the  first 
years  of  the  17th  centuries  as  the  birth  era  of 
instrumental  accuracy  in  medicine.  In  Padua, 
“the  garden  spot  of  science,”  probably  between 
1590  and  1600  Galileo  Galilei  (1564-1642)  de- 


signed a primitive  thermoscope,  which  consisted 
of  a glass  bulb  the  size  of  a hen’s  egg,  with  a 
long  stem  the  thickness  of  a straw  and  dipping 
into  water.  The  water  was  made  to  rise  part 
way  up  the  tube  by  previous  warming  of  the 
bulb  to  expel  a portion  of  the  air.  Later  Galileo 
substituted  wine  for  water,  which  by  freezing 
easily  broke  the  glass  tube.  This  instrument  was 
not  very  satisfaetory  for  measuring  temperatures, 
as  it  was  also  affected  by  variations  of  atmos- 
pheric pressure.  The  extant  writings  of  Galileo 
contain  only  a casual  reference  to  the  thermo- 
scope, but  in  his  correspondence  with  contem- 
poraries there  is  evidence  that  he  was  the  in- 
ventor and  that  he  used  it  in  his  scientific  in- 
vestigations and  sought  to  improve  its  efficiency, 
as  he  did  also  with  the  compass,  the  telescope, 
and  the  microscope. 

Galileo  made  another  contribution  of  special 
importance  to  medicine  In  watching  the  huge 
bronze  lamp  suspended  on  a chain  swaying  in 
the  breeze  in  the  tower  of  Pisa,  he  conceived  the 
theory  of  the  pendulum  and  timed  the  constaney 
of  the  swings  with  his  own  pulse.  This  led  to  the 
designing  of  an  instrument  which  he  called  the 
pulsilogium  for  the  timing  of  the  pulse  rate. 

A Venetian  noble,  Giovanni  Francesco  Sagredo 
wrote  to  Galileo  in  1613  that  the  “instrument 
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you  invented  I have  bettered”(  1 ).  Sagredo  seems 
to  have  hermetically  sealed  the  tube  of  the  ther- 
moscope, although  it  is  not  clear  that  he  sealed 
it  so  as  to  leave  a vacuum. 

In  the  meantime,  a new  and  interesting  per- 
sonage appears  on  the  stage.  Santorio  Santorini 
( 1561-1636 ) , better  known  as  Sanctorius,  at  the 
age  of  21  years  took  his  degree  in  medicine  at 
Padua;  for  three  years  he  applied  himself  to  clin- 
ical study.  After  some  years  abroad,  he  returned 
to  Padua.  His  first  book,  “Methodi  Vitandorwn 
Errarium  Omnium,  etc.,”  appeared  in  1602.  He 
was  later  appointed  to  the  professorship  of  theo- 
retical medicine  at  Padua.  His  medical  fame  to- 
day rests  upon  his  early  experiments  on  meta- 
bolism and  upon  his  studies  on  what  he  called 
“insensible  perspiration.”  His  well-known  book, 
“Ars  de  Statica  Medicina,”  appeared  in  several 
editions  beginning  with  1614.  Sanctorius  pub- 
lished his  “Commentary  on  Avicenna”  in  1625, 
and  it  was  in  this  book  that  he  described  his 
use  of  the  pulsilogium,  thermoscope,  and  other 
instruments  in  clinical  medicine.  For  his  appli- 
cation to  the  study  of  patients,  Sanctorius  modi- 
fied the  thermoscope  of  Galileo  rendering  it  more 
sensitive.  There  seems  to  be  no  doubt  that  Sanc- 
torius was  the  first  physician  to  attempt  measure- 
ment of  the  exact  heat  of  the  human  body  as  an 
aid  to  diagnosis.  “We  have  here,”  he  says,  “an 
instrument  with  which  we  may  closely  measure 
the  degree  of  the  recession  of  the  heat  of  the 
external  parts,  and  with  which  we  may  daily 
learn  with  accuracy  how  much  we  vary  from 
the  normal;  also  the  degree  of  heat  of  your  pa- 
tients”. He  taught  the  first  lesson  of  using  the 
mouth  to  obtain  a record  of  body  heat,  provid- 
ing a hood  around  the  bulb  for  the  patient  to 
breathe  into.  However,  he  gives  no  table  of  tem- 
peratures and  no  records.  No  real  good  came 
of  it.(l) 

As  the  centers  of  learning  in  northern  Italy 
were  visited  annually  by  scholars  from  all  parts 
of  Europe,  knowledge  of  the  new  instruments 
rapidly  became  disseminated,  and  men  with  in- 
quiring minds  began  to  experiment  with  them 
in  several  countries.  Such  a one  was  the  French 
mathematician,  Jean  Leurechon  (1591-1670), 
who  is  said  to  be  the  first  to  apply  the  word 
“thermometer”  to  Galileo’s  primitive  instrument 
in  his  book,  “Recreations  Mathematique,”  ap- 
pearing in  1624. 


Another  early  experimenter  with  the  thermo- 
meter was  a French  chemist  and  physician,  Jean 
Rey  (1583-1645).  Key’s  improvement  of  the 
thermometer  (about  1632)  consisted  of  filling 
the  glass  bulb  with  water,  so  that  the  expan- 
sion or  contraction  of  the  fluid  with  temperature 
changes  produced  a reading  on  the  scale.  Gali- 
leo’s thermoscope  had  depended  on  the  expan- 
sion and  contraction  of  air  above  the  water.  Jean 
Rey  was  a man  of  considerable  parts.  He  was 
a friend  of  Descartes  and  conducted  a volumin- 
ous correspondence  with  many  scientific  con- 
temporaries. His  experiments  on  the  heating  of 
tin  and  lead,  demonstrating  that  there  was  a 
definite  increase  in  weight  during  the  oxida- 
tion process,  preceded  the  more  precise  work 
of  Lavoisier  by  150  years.(2),(3) 

Ferdinand  II,  Grand  Duke  of  Tuscany  (1610- 
1670),  patron  of  the  arts  and  sciences,  and  long 
familiar  with  the  studies  of  Galileo  and  Sanctor- 
ius, took  personal  interest  in  the  improvement 
of  the  thermometer,  bringing  into  more  general 
use  glass  instruments  hermetically  sealed  with 
spirits  enclosed(4).  A graduated  scale  was  at- 
tached to  the  stem.  These  thermometers  were 
known  as  Florentine  and  were  first  introduced 
between  1641  and  1654.  The  Accademia  del 
Gimento  founded  by  the  duke  and  lasting  for 
only  10  years,  took  up  the  problem  of  selecting 
two  fixed  temperatures  for  the  thermometer  and 
of  subdividing  the  interval  between  into  a suit- 
able number  of  degrees.  The  cold  of  winter 
and  the  heat  of  summer  were  taken  as  the  two 
fixed  points,  with  the  intervening  space  being 
divided  into  40  or  80  degrees.  The  melting  point 
of  ice  was  found  by  them  to  be  invariable  and 
read  13V2°  on  their  scale. 

These  Florentine  fixed  points  proved  unsatis- 
factory and  all  sorts  of  improvements  were  sug- 
gested. Robert  Boyle  (1627-1691),  who  visited 
Italy  in  1641  and  spent  some  months  in  Flor- 
ence, is  credited  with  introducing  one  of  the 
earlier  models  of  the  Florentine  thermometer 
into  England(5).  Boyle  conducted  many  experi- 
ments on  temperature,  demonstrating  the  equ- 
able temperatures  of  deep  caves,  which  were 
published  in  his  “Elew  Experiments  and  Obser- 
vations Touching  Cold.”  He  recognized  that  the 
lack  of  a fixed  standard  made  difficult  the  com- 
parison of  data  collected  by  different  individ- 
uals in  various  parts  of  the  world. 
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The  Florentine  thermometer  reached  Paris  by 
way  of  Poland.  The  French  astronomer,  Ismael 
Boulliau  (1605-1694),  received  one  which  was 
10  centimeters  long,  containing  alcohol,  from  a 
friend  at  the  Polish  court.  Boulliau  experimented 
with  making  similar  instruments  on  his  own  and 
produced  one  using  mercury  as  the  expansible 
fluid.  Recently  a temperature  record  made  by 
Boulliau  with  his  thermometer  from  May  1658, 
to  September  1660,  has  been  discovered.  Next 
to  the  Florentine  records  begun  in  1655,  these  are 
the  earliest  temperature  records  known(2). 

During  the  next  few  decades  many  learned 
men  of  science  in  Europe  undertook  studies  with 
these  “curious  and  useful  machines.”  It  became 
generally  recognized  that  fixed  points  or  stan- 
dard temperatures  were  necessary,  instead  of 
making  each  degree  a given  fraction  of  the  ex- 
panding fluid  in  the  bulb,  as  had  previously  been 
done. 

The  first  thermometer  with  a fixed  scale  was 
devised  by  Honore  Fabri  (1607-1688),  a French 
Jesuit  and  scientific  scholar,  in  1661,  using  snow 
for  the  low  point  and  mid-summer  heat  for  the 
high  point(6). 

In  1664,  Robert  Hooke  (1635-1703),  English 
physicist  and  inventor,  proposed  the  freezing 
point  of  water  as  the  low  point(6). 

Christian  Huygens  (1629-1695),  a Dutch  phy- 
sicist who  made  the  first  pendulum-regulated 
clock,  is  said  to  have  suggested  in  1665  the 
temperatures  of  melting  ice  and  of  boiling  water 
as  the  two  fixed  points  in  the  thermometer 
scale(2). 

Edmund  Halley  (1656-1742),  an  English  as- 
tronomer and  mathematician,  discovered  in  1693 
that  the  temperature  of  boiling  water  is  con- 
stant at  sea  level(6). 

In  1694,  Carlo  Renaldini  (1615-1698),  profes- 
sor of  mathematics  and  philosophy  at  Pisa,  pro- 
posed that  the  intermediate  points  on  the  scale 
be  determined  by  observing  the  temperatures  of 
known  mixtures  of  ice-cold  and  of  boiling  water. 
By  this  method,  the  temperature  of  50°  would 
be  defined  as  that  obtained  by  mixing  equal 
weights  of  ice-cold  and  of  boiling  water (4). 

Sir  Isaac  Newton  (1642-1727),  who  “carried 
everything  he  meddled  with  beyond  what  any- 


body had  done  before  him,  and  generally  with 
a greater  than  ordinary  exactness  and  precision,” 
si-iggcsted  a scale  on  which  the  freezing  point 
of  water  was  taken  as  zero  and  the  temperature 
of  the  human  body  as  12  degrees.  The  liquid 
used  by  Newton  in  his  thermometer  was  linseed 
011(5). 

Other  workers  soon  found  Newton’s  thermo- 
meter unsatisfactory.  His  zero  point  was  set  as 
though  he  considered  freezing  water  to  be  the 
lowest  degree  of  heat.  It  was  discovered,  too, 
that  the  oil  adhered  to  the  sides  of  the  tube 
and  thus  gave  incorrect  readings. 

In  1702  and  1703,  Guillaume  Amontons  (1663- 
1705),  a Erench  physicist,  published  two  note- 
worthy papers  on  thermometry.  His  instrument 
consisted  of  a U-shaped  tube;  the  shorter  arm 
ended  in  a bulb  and  contained  air,  the  longer 
arm  contained  mercury.  The  volume  or  “spring” 
of  the  trapped  air  varied  with  the  heat  to  which 
it  was  exposed,  thus  moving  the  mercury  column 
up  or  down  the  tube.  Amontons  chose  the  boil- 
ing point  of  water  as  a fixed  point,  but  as  he 
was  unaware  that  the  temperature  at  which 
water  boils  varies  with  the  air  pressure,  his 
thermometer  was,  therefore,  not  extremely  ac- 
curate. On  his  scale  the  boiling  point  was  mark- 
ed at  73°  and  the  melting  point  of  ice  at  511^°, 
so  that  zero  on  his  scale  was  equivalent  to  about 
—240°  on  the  centigrade  scale,  a remarkably 
close  approximation  to  the  modern  value  of 
-273°  for  the  zero  of  the  air  thermometer 

(7),  (8). 

Ole  Roemer  (1644-1710),  the  Danish  astron- 
omer who  studied  in  Paris  and  also  in  England 
where  he  met  Newton,  Halley,  and  others  in- 
terested in  thermometry,  is  also  said  to  have 
used  mercury  as  the  liquid  element  in  his  ex- 
perimental instruments.  It  is  probable  that  he 
suggested  the  use  of  mercury  to  Fahrenheit(5), 
(9).  Roemer  is  remembered  especially  for  his 
astronomical  studies.  He  measured  for  the  first 
time  the  speed  of  light,  making  use  of  obser- 
vations on  the  eclipses  of  the  moons  of  Jupiter. 

It  is  interesting  that  the  best-known  name  in 
thermometry  is  associated  with  the  revival  of  its 
application  to  medicine.  Gabriel  Daniel  Eahren- 
heit  (1686-1736),  who  was  born  in  Danzig  but 
lived  for  most  of  his  life  in  England  and  Hol- 
land, devoted  himself  to  the  study  of  physics 
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and  made  his  livelihood  apparently  from  the 
manufacture  of  meteorological  instruments.  In 
Holland,  Fahrenheit  was  on  friendly  terms  with 
the  great  Dutch  physician,  Hermann  Boerhaave 
( 1668-1738),  who  was  professor  of  botany,  medi- 
cine, and  chemistry,  as  well  as  rector  of  the 
university  at  Leyden.  Fahrenheit  became  pro- 
ficient in  working  glass  and  probably  at  Boer- 
haave’s  suggestion  began  practical  experiments 
with  thermometers  around  1706. 

At  first,  Fahrenheit  used  alcohol  as  the  fluid 
medium  in  his  instruments.  He  took  as  his 
zero  point  a mixture  of  snow  and  salt,  the  great- 
est cold  known  in  his  day,  thus  apparently  hop- 
ing to  avoid  any  negative  or  below  zero  read- 
ings. The  high  point  on  his  first  scale  was  the 
temperature  of  the  human  body,  which  was 
designated  as  12°.  Later  for  convenience  in  hav- 
ing smaller  divisions,  this  number  was  changed 
to  96°.  Around  1714,  Fahrenheit  began  to  use 
mercury  and  developed  a better  method  of  puri- 
fying this  element. 

The  freezing  point  of  water  was  at  that  time 
supposed  to  be  rather  variable.  Fahrenheit 
showed,  however,  that  as  soon  as  ice  began  to 
form,  the  temperature  always  rose  to  the  same 
point.  At  a later  period  he  showed,  as  others 
had  previously  suggested,  that  the  temperature 
at  which  water  boils  is  always  the  same  at  the 
same  barometrie  pressure.  This  fact  provided 
a second  fixed  point  on  his  seale.  The  freezing 
and  boiling  points  of  water  on  his  seale  with 
human  armpit  temperature  at  96°  came  out  near 
32°  and  212°  respectively. 

For  some  years,  Fahrenheit  kept  secret  his 
methods  for  manufacturing  thermometers,  prob- 
ably for  commereial  reasons;  but  between  1724- 
1726,  he  published  five  communications  in  the 
Philosophical  Transactions  of  the  Boyal  Society 
of  London  reporting  on  his  experiments. 

During  the  next  few  decades  quite  a number 
of  other  thermometer  scales  were  proposed  by 
investigators.  In  1731,  that  remarkably  ver- 
satile French  scientist,  Rene  Antoine  de  Reau- 
mur (1683-1757)  found  that  a mixture  of  spirits 
of  wine  and  water  in  the  proportion  of  4 to  1 
inereased  from  1,000  volumes  to  1,080  volumes 
when  the  temperature  was  raised  from  the  freez- 
ing point  to  the  boiling  point  of  water.  The 
Reaumur  scale  was  thus  set  from  zero  to  80°, 


each  degree  representing  an  expansion  of 
1/1, 000th  of  the  initial  volume  of  the  alcohol. 
Later  on,  mercury  was  substituted  for  the  alcohol 
mixture  used  by  Reaumur  in  his  investigations 
(2). 

Anders  Celsius  (1701-1744),  an  astronomer 
from  Uppsala,  in  1742  deseribed  the  centigrade 
seale  for  his  thermometers  in  a paper  read  be- 
fore the  Swedish  Academy  of  Scienees.  He  pro- 
posed that  the  zero  point  be  set  at  the  tem- 
perature of  boiling  water  and  the  100°  point  be 
set  at  the  temperature  of  melting  ice.  The  cen- 
tigrade seale,  as  we  now  know  it,  was  intro- 
duced by  Dr.  Christin  of  Lyons  in  1743,  and 
independently  a few  years  later  by  a colleague 
of  Celsius,  Marten  Stromer  (1707-1770),  of 
Uppsala,  both  of  whom  reversed  the  scale  of 
Celsius  putting  the  temperature  of  melting  iee  as 
zero.  ( 2 ) 

As  may  well  be  imagined,  during  these  first 
few  deeades  of  the  18th  century  there  was  much 
confusion  among  scientists  about  thermometers. 
This  was  expressed  by  an  extraordinary  Seottish 
physician,  George  Martine  (1702-1741),  who 
writing  in  1738(5)  says,  “What  fluid  then  shall 
we  take  for  our  thermometers?  We  have  found 
ineonveniences  in  Air,  Oil  and  Spirits;  and  Water 
is  more  exceptionable  than  any  of  them.  We 
have  nothing  left  but  quicksilver.  This  is  a very 
moveable  and  tieklish  fluid;  it  both  heats  and 
cools  faster  than  any  liquor  we  know,  or  have 
had  occasion  to  try,  faster,  I am  sure,  than  water, 
oil  or  spirit  of  wine;  it  never  freezes  by  any 
degree  of  cold  hitherto  observed;  and  bears  a 
great  deal  of  heat  before  it  arrives  at  the  boil- 
ing expansion;  and,  if  well  purified,  does  not 
stick  to  the  inside  of  the  tube”. 

The  relatively  small  coeffieient  of  expansion 
of  mercury  as  compared  to  the  other  liquids  was 
an  apparent  disadvantage,  but  this  could  be 
offset  by  making  the  tube  in  smaller  proportions 
to  the  bulb.  Actually  mercury  expands  about 
seven  times  as  mueh  as  glass  for  a given  rise 
of  temperature. 

George  Martine  in  “An  Essay  Toward  Com- 
paring Different  Thermometers  with  One  An- 
other” (5)  experimented  with  15  instruments 
having  different  scales.  He  states  “we  have 
heard  of  many  other  thermometers  — — but 
they  have  been  generally  so  ill  limited  and  de- 
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scribed,  that  they  are  of  no  manner  of  use; 
and  to  whatever  purpose  they  might  serve  their 
authors,  are  to  us  as  if  they  never  had  been.” 

Another  most  interesting  contributor  to  the 
development  of  thermometry  was  the  Swiss 
geologist  and  physicist,  Jean  Andre  De  Luc 
(1727-1817).  In  his  two  volumes,  “Recherches 
sur  les  Modifications  de  I” Atmosphere”  (Geneva 
1772),  are  recorded  and  analyzed  the  results 
of  a long  course  of  rigorous  experimentation. 
De  Luc  found  both  the  thermometers  and  the 
barometers  of  his  day  in  an  unsatisfactory  con- 
dition owing  to  the  technical  defects  in  the 
methods  of  their  construction.  He  improved 
Reaumur’s  thermometer  by  substituting  mercury 
for  alcohol.  His  principal  contribution,  how- 
ever, was  a better  definition  of  the  techniques  for 
determining  accurately  the  fixed  points  of  the 
scale;  i.  e.,  the  freezing  and  boiling  points  of 
water  (10). 

Gradually  over  the  years,  Fahrenheit’s  scale, 
with  its  small  degrees  and  its  zero  below  the 
freezing  point,  appeared  to  have  advantages  es- 
pecially for  meteorological  observations  and  has 
been  retained  in  most  English-speaking  coun- 
tries. For  general  scientific  purposes,  however, 
the  centigrade  system  is  almost  universally  em- 
ployed. For  many  years,  Reaumur’s  scale  was 
popular  in  Germany,  especially  for  household 
purposes. 

(Continued  in  October  issue) 
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THE  TREATMENT  OF  MUMPS  AND  ITS  COMPLICATIONS 
IN  THE  ADULT  MALE 


By  Albert  G.  Bower,  M.D.,  Chief  Physician 
Communicable  Disease  Hospital,  Los  Angeles  County  General  Hospital 


UMPS  is  an  acute  communicable  disease, 
highly  contagious,  spread  almost  entirely  by  un- 
recognized, but  common,  indirect  contacts  and 
caused  by  a specific  virus.  Classically,  it  causes 
swelling  in  the  parotid  glands,  less  frequently, 
the  submaxillary  salivary  glands,  and  as  com- 
plications may  involve  the  central  nervous  sys- 
tem, breast,  pancreas,  thyroid,  ovary  and  testis. 

The  disease  is  centuries  old  and  the  descrip- 
tion of  cases  occurring  during  an  epidemic  on 
the  island  of  Thasos  written  by  Hippocrates  is 
easily  recognizable  as  the  entity  we  call  mumps 
today.  Hippocrates  described  swelling  about 
one  or  both  ears  at  the  angle  of  the  jaws  which 
receded  without  suppuration  and  was  frequent- 
ly accompanied  by  swollen  testicles.  However, 
it  was  not  until  1790  that  Hamilton  gave  us  the 
classical  description  of  the  disease.  This  was 
followed  over  100  years  later  by  Comby’s  book 
on  the  subject  and  Schlottmuller’s  monograph 
in  1904.  It  has  always  been  a dreaded  recruit 
disease  in  world  armies,  and  the  French,  par- 
ticularly, have  given  some  good  descriptions  of 
it  in  the  military  service. 

Pathology:  The  characteristic  sign  of  mumps 
consists  of  edematous  swelling  of  the  parotid 
gland  and  the  surrounding  tissues.  Pinpoint 
hemorrhages  occur  in  the  eapsule  and  in  the 
parenchyma.  Destructive  changes  occur  which 
include  the  presence  of  cytoplasmic  inclusion 
bodies  and  disintegration  af  acinar  cells.  First, 
there  is  an  infiltration  of  mononuclear  phagocy- 
tes into  the  necrotic  areas  around  the  salivary 
ducts  followed  later  by  lymphocytes.  The  spread 
appears  to  be  through  the  lymphatics,  or  blood 
stream,  possibly  both. 

In  the  testicle,  the  inflammatory  process  is 
not  uniformly  distributed.  The  convoluted,  or 
seminiferous  tubules,  may  be  completely  de- 
stroyed and  distended  with  exudate  in  some 
areas,  while  adjacent  areas  may  be  either  nor- 
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mal  or  very  slightly  involved.  The  affected 
tubules  contain  large  number  of  mitotic  sexual 
cells  with  few  spermatozoa.  In  the  destroyed 
tubules  the  exudate  consists  almost  entirely  of 
neutrophils  and  fixed-tissue  endothelial  phago- 
cytes. Punctate  hemorrhages  and  coarse  fibrin 
occur  in  the  intertubular  connective  tissue  and 
between  the  affected  tubules,  and  the  entire  tis- 
sue is  very  edematous.  Other  tissues  merely 
present  variations  of  these  processes,  depend- 
ing upon  the  extent  of  the  damage  done.  The 
epithelium  adjacent  to  the  tubules  usually  con- 
tains mitotic  sexual  cells  showing  the  various 
stages  of  spermatogenesis.  There  are  small 
hemorrhages  and  zones  of  cellular  exudate  con- 
taining polymorphonuclear  leukocytes  and  en- 
dothelial leukocytes  surrounding  the  blood  ves- 
sels. 

Mumps  in  its  natural  state  is  a disease  limited 
to  man.  In  experimental  primates  it  will  not 
pass  from  one  animal  to  another  in  the  cages. 
The  virus  shows  a selectivity  for  the  parotid,  sub- 
maxillary and  submental  glands  as  well  as  cer- 
tain portions  of  the  nervous  system,  and  occa- 
sionally other  organs.  The  ovary  is  affected  far 
less  frequently  than  the  testicle.  Because  of  a 
high  serum  amylase,  due  to  the  involvement  of 
the  parotid  glands  from  which  it  stems,  the  as- 
sumption has  been  unjustifiably  made  that  this 
denoted  pancreatic  involvement.  It  is  true,  the 
pancreas  is  occasionally  involved,  but  not  nearly 
as  frequently  as  the  testis  in  the  male.  At  times, 
the  lacrimal  glands,  the  thymus,  and  Bartholin’s 
glands  have  been  involved,  and  not  infrequently 
the  thyroid  and  the  breasts  in  the  female.  The 
virus  is  excreted  in  the  saliva  early  in  the  dis- 
ease. The  involvement  of  the  central  nervous 
system  as  a part  of  mumps  is  almost  universal. 
Cells  in  the  spinal  fluid,  principally  lymphocytes, 
and  increased  protein  are  commonly  found.  This 
has  been  interpreted  as  a sign  of  encephalitis 
or  encephalomyelitis,  the  assumption  being  that 
the  cells  are  extruded  through  the  pia-arachnoid 
and  the  Virchow-Robin  spaces  just  as  in  polio- 
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myelitis.  My  own  interpretation  of  this,  after 
seeing  thousands  of  cases  of  mumps  and  doing 
spinal  punctures  on  dozens  of  them,  is  that  this 
is  largely  a manifestation  of  cells  extruded  from 
the  perivascular  round-cell  infiltration  and  of 
the  meninges,  and  that  true  encephalitis  or  en- 
cephalomyelitis in  mumps  is  much  rarer  than 
in  almost  any  of  the  commoner  diseases  of 
childhood;  but  as  in  all  other  febrile  diseases, 
encephalitis  or  encephalomyelitis  complicating 
or  following  mumps  occasionally  does  occur. 

Signs  and  symptoms-.  After  a variable  incuba- 
tion period  averaging  18  days,  the  first  symp- 
tom is  usually  fever,  followed  by  swelling  of 
the  parotid  gland,  which  has  given  the  disease 
its  name  of  epidemic  parotitis.  In  severe  cases, 
the  swelling  causes  marked  pain,  but  tenderness 
to  palpation  is  present  from  the  onset,  varying 
with  the  degree  of  swelling  present.  A par- 
ticular point  of  tenderness  is  at  the  angle  of  the 
jaw  when  firm  pressure  is  made  with  the  fore- 
finger at  the  temporo-maxillary  joint  while  the 
second  finger  is  pressed  behind  and  under  the 
angle  of  the  jaw.  Two  other  points  of  tender- 
ness upon  palpation  are  the  mastoid  tip  and  the 
inferior  portion  of  the  submaxillary  gland.  The 
parotid  duct  may  be  protuberant  and  it  is  usu- 
ally surrounded  by  a small  aura  of  red.  One 
parotid  is  much  more  frequently  involved  than 
both,  though  both  may  be  involved  simultan- 
eously; at  other  times  as  the  swelling  subsides  in 
one,  it  follows  in  the  other.  In  very  mild  cases, 
particularly  in  small  children,  fever  may  be 
absent. 

Treatment:  The  treatment  of  uncomplicated 
mumps  is  purely  symptomatic  as  it  is  a self- 
limited disease.  It  is  with  the  complications 
that  we  are  particularly  concerned. 

Meningitis  with  opisthotonos,  and  the  pres- 
ence of  cells  in  the  spinal  fluid,  unless  severe, 
requires  no  treatment,  but  is  self -limiting.  When 
severe,  lumbar  puncture  alone  to  relieve  the 
pressure  is’  usually  all  that  is  needed.  Men- 
ingitis cahnot%e  considered  a complication,  but 
is  rather  a part  and  parcel  of  virtually  all  cases 
of  epidemic  parotitis. 

When  post-infectious  encephalitis  occurs  in 
mumps,  however,  we  have  quite  a different 
picture.  Here  the  sensorium  is  involved,  mut- 
tering delirium  may  occur,  diplopia  is  not  in- 


frequent, and  signs  referable  td- the  brain  appear. 
We  shall  refer  to  this  later. 

Prophylactic  treatment:  This  consists  of  giv- 
ing concentrated  anti-mumps  serum,  really  gam- 
ma globulin,  in  which  2.5  6c.  of  the  concen- 
trate is  equivalent  to  25  cc.  of  the  non-concen- 
trated  pooled  convalescent  serum.  Under  age 
12,  the  dose  is  2.5  ec.;  in  adults,  L prefer  10  cc. 
If  exposure  is  continuous,  the  dose  should  be 
repeated  at  the  end  of  10  days.  If  the  serum 
be  used  in  active  treatment,  as  opposed  to  pro- 
phylactic, particularly  in  orchitis,  my  recom- 
mendation is  that  40  cc.  or  more  be  given  de- 
pending upon  the  size  of  the  patient  and  the 
severity  of  the  lesion. 

Also,  as  a prophylactic  measure,  may  be  men- 
tioned the  use  of  mumps  vaccine.  This  is  pre- 
pared from  selected  virus  grown  in  chick  em- 
bryos. A good  virulent  strain  is  used,  but  is 
not  polyvalent  as  no  evidence  exists  of  immu- 
nological differences  between  one  strain  and  an- 
other. Persons  sensitive  to  eggs  or  to  chicken 
on  an  allergic  basis  should  not  receive  this  vac- 
cine except  under  constant  medical  supervision. 
Otherwise,  I cc.  is  given  subcutaneously  or  in- 
tramuscularly in  two  doses  a month  apart.  To 
maintain  immunity,  it  must  be  repeated  an- 
nually. Vaccine  immunization  will  rarely  pre- 
vent murpps  afterO^n  individual  who  is  suscep- 
tible has  been  thoroughly  exposed.  Its  principle 
value  lies  in  situations  where  larger  numbers  of 
susceptible  people  are  going  to  continue  to  be 
continuously  exposed  during  an  epidemic.  Such 
epidemics  have  been  stopped  by  vaccination. 

Active  treatment:  Mumps  meningitis  requires 
no  treatment.  It  is  part  of  the  disease  and,  like 
mumps  itself,  is  self-limited  unless  some  unusual 
complication  occurs. 

Mumps  encephalitis,  or  encephalomyelitis,  for- 
tunately is  a relatively  rare  complication  of 
mumps,  particularly  when  compared  to  the  same 
type  of  complicating  factor  in  measles  or  chicken- 
pox.  If  left  alone,  the  majority  of  cases  re- 
cover with  no  attempt  at  specific  therapy.  In 
severe  cases  cortisone  or  ACTH  may  be  tried 
cautiously  over  a period  of  several  days,  realizing 
that  in  virus  diseases,  while  the  signs  of  inflam- 
mation are  allayed  by  these  drugs,  actually  the 
quantity  of  virus  may  be  increased  and  spread 
without  giving  evidence  of  that  fact  while  the 
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ketosteroids  are  being  used. 

In  those  cases  in  which  the  encephalomyelitis 
component  persists,  treatment  with  typhoid  vac- 
cine may  be  specific  in  restoring  the  patient  to 
a normal,  useful  life.  This  should  never  be  done 
outside  of  a hospital,  and  it  requires  special 
training  upon  the  part  of  the  physician  adminis- 
tering the  treatment  as  well  as  by  the  nurses 
on  the  particular  case.  The  danger  of  this  treat- 
ment, which  utilizes  typhoid  vaccine  given  in 
large  doses,  either  intravenously  or  intramus- 
cularly, has  long,  since  been  obviated  by  the 
methods  worked  out  during  our  37-year  clinical 
research  on  this  particular  entity.  The  typhoid 
vaccine  treatment  is  not  shock  therapy,  nor  is  it 
fever  therapy,  for  we  have  not  been  able  to 
duplicate  its  results  by  using  the  hyperthermia 
cabinet,  nor  by  non-specific  protein  injection 
therapy.  I shall  not  go  into  this  particular  mat- 
ter at  this  time,  but  for  those  who  are  inter- 
ested, reference  is  hereby  made  to  work  by 
Dr.  E.  G.  Knouf  and  myself  on  measles  encepha- 
litis, and  reported  in  California  Medicine  in 
July,  1954.  This  same  method  applies  to  other 
post-infectious  types. 

The  principal  complication  in  the  adult  male, 
and  the  one  which  in  the  past  has  been  most 
difficult  to  handle,  is  mumps  orchitis.  While 
this  disease  rarely  occurs  before  the  age  of  pu- 
berty, I observed  one  nine  year-old  youngster 
in  whom  the  left  testis  was  involved  three  days 
before  any  sign  of  swelling  of  the  jaw.  Steiner 
reports  a case  of  orchitis  in  a nine  month-old 
infant  which  occurred  during  an  epidemic,  the 
child  contracting  it  from  the  parents.  The  father 
likewise,  had  orchitis.  There  are  other  cases  on 
record  of  youngsters  before  the  age  of  puberty, 
but  generally  speaking,  this  is  unusual.  It  is 
interesting  to  note  that  there  also  are  cases  on 
record  of  orchitis  occurring  in  undescended  tes- 
ticles, particularly  those  incarcerated  in  the  in- 
guinal canals.  While  the  incidence  of  orchitis 
in  mumps  varies  greatly,  in  my  experience  it 
has  been  far  higher  during  the  course  of  mumps 
in  those  males  who  are  permitted  to  engage 
in  any  activity  whatever,  after  they  have  reach- 
ed the  age  of  puberty. 

A careful  study  of  epidemics  reported  in 
schools  and  in  military  establishments,  when 
critically  analyzed,  furnishes  a reason  for  the 
great  variance  in  the  incidence  of  complicating 


orchitis  per  1,000  cases  of  mumps  reported;  this 
has  varied  from  5 per  cent  to  100  per  cent.  Cri- 
tical analysis  in  every  instance  tends  to  support 
the  view  that  the  highest  incidence  of  orchitis 
consistently  occurred  in  those  groups  in  which 
physical  activity  was  the  greatest  during  the 
acute  stage  of  their  mumps.  At  present,  most 
doctors  allow  mumps  patients  who  are  past  pu- 
berty to  be  out  of  bed  for  visits  to  the  toilet, 
or  to  sit  in  chairs  in  the  bedroom  to  rest  them- 
selves from  the  monotony  of  bed  care.  From 
observation  of  many  cases  of  mumps  in  private 
practice;  in  34  years  of  experience  in  the  Com- 
municable Disease  Unit  of  the  Los  Angeles 
County  General  Hospital;  and  as  surgeon  to  a 
500-bed  military  mumps  hospital  in  which  the 
patients  were  poorly  housed  in  Sibley  tents,  from 
which  they  had  to  journey  forth  during  incle- 
ment weather  to  outdoor  latrines  to  answer  the 
call  of  nature;  I am  convinced  that  the  dictum; 
“It  makes  no  difference  whether  or  not  a patient 
with  acute  mumps  be  permitted  up  or  kept  in 
bed,”  is  a very  bad  teaching  and  not  founded  on 
fact.  Based  upon  prolonged  observation,  in  my 
opinion  every  male  patient  past  the  age  of  pu- 
berty with  mumps  should  be  given  a well-fitted 
scrotal  support  at  once,  and  should  be  kept  in 
bed  and  not  allowed  up  for  any  purpose  until 
at  least  four  days  after  all  swelling  has  disap- 
peared. When  this  regimen  was  placed  in  force 
in  the  500-bed  military  mumps  hospital  pre- 
viously mentioned,  the  orchitis  incidence  (which 
had  been  virtually  100  per  cent,  all  patients  be- 
ing affected)  decreased  to  about  one  in  five. 
I have  no  accurate  figure  because  things  moved 
too  fast  in  wartime,  and  that  was  nearly  40 
years  ago,  in  subzero  weather. 

The  treatment  of  the  adult  male  with  mumps 
has  been  indicated  in  the  foregoing  paragraphs. 
Put  the  patient  to  bed,  insist  upon  the  use  of  a 
bedpan  and  urinal,  support  the  scrotum  with  a 
well-fitting  suspensory,  and  treat  the  patient 
symptomatically.  As  far  as  orchitis  is  concern- 
ed, such  therapy  comes  under  the  heading  of 
prophylactic  treatment.  The  scrotum  should 
receive  support  from  the  first  moment  with  a 
well-fitting  suspensory  to  take  the  tension  off 
the  spermatic  cords.  As  already  mentioned,  the 
patient  should  not  be  allowed  to  go  to  the  bath- 
room until  such  times  as  all  swelling  has  com- 
pletely subsided,  and  he  should  be  kept  in  bed 
until  all  swelling  of  the  jaw  has  disappeared  at 
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least  four  days. 

For  a while,  female  hormones,  particularly 
stilbesterol,  had  quite  a vogue  in  orchitis  ther- 
apy. I was  never  convinced  that  it  accomplish- 
ed anything. 

Mild  cases  of  orchitis  take  care  of  themselves 
unless  pressure  necrosis  takes  place,  but  some- 
times it  is  hard  to  know  whether  or  not  a mild 
testicular  swelling  will  subside,  or  else  continue 
to  swell  until  hydraulic  pressure  will  cause  com- 
plete atrophy.  With  fully-developed,  severe 
orchitis,  surgical  interference  became  common 
treatment  during  World  War  II.  Physicians  were 
guided  largely  by  the  patient’s  fever,  testicular 
tenderness  upon  the  slightest  touch,  the  incom- 
pressibility of  the  soft  substance  of  the  testis, 
the  amount  of  swelling,  and  particularly  by  pain. 
Under  aseptic  precautions,  the  edematous  scro- 
tum was  incised  and  the  knife  carried  down 
through  the  tunica  vaginalis  allowing  the  hydros 
cele  fluid  to  drain.  The  incision  used  is  about 
3 cm.  long,  and  under  firm  pressure  the  tunica 
albuginea  is  incised  so  as  to  release  tension  in- 
side the  testis.  Though  usually  advised,  we 
have  not  used  a cruciate  incision.  Allow  fluid 
to  escape  and  relieve  pressure  are  the  guiding 
principles. 

Four  years  ago,  fully  realizing  the  danger  of 
using  ketosteroid  preparations  in  acute  virus 
infections,  we  felt  that  cortisone  might  be  of 
some  assistance  in  treating  mumps  orchitis  be- 
cause of  its  great  anti-inflammatory  effect.  For 
some  time,  we  played  with  the  dosage,  attempt- 
ing to  establish  an  optimum  schedule.  Today, 
after  wider  experience  with  many  cortisone- 
treated  cases,  depending  upon  the  size  and 
weight  of  the  patient,  we  give  an  initial  oral  dose 
of  300  to  400  mgm.  of  cortisone  at  once.  This 
large  loading  dose  is  very  important:  smaller 
doses  accomplished  nothing.  With  increasing 
experience,  following  the  initial  300  to  400  mgm., 
we  have  learned  to  give  100  mgm.  of  oral  cor- 
tisone every  6 to  8 hours  until  all  swelling,  pain 
and  fever  have  subsided.  Here  again,  the  size 
of  the  patient  and  urgency  of  the  case  will  be 
the  guide  as  to  the  frequency  and  quantity  of 
the  drug  given,  rather  too  much  than  too  little. 

Since  the  above  regimen  has  become  establish- 
ed, dread  with  which  we  formerly  approached 
these  cases  has  disappeared  entirely.  Eup- 
horia is  usually  established  in  8 to  12  hours  and 


the  objective  quantitative  improvement  becomes 
complete  in  24  to  76  hours.  We  no  longer 
call  in  the  consulting  urologist  to  incise  the  testis 
in  these  cases;  surgery  is  no  longer  necessary. 
In  this  connection,  however,  I should  not  hesi- 
tate for  one  second  to  incise  a neglected  late  case 
of  orchitis  if  the  same  were  indicated  in  the 
attempt  to  save  surviving  tissue  from  death  by 
hydraulic  pressure.  We  feel  that  cortisone  ther- 
apy is  a great  step  forward  in  the  treatment 
of  this  dread  complication  and  we  are  very 
happy  to  find  that  our  experience  is  being  widely 
duplicated  in  other  large  communicable  disease 
centers  throughout  the  nation. 
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TRICHOMONAS  VAGINITIS 

MONG  the  most  common  causes  for  vaginal 
discharge  often  associated  with  vaginitis  are 
those  due  to  either  trichomonas  or  monilia 
(yeast).  Clinically,  trichomonas  vaginitis  is 
characterized  by  a yellowish,  bubbly  malodor- 
ous discharge,  often  associated  with  itching.  The 
vaginal  wall  may  be  injected,  only  slightly,  or 
even  up  to  an  angry  red,  and  tender  and  pain- 
ful. Indeed,  trichomonas  vaginitis  may  produce 
acute,  painful  distressing  symptoms.  The  cau- 
sative organism  is  the  parasite,  trichomonas  vag- 
inalis, and  is  easily  identified  microscopically, 
in  a hanging  drop  made  from  a slight  amount 
of  discharge  mixed  with  a drop  of  warm  nor- 
mal saline  or  water.  The  parasite  with  its  char- 
acteristic flagellum  or  tail  can  be  seen  swimming 
about,  as  a rule. 

In  combating  this  condition,  both  the  prophy- 
lactic treatment  and  reinfection  sources  must  be 
considered,  as  well  as  the  active  treatment.  Bed- 
pan  splash,  contamination  from  the  stools,  poor 
hygiene  in  general,  as  well  as  reinfection  from 
the  male’s  prepuce,  urethra,  or  prostate,  or  from 
her  own  Skene’s  ducts,  urethra  or  rectum.  The 
active  treatment  starts  by  cleansing  the  vagina 
with  a liquid  made  up  of  one  tablespoon  of  a 
20  per  cent  sodium  caprylate  solution  to  one 
quart  of  water.  The  same  mixture  is  used  as 
a douche  nightly,  followed  by  vaginal  inser- 
tion of  a suppository  of  milibis  ( 15  per  cent 
arsenic  and  42  per  cent  bismuth).  Twice  weekly, 
milibis  powder  is  insufflated  in  the  office,  via  an 
open  speculum.  Treatment  is  carried  out 
throughout  the  month,  including  the  menstrual 
period. 

YEAST  (MONILIA)  VAGINITIS 

Yeast  vaginitis  is  caused  by  the  monilia  or- 
ganism, and  is  characterized  by  patchy  grey- 
white  flecks  that  cover  a slightly  injected  or 
sometimes  bleeding  underlying  mucosa.  Itching 
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and  discharge  are  usually  present. 

It  has  often  been  said  that  trichomonas  vag- 
initis resembles  the  strawberry  tongue  of  scarlet 
fever,  and  yeast  vaginitis  the  throat  of  diptheria. 

Using  10  per  cent  sodium  (or  potassium)  hy- 
droxide as  the  hanging  drop  solution,  the  char- 
acteristic yeast  structure  with  its  branches  and 
buds  is  easily  noted. 

The  caprylate  treatment  of  yeast  vaginitis  has 
been  very  successful.  At  the  initial  visit  the 
vagina  is  cleansed  with  a solution  made  up  of 
one  tablespoon  of  20  per  cent  caprylate  solu- 
tion to  one  quart  of  water.  At  home  the  pa- 
tient douches  nightly  with  a similar  solution, 
followed  by  intravaginal  insertion  of  capry- 
late ointment.  Twice  weekly  caprylate  powder 
is  insufflated,  in  the  office. 

ELECTROCAUTERIZATION  OF  THE 
CERVIX 

The  electrocautery  is  paramount  for  the 
treatment  of  chronic  endocervicitis,  with  or  with- 
out erosion.  Clinically  this  condition  is  char- 
acterized by  a white  mucoid  discharge,  annoy- 
ing as  a rule  only  because  of  its  presence.  Be- 
fore simple  cervicitis  and  erosion  are  diagnosed, 
the  patient’s  history  is  carefully  evaluated,  and 
a cytological  cervico-vaginal  ( Papanicoloau ) 
smear,  and/ or  biopsy  is  taken  in  order  to  rule  out 
possible  carcinoma  of  the  cervix.  The  follow- 
ing general  principles,  only  if  adhered  to,  estab- 
lish the  justifiable  term  “simply  cautery”: 

1.  Cauterize  the  patient  about  one  week  post- 
menstrually.  This  is  the  optimum  time  because 
the  immediate  post  or  pre-menstrual  vascular- 
ity may  lead  to  possible  hemorrhage.  We  have 
seen  this  complication  several  times,  and  one 
patient  required  as  many  as  three  blood  trans- 
fusions. 

2.  The  color  of  the  electrocautery  tip  is  main- 
tained at  a dull  cherry  red  as  observed  in  ordin- 
ary room  light,  not  under  the  spot  light.  Too 
hot  a tip  causes  deeper  burns,  more  slough. 
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greater  chance  for  bleeding. 

3.  To  minimize  possible  vaginal  burns,  the 
“cold  cautery”  is  used.  The  tip  is  dipped  into 
cold  water  before  being  applied  to  the  cervix. 

4.  Every  cauterization  consists  of  a canal 
cautery,  regardless  of  whether  an  erosion,  ever- 
sion or  ectropion  are  also  present  or  not.  The 
canal  cautery  is  done  first,  cauterizing  the  en- 
tire length  of  the  canal  up  to  the  internal  os. 
Next,  the  red,  eroded  area  is  touched  up  by 
the  electrocautery  tip. 

Douching  and  intercourse  are  forbidden  for 
two  weeks  in  order  not  to  interfere  with  the 
slough  and  cause  possible  bleeding.  During 
this  time  there  is  usually  an  increased  dis- 
charge, often  foul-smelling;  the  patient  is  told 
about  this  in  advance.  Douching  with  a mild 
acid  solution  is  allowed  after  the  second  week. 

5.  The  cervical  canal  is  kept  open  by  weekly 
dilatation.  This  is  important,  and  prevents  scar- 
ring and  stenosis  with  its  possible  complication 
of  leucometra,  or  pyometra,  or  hematometra.  A 
simple  cotton  applicator  dipped  in  10  per  cent 
silver  nitrate  or  negatan  solution  often  suffices. 

It  takes  about  six  to  eight  weeks  for  com- 
plete epithelialization.  Never  recauterize  be- 
fore three  months.  A cervix  that  continues  to 
bleed  after  cauterization  may  also  have  had  (a) 
too  deep  and  too-  hot  a cautery,  (b)  cervix  was 
acutely  infected,  (c)  recauterized  too  soon  after 
recent  cautery,  and  (d)  possible  associated  car- 
cinoma of  the  cervix,  previously  undetected. 

VAGINOSCOPY 

The  vaginoscope  has  been  brought  to  light 
recently  because  of  its  practical  value  in  de- 
tecting and  assisting  in  the  removal  of  foreign 
bodies  of  the  vagina.  Especially  has  this  been 
of  use  in  cases  of  unexplained  vaginal  discharge 
in  the  young  female  child.  When  an  x-ray  does 
not  clearly  reveal  whether  the  foreign  body  is 
in  the  bladder  or  vagina,  vaginoscopy  may  be 
the  answer,  and  also  the  retrieving  instrument. 
An  otoscope  with  a properly  shaped  speculum 
piece  is  very  adaptable  for  this  work. 

CYTOLOGICAL  SMEAR  FOR  CARCINOMA 
OF  THE  UTERUS 

One  of  the  most  recent  advances  in  detection 


of  early  carcinoma  of  the  uterus  - particularly 
of  the  cervix  - can  be  attributed  to  the  cytolog- 
ical  (Papanicoloau)  smear  method.  A cervix 
with  an  erosion  or  even  a cervix  that  looks  nor- 
mal, cannot  be  definitely  labeled  as  one  that 
does  not  seat  a squamous  cell  carcinoma.  There 
are  too  many  instances  where  an  innocent  look- 
ing cervix  or  a mild  erosion  was  already  the 
site  of  an  early  squamous  carcinoma.  Whether 
a smear  or  a biopsy  is  taken  matters  not.  It  is 
important  that  some  form  of  screening  be  used. 
The  cytological  smear  can  be  easily  performed 
in  the  office  and  because  of  its  non-surgical  and 
painless  approach,  may  perhaps  be  the  one  of 
choice  for  screening.  Materials  needed  are; 
(a)  fixative  which  is  usually  in  a bottle,  con- 
sisting of  equal  parts  of  95  per  cent  alcohol, 
(ethyl  or  isopropyl),  and  ether,  (b)  means  of 
obtaining  the  smear,  such  a wooden  spatula, 
cotton  swab,  or  anything  that  might  be  avail- 
able or  practical  for  the  purpose,  and  ( c ) slides. 
Preferably,  the  patient  does  not  douche.  We 
attempt  to  obtain  material  from  (I)  the  squa- 
mocolumnar  or  erosio-normal  junction,  long 
known  to  be  the  starting  site  of  early  squamous 
carcinoma:  and  (2)  from  the  external  os;  and 
(3)  from  the  posterior  fornix.  The  material  is 
spread  on  two  slides,  being  careful  not  to  smear 
them  too  thickly  or  to  overlay  the  smear,  and 
then  immediately  put  into  the  fixative.  The 
latter  is  a very  important  point,  in  order  to  pre- 
vent the  cells  from  drying.  Frosted-end  slides 
are  practical,  the  name  is  writen  on  the  slide  in 
ordinary  lead  pencil.  The  slides  are  prevented 
from  rubbing  with  each  other  by  putting  an 
ordinary  paper  clip  on  one  end. 

The  slides  are  then  removed  after  being  in 
the  fixative  for  a minimum  of  30  minutes,  al- 
lowed to  dry,  wrapped  in  kleenex  and  then 
either  delivered  or  mailed  to  any  experienced 
cytologist.  It  might  be  mentioned  that  a vaginal 
speculum  is  always  employed  to  expose  the  cer- 
vix unless  mechanically  impossible.  Staining 
is  done  by  using  the  tri-chrome  stain  of  Papan- 
icoloau. Reports  are  listed  as  negative,  benign, 
atypical  suspicious,  malignant,  or  definitely  mal- 
ignant. The  final  corroboration  must  always  lie 
with  the  histological  section.  A positive  smear 
must  be  followed  by  a biopsy.  It  may  be  neces- 
sary to  do  a ring  biopsy  and  get  serial  sections 
in  order  to  detect  the  very  early,  often  prein- 
vasive  carcinoma.  A positive  smear  done  by  an 
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experienced  cytologist  must  not  go  unheeded. 
Search  by  biopsy  and  serial  sections  must  follow. 

The  very  early,  preclinical  squamous  cell  car- 
cinoma, often  carcinoma  in  situ,  is  the  one  most 
important  to  detect.  For  it  is  this  carcinoma 
that  lends  itself  to,  perhaps,  even  a cure.  Every 
doctor’s  office  should  be  a cancer  detection  cen- 
ter and  when  the  rather  commonly  occurring 
carcinoma  of  the  cervix,  so  important  because  of 
its  devastating  pathogenic  nature,  can  possibly 
be  detected  by  a routine  screening,  it  may  be 
reiterated  — “Routine  smears  might  be  the 
answer.” 

A MOST  IMPORTANT  CONSIDERATION  IN 
ALL  CASES  OF  VACINAL  BLEEDING 

As  the  underlying  cause  for  unexplained  vag- 
inal bleeding,  one  must  keep  in  mind  that  the 
disturbance  may  be  in  the  blood  and  blood 
forming  apparatus.  Thrombocytopenic  purpura 
has  been  brought  to  attention  in  just  such  in- 
stances. The  young  adolescent  girl  with  irreg- 
ular, often  menorrhagic  perods,  is  usually  look- 
ed upon  as  having  a “functional”  or  “glandular” 
problem.  Yet,  the  underlying  cause  may  be 
that  of  a marked  thrombocytopenia,  with  its  low 
or  even  absent  platelets,  large  spleen,  prolonged 
bleeding  time,  etc.  Indeed,  such  cases  have 


occurred,  gone  undiagnosed,  and  unfortunately, 
expired.  On  the  other  hand,  gratifvingly,  if  the 
diagnosis  is  made  in  time,  splenectomy  may  be 
life  saving.  It  may  be  well  advised  that  in  any 
meno-metrorrhagic  patient,  a routine  platelet 
count  and  bleeding  time  be  done,  irrespective 
of  the  pelvic  pathology. 

MANAGEMENT  OF  SPASTIC,  TENSE, 
RIGID  HYMEN 

In  some  cases  the  underlying  cause  for  sexual 
incompatibility,  especially  in  the  newly  mar- 
ried couple,  may  be  due  to  small  rigid  hymen 
with  an  associated  tense,  spastic,  perineal  body. 
The  treatment  is  not  only  excision  of  the  hy- 
men, but  also  an  incision  downward  into  the 
perineal  body,  through  the  base  of  the  super- 
ficial perineal  compartment  and  the  base  of  the 
triangular  ligament.  With  a finger  in  the  rec- 
tum as  a guide,  an  incision  is  made  down  to  the 
external  sphincter.  It  is  almost  a perineal  repair 
in  reverse,  in  that  the  cut  edges  are  sutured 
anterior-posteriorly,  thus  enlarging  the  vaginal 
introitus  opening.  Healing  is  usually  by  primary 
intention  and  has  been  very  satisfactory  in  nu- 
merous cases.  This  is  followed  by  weekly  dilata- 
tions with  a vaginal  speculum  starting  two 
weeks  post-operatively,  and  continued  for  about 
two  months. 
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BILATERAL  TRAUMATIC  PSEUDOCYSTIC  PULMONARY 

HEMATOMAS 

Dermont  W.  Melick,  M.D., 

Kent  H.  Thayer,  M.D.,  and  Doris  M.  Rowe,  M.D. 

Phoenix,  Arizona 


Introduction 

A 47-y ear-old  man  suffered  chest  trauma  re- 
sulting in  bilateral  posterior  basilar  pulmonary 
shadows.  These  abnormal  shadows  were  caused 
by  liquified  hematomas.  The  mechanism  to  ex- 
plain these  bilateral  lesions  is  a matter  of  con- 
jecture. 

Case  Report 

This  man  was  working  on  a telephone  pole  12 
feet  above  the  ground.  He  slipped  and  fell 
from  the  pole  striking  the  ground  on  the  flat 
of  his  back.  For  a few  minutes  he  could  not 
talk  and  found  it  hard  to  breathe.  One  hour 
later,  he  began  coughing  and  raising  blood.  This 
hemoptysis  continued  for  several  days, . but  not 
in  any  great  amount.  He  complained  of  tender- 
ness under  the  costal  margins  and  under  the 
xiphoid.  Chest  and  upper  abdominal  discom- 
fort were  particularly  noted  when  turning  over 
in  bed.  All  of  these  symptoms  subsided  grad- 
ually. He  was  unaware  of  any  difficulty  in  swal- 
lowing. He  did  not  have  any  fever.  His  past 
history  revealed  occasional  bouts  of  asthma.  A 
chest  x-ray  taken  in  1951  had  revealed  minimal 
emphysema,  but  there  was  no  evidence  of  any 
pulmonary  parenchymal  lesions. 

Physical  examination  revealed  percussion  ten- 
derness over  the  10th  thoracic  vertebra.  The 
aeration  of  the  left  lung  was  satisfactory.  At 
the  base  of  the  right  lung  there  was  definite 
suppression  of  breath  sounds  and  an  occasional 
expiratory  wheeze  could  be  heard.  There  was 


tenderness  over  the  xiphoid  and  along  both 
costal  margins. 

Chest  x-rays  revealed  bilateral  cyst-like  sha- 
dows close  to  the  spine  in  the  posterior  medias- 
tinum. These  were  partially  filled  with  fluid. 
Diagnostic  studies  included  an  esophogram  and 
a gastro-intestinal  x-ray  series,  planigraphic 
study  of  the  posterior  mediastinum,  bronchos- 
copy and  lipiodol  bronchogram.  These  studies 
were  helpful  to  the  extent  that  the  planigrams 
revealed  these  cystic  shadows  to  have  their  ori- 
gin in  either  lung  with  no  evidence  of  communi- 
cation between  the  two  cystic  shadows.  The 
radiologist  who  studied  these  x-rays  suggested 
the  following  differential  diagnoses:  (a)  enteric 
cyst  of  the  mediastinum,  (b)  bronchial  cyst,  (c) 
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mediastinal  abscess,  (d)  loculated  mediastinal 
hematoma,  (e)  emphysematous  cyst  wtih  in- 
tracystic  hemorrhage  and  (f)  hiatus  hernia. 

An  exploratory  thoracotomy  was  carried  out 
for  diagnosis  and  the  cyst-like  lesion  on  the  left 
was  removed.  It  was  located  within  the  medial 
basilar  posterior  section  of  the  left  lower  lobe. 
The  lobe  could  be  freed  from  the  mediastinum 
without  difficulty.  The  cyst-like  area  was  open- 
ed and  found  to  contain  a thick  brownish  fluid. 
This  area  of  the  lung  was  resected  and  sent  to 
the  laboratory  for  examination.  The  pathological 
report  was  as  follows:  “The  cyst  wall  is  made 
up  of  collagenous,  fibrous  connective  tissue  with 
some  fibroblasts.  There  are  also  some  areas  in 
which  there  are  macrophages  containing  brown 
pigment  which  is  probably  hemosiderin.  The 
lung  tissue  which  is  attached  shows  some  con- 
gested and  pigmented  intra-alveolar  macro- 
phages.” 

The  patient’s  post-operative  course  was  un- 


eventful and  his  x-ray  just  before  discharge  was 
reported  as  follows:  “The  cyst  on  the  left  is  no 
longer  visible.  The  cyst  on  the  right  has  de- 
creased approximately  50  per  cent  in  size.”  Sub- 
sequent films  revealed  that  the  cystic  area  on 
the  right  completely  disappeared  in  six  weeks. 

Discussion 

In  order  to  explain  these  bilateral  pulmonary 
shadows  in  this  particular  location,  it  is  neces- 
sary to  postulate  some  mechanism  whereby  such 
localized  trauma  might  have  been  accomplished. 
At  the  time  of  the  fall,  the  heart  was  thrown  for- 
cibly backward  and  acted  very  much  like  a 
pendulum.  This  resulted  in  a “black-jack”  type 
of  injury  to  both  lungs.  Considering  this  sup- 
position to  be  true,  the  heart  then  crushed  the 
lungs  against  the  spine.  This  caused  a hemorr- 
hage in  the  posterior  medial  base  of  each  lung 
with  resulting  hematoma.  This  was  followed 
by  central  liquefaction  of  the  hematoma  and  the 
formation  of  pseudo  cysts. 
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Do  YOU  WANT  POST  GRADUATE  SEMINARS?  IF  SO,  DO  YOU  WANT 
THEM  GIVEN  BY  DOGTORS  IN  THE  STATE?  OR  WOULD  YOU  RATHER 
HAVE  THEM  GIVEN  BY  PROFESSORS  FROM  A MEDIGAL  SGHOOL, 
SUGH  AS  UTAH  OR  GOLORADO?  SPEAK  UP! 

THESE  SEMINARS  WERE  HELD  AT  VARIOUS  POINTS  IN  THE  STATE 
FOR  SEVERAL  YEARS.  THEY  WERE  VERY  POPULAR  WITH  THOSE 
WHO  ATTENDED.  UNFORTUNATELY  THE  ATTENDANGE  NEVER 
JUSTIFIED  THE  GOST  TO  YOUR  ASSOGIATION.  THESE  WERE  DROP- 
PED BEGAUSE  THEY  WERE  TOO  MUGH  OF  A FINANGIAL  DRAIN  ON 
THE  TREASURY. 

WILL  YOU  ATTEND  IF  THESE  ARE  RE-INSTATED?  WILL  YOU  HELP 
DEFRAY  THE  GOST  AT  $5  OR  $10  PER  SEMINAR?  WE  WOULD 
LIKE  YOUR  GOMMENTS  AND  LETTERS  REGARDING  THIS  MATTER. 
IF  ENOUGH  INTEREST  IS  MANIFESTED  THE  SEMINARS  WILL  BE 
STARTED  AGAIN. 

DO  YOU  KNOW  THAT  A SPEAKERS’  BUREAU  IS  MAINTAINED  BY 
YOUR  STATE  ASSOGIATION?  IT  IS  AVAILABLE  TO  YOUR  GOUNTY 
SOGIETIES  ON  PRAGTIGALLY  ANY  SUBJEGT  YOU  MAY  DESIRE.  IT 
IS  ALSO  ANXIOUS  TO  TALK  BEFORE  SUGH  INTERESTED  GROUPS  AS 
PTA,  LUNGHEON  GLUBS,  ETG.  YOU  HAVE  BUT  TO  REQUEST  - BY 
SUBJEGT  AND/OR  BY  SPEAKER.  WE  WILL  DO  OUR  BEST  TO  HAVE 
A SPEAKER  AT  YOUR  MEETING. 


G.  G.  GRAIG,  M.D.,  PRESIDENT 
ARIZONA  MEDIGAL  ASSOGIATION 


stands  for— greater  antibiol 
blood  levels  • faster  broad-spectnl 


is  a new  and  superior  form  c 
widely  prescribed  broad -spectrvi 
in  the  treatment  of  more  th 
ACHROMYCIN  V Capsules  al 
practically  twice  the  absorpti 
oral  broad-spectrun 

ACHROMYCIN  V is  now  available  in -CAPSULES.  (Pink)  250  mg.,  100  mg.  (tetracycline  HCI  equivakj 
phosphate-buffered.)  SYRUP.  Each  teaspoonful  (5  cc.)  of  orange-flavored  syrup  contains  125  mg.  of  tetracyc 
HCI  activity,  phosphate-buffered.  LIQUID  PEDIATRIC  DROPS.  Each  cc.  (20  drops)  contains  100  mij 
tetracycline  HCI  activity,  phosphate-buffered.  (Approx.  5 mg.  per  drop).  Orange  Flavor.  Plastic  dropper-type  bottle  of  II, 


•sorption  • earlier  therapeutic 
jtion 


Tetracycline  Buffered  with  Phosphate 

HROMYCIN*  Tetracycline  — the 
tibiotic,  noted  for  its  effectiveness 
0 different  infections.  New 
pid-acting,  offer  an  average  of 
L half  the  time  — unsurpassed 
e r a p y . 

ROMYCIN  V dosage:  6-7  mg.  per  lb.  of  body  weight  per  day  for  children  and  adults. 

tflEIVIBER  THE  V WHEN  SPECIFYING  ACHROMYCIN  V 

■ Pat.  Off. 

LE  laboratories  DIVISION,  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER,  NEW  YORK 
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CONTRIBUTORS 

The  Editor  sincerely  solicits  contributions  of  scientific 
articles  for  publication  in  ARIZONA  MEDICINE,  _ All  such 
contributions  are  greatly  appreciated.  All  will  be  given  equal 
consideration. 

Certain  general  rules  must  be  followed,  however,  and  the 
Editor  therefore  respectfully  submits  the  following  suggestions 
to  authors  and  contributors: 

1.  Follow  the  general  rules  of  good  English,  especially  with 
regard  to  construction,  diction,  spelling,  and  punctuation. 

2 Be  guided  by  the  general  rules  of  medical  writing  as 
followed  by  the  JOURNAL  OF  THE  AMERICAN  MEDICAL 
ASSOCIATION.  , . . 

3.  Be  brief,  even  while  being  thorough  and  complete.  Avoid 
unnecessary  words.  Try  to  limit  the  article  to  1.500  words. 

4.  Read  and  re-read  the  manuscript  several  times  to  cor- 
rect it,  especially  for  spelling  and  punctuation. 

5.  Manuscripts  should  be  typewritten,  double  spaced,  and 
the  original  and  a carbon  copy  submitted. 

6.  Articles  for  publication  should  have  been  read  before 
a controversial  body,  e.g.,  a hospital  staff  meeting,  or  a 
county  medical  society  meeting. 

7.  Exclusive  Publication-Articles  are  accepted  for  publi- 

cation on  condition  that  they  are  contributed  solely  to  this 
Journal.  Ordinarily  contributors  will  be  notifed  within  60 

days  if  a manuscript  is  accepted  for  publication.  Every  effort 
will  be  made  to  return  unused  manuscripts. 

8.  Illustrations  — Ordinarily  publication  of  2 or  3 illustra- 

tions accompanying  an  article  will  be  paid  for  by  Arizona 
Medicine.  Any  number  beyond  this  will  have  to  be  paid  for 
by  the  author.  . , r l -u  .i, 

9.  Reprints  — Reprints  must  be  paid  for  by  the  author 

at  established  standard  rates. 

The  Editor  is  always  ready,  willing,  and  happy  to  help 
in  any  way  possible. 

(The  Opinions  expressed  in  original  contributions  do  not  neces- 
sarily express  the  opinion  of  the  Editorial  Board.) 


INTERNISTS  — ARISE 

I T might  as  well  be  faced!  — that  brave  little 
group  who  a few  years  ago  banded  together 
as  the  Arizona  Society  of  Internal  Medicine  is 
really  just  a bunch  of  chauvinists.  The  traces 
of  attrition  are  everywhere  manifest.  No  sooner 
did  the  thinking  moiety  of  the  medical  pro- 
fession in  Arizona  arrange  a trivial  token  raise 
in  the  fee  payable  for  in-hospital  medical  care 
than  the  surgeons,  sometimes  irreverently  re- 
ferred to  as  the  chopping  bloc,  began  clamor- 
ing for  a bigger  cut.  Then  from  the  fringes 
came  the  menacing  procession  of  the  gas  mask 
gang,  the  shadow  boxers  and  that  unctuous 
order  which  dwells  in  the  tides  and  fattens  in 
its  feral  trade.  These  elements  already  rich  be- 
yond the  ultimate  fantasy  of  the  little  internists 
cry  for  more  and  yet  more  bites  of  the  mites. 

The  recent  rumor  of  a deal  negotiated  between 
a labor  union  and  a medical  clinic  in  Arizona  is 
to  the  point.  For  the  sake  of  anonymity  the 
dealers  will  be  known  as  the  Contour  Sheet  Ma- 
terial Workers  Union  and  The  Phoescon  Clinic. 
The  union  seeks  the  bestest  and  mostest  for  the 
leastest  — natch!  The  clinic  wants  a “grabholt” 
on  all  this  promising  new  business  — natch!  So 
the  clinic  meets  the  demand  for  thorough  history 
and  physical  examination  at  the  internist  level 
plus  a standard  x-ray  film  of  the  chest  plus 
complete  blood  count  and  urinalysis  plus  a 
serum  test  for  syphilis  — all  for  the  sum  of  $20.00 
per  package.  Now  let’s  sort  out  the  contents 
of  this  package  and  price  it  in  tenns  of  relative 
value  units.  The  radiologists  list  a standard 
chest  film  as  2 units.  The  pathologists  list  a 
blood  count  as  1 unit,  a urinalysis  as  0.4  unit, 
a serological  test  for  syphilis  as  0.5  unit.  Remem- 
ber these  are  basic  units,  applicable  to  Medi- 
care patients  for  instance.  All  right,  let  s add 
up  the  items  we  have  so  far  priced  in  units  and 
the  sum  is  3.9  units.  Cheap  enough!  Now  let’s 
convert  units  to  dollars;  the  conversion  factor 
for  both  radiologists  and  pathologists  in  Arizona 
is  5,  i.e.,  one  unit  is  worth  five  dollars.  So  it 
works  out  for  anyone  who  can  multiply  that  the 
Contour  Sheet  Material  Worker  gets  his  x-ray 
and  lab.  work  for  $19.50  and  the  Phoescon  Clinic 
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Pro-Banthine® provides  rapid 

control  of  pain  in  peptic  ulcer 


In  a two-year  study  ^ by  Lichstein  and  co- 
workers,  documented  by  intensive  personal 
observation  and  by  follow-up  studies,  Pro- 
Banthlne  (brand  of  propantheline  bromide) 
often  brought  immediate  relief  of  ulcer  pain. 
Patients  (11  per  cent)  who  did  not  respond 
satisfactorily  to  Pro -Ban thine  therapy  had 
“anxiety  manifestations  of  psychoneurotic 
proportions.” 

In  addition  to  frequent  immediate  sympto- 
matic relief,  Pro-Banthlne  reduces  gastroin- 
testinal motility  and  diminishes  the  secretion 
and  acidity  of  gastric  juice,  all-important 
factors  in  the  generation  and  aggravation  of 
peptic  ulcer. 

These  actions  of  Pro-Banthlne  and  its 
demonstrated  efiectiveness  in  accelerating  ul- 


cer healing^-o  mark  the  drug  as  a most  valu- 
able adjunct  in  the  treatment  of  peptic  ulcer. 

The  suggested  initial  dosage  is  one  15-mg. 
tablet  with  meals  and  two  tablets  at  bedtime. 
An  increased  dosage  may  be  necessary  for 
severe  manifestations  and  then  two  or  more 
tablets  four  times  a day  may  be  prescribed. 

G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 
Research  in  the  Service  of  Medicine. 


1.  Lichstein,  J.;  Morehouse,  M.  G.,  and  Osmon,  K.  L.: 
Am.  J.  M.  Sc.  232:156  (Aug.)  1956. 

2.  Sun,  D.  C.  H.,  and  Shay,  H.:  Arch.  Int.  Med.  97;442 
(April)  1956. 

3.  Rafsky,  H.  A.;  Fein,  H.  D.;  Breslaw,  L.,  and  Rafsky, 
J.  C.:  Gastroenterology  27:21  (July)  1954. 

4.  Schwartz,  I.  R.;  Lehman,  E.;  Ostrove,  R.,  and  Seibel, 
J.  M.:  Gastroenterology  25.-416  (Nov.)  1953. 

5.  Silver,  H.  M.;  Pucci,  H.,  and  Almy,  T.  P.:  New  Eng- 
land J.  Med.  252:520  (March  31)  1955. 
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has  fifty  cents  left  from  the  double  sawbuck  the 
union  paid.  Now  the  problem  is  one  of  ethics; 
shall  the  Clinic  pay  the  internist  that  whole  fifty 
cents  for  his  hour  of  history  and  physical  exam- 
ination ( and  anyone  who  thinks  a proper  history 
and  physical  examination  at  the  internist  level 
can  be  done  in  much  less  than  an  hour  is  a — 
is  a — well  is  not  an  internist)  or  shall  Phoescon 
Clinic  hand  the  fifty  cents  over  to  administration 
as  part-payment  of  advertising  costs  and  then 
the  internist  could  save  face  by  working  gratis. 
Just  think  of  the  savings  in  ineome  tax! 

The  Illinois  Medical  Journal  in  its  April  1957 
issue  appeals  to  the  American  Medical  Associa- 
tion to  request  all  insurance  companies  writing 
medical-surgieal  coverage  to  provide  medical 
payment  for  concomitant  medical  care.  Ha! 
Once  upon  a time  in  the  memory  of  this  editor 
hand  holding  during  induction  of  anaesthesia 
was  an  honorable  source  of  income.  Spitting  in 
the  wound  was  usually  forbidden  but  kibitzing 
was  allowed  — of  course  at  a specified  distance 
from  the  hallowed  zone.  Nowadays  it  is  as- 
sumed that  all  internists  wear  woolen  pants  and 
nylon  drawers  and  are  ipso  facto  “high  explo- 
sive”. Yellow  lines  are  drawn  on  the  floors  of 
operating  rooms.  In  order  to  cross  the  red  line 
the  internist  is  required  to  repair  to  the  dressing 
room,  strip  to  the  skin  and  don  the  habiliments; 
reasonable  enough  where  safety  is  at  stake.  But 
one  major  hospital  in  Pima  County  has  really 
fixed  things  for  the  internist:  keys  to  the  dress- 
ing room  are  issued  only  to  surgeons,  general- 
ists, anaesthesiologists,  roentgenologists  and 
pathologists. 

This  flagrantly  un-American  discrimination  is 
defended  by  the  key-holders  with  specious  argu- 
ments about  sanitation  but  their  perfidy  is  trans- 
parent. The  war  is  on!  C.L.R. 

INTERNISTS,  — Schmintemists  — arise! 


VA  USING  NEW  REHABILITATING 
. TREATMENT 

il  TREATMENT  devised  to  rehabilitate  sev- 
erly  disabled  older  patients  is  producing  prom- 
ising results,  Veterans  Administration  reports. 
Patients  were  victims  of  strokes,  hardening  of  the 
arteries,  arthritis  or  multiple  sclerosis.  After 
reeeiving  maximum  benefits  from  medical  and 
surgical  treatments,  they  were  placed  in  spe- 
cial rehabilitation  wards  where  an  individual 
program  was  planned  for  each,  under  direction 
of  a psychiatrist.  Among  other  treatments,  phy- 
sical and  corrective  therapists  used  exercise  to 
restore  the  patients’  strength  and  coordination. 
At  one  hospital  50  of  the  60  aged  patients  prog- 
ressed enough  to  be  discharged;  at  another  25 
of  the  130  left  the  hospital  for  jobs,  40  others 
were  discharged,  and  55  showed  worthwhile 
permanent  improvement. 


EISENHOWER  SIGNS  REVISED 
DOCTOR  DRAFT  BILL 

HE  revised  doctor  draft  bill  has  become  Pub- 
lic Law  85-62;  it  was  signed  by  President  Eisen- 
hower June  27,  four  days  before  the  expiration 
of  the  old  doctor  draft  law.  Under  the  latter, 
some  10,000  physicians  were  called  up  for  two 
or  more  years  of  serviee,  starting  back  at  the 
time  of  the  Korean  war.  The  new  law  pro- 
vides for  the  selective  call-up  of  physicians  and 
dentists  to  age  35  if  they  were  deferred  from 
the  regular  draft  at  any  time  after  June  1951, 
in  order  to  complete  their  professional  train- 
ing. The  law  is  effective  for  two  years,  expir- 
ing at  the  same  time  as  the  regular  draft.  De- 
fense department  estimates  that  the  2,200  phy- 
sicians required  by  the  services  this  fiscal  year 
will  eome  from  volunteers. 


RADIUM  and  RADIUM  D+E 

(Including  Radium  Applicators) 

FOR  ALL  MEDICAL  PURPOSES 
Est.  1919 

Quincy  X-Ray  and  Radium  Laboratories 
(Owned  and  Directed  by  a Physician-Radiologist) 
Harold  Swanberg,  B.  S.,  M.  D.,  Director 
W.  C.  U.  Bldg.  Quincy,  Illinois 


Office  Space  For  Rent 
31  West  Camelback  Rd. 
Phone  CR  7-3337 


DOCTOR 


we  need  your  opinion 

For  the  purpose  of  continuous  improvement  of  your  STATE  MEDICAL  JOURNAL  — in 
reading  content  — original  articles^  editorials,  news,  economics  and  other  subjects 
pertaining  to  statewide  and  national  affairs,  it  is  urgently  requested  that  you  spare  a 
few  moments  to  fill  in  and  return  this  questionnaire. 

YOUR  RESPONSE  TO  QUESTIONS  BELOW  WILL  BE  MOST  HELPFUL 

MORE  LESS 

Indicate  your  choice  on  scientific  papers  

Editorials  

Special  Articles  (socio-economic  and  pro- 
fessional business  problems,  etc.)  

News  items  and  personals  

Book  Reviews  

Features  to  be  added  or  increased 


Features  to  be  deleted  or  decreased 


Indicate  your  favorite  department  or  feature. 


Do  you  read  your  STATE  MEDICAL  JOURNAL? 

Every  month Frequently Occasionally 

Do  you  read  advertisements?  Regularly Occasionally 

Please  indicate  one  product  advertised  of  particular  interest  to  you  in  last  two  issues 


Name  medical  journals  you  read  in  order  of  interest:  Indicate  position  you  would 
give  your  State  Medical  Journal: 

1  4 

2  5 

3  6 

PLEASE  RETURN  THIS  PAGE  TO 

ARIZONA  MEDICINE 

321  Meyer-Heard  Building 
112  N.  Central  Ave. 

Phoenix,  Arizona 
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ics  of  a urfent  <y\iedUal  3n  terest 


RX.,  DX.,  AND  DRS. 

By  Guillermo  Osier,  M.D. 


w 

• • E talked  to  Dr.  John  Z.  Bowers  in  the  middle 
west  in  June.  He’s  the  former  Dean  of  Medicine 
at  Salt  Lake  City,  now  in  the  same  job  at  Wis- 
consin. . . . He  has  recently  turned  down  a huge 
job  in  the  east;  inspected  the  medical  facilities  for 
one  of  the  southeast  Mediterranean  countries;  and 
before  that  had  LOOKED  OVER  THE  ARIZONA 
POSSIBILITIES  FOR  TEACHING  MEDICINE.  . . . 
We  haven’t  seen  a report  of  that  last-mentioned 
survey,  but  we  have  a quote  which  wasn’t  said  to 
be  restricted,  — “Since  my  visit  to  Phoenix  I have 
had  no  further  direct  contact  with  the  possibility 
of  Arizona  medical  education.  I personally  would 
like  to  see  them  go  ahead  with  a two  year  school, 
and  from  many  standpoints  Arizona  would  seem 
more  appropriate  than  New  Mexico.”  . . . The  two- 
year  idea  is  less  dramatic  than  four  years,  but  is 
logical  as  a start,  allows  the  way  to  be  prepared 
for  clinical  teaching,  and  by  the  time  hospital  serv- 
ices become  necessary  the  size  of  Phoenix  (or 
Tucson)  will  be  large  enough  to  swing  it. 


Speaking  of  medical  education,  do  any  of  you 
medium-old  codgers  remember  a famous  Yale- 
Harvard  football  game,  with  two  famous  players, 
Albie  Booth  and  Barry  Wood?  . . . Barry  Wood 
was  teaching  medicine  before  he  graduated,  a 
Professor  in  St.  Louis  within  a couple  of  years, 
and  is  now  Vice-President  of  the  Johns  Hopkins 
Hospital  and  University.  . . . He  is  author  of  the 
first  notable  change  in  curriculum  in  25  years;  the 
sponsors  (for  $10,000,000)  are  the  Rockefeller 
Foundation,  the  Ford  Foundation,  the  Common- 
wealth Fund,  the  U.S.P.H.S.,  and  certain  private 
sources.  . . . Selected  candidates  of  "adequate 
motivation  and  maturity"  will  be  permitted  to 
enter  medical  school  after  only  2 years  of  college. 
They  will  then  take  a 5-year  course  in  medical 
school,  with  continued  studies  in  liberal  arts 
(-|-  medicine)  in  the  first  three  years,  at  which 
time  they  will  get  a B.A.  degree.  The  last  year 
of  the  5-year  course  will  be  combined  with  the 
first  year  of  internship  in  the  J.H.Hosp.  . . . 
Those  who  enter  after  3 or  4 years  of  college  will 
begin  studies  in  the  second  year  of  the  5-year 
course.  . . . This  seems  to  be  a big  "swuther' 
over  a change  which  isn't  so  radical  after  all.  The 
duration  is  about  the  same;  the  academic  year  is 
to  be  40  instead  of  32  weeks,  (except  the  fifth 
year,  which  is  to  be  50  weeks);  and  the  distinction 
between  top  students  and  us  others  is  a distinct 
shock,  — we  thought  they  only  took  the  cream  at 
Hopkins  in  the  past! 


Peter  Fisher,  a Contributing  Editor  to  the  Cur- 
rent Medical  Digest  (one  journal  of  which  Dr. 
Alvarez  is  NOT  the  editor)  writes  on  ‘THE  BOWEL 
MYTH’.  . . . He  really  tears  apart  the  advertising 
campaigns,  the  quacks,  the  M.D.s,  and  the  general 
public  for  either  stressing  the  need  for  laxatives, 
colonics,  and  ‘smoothage’,  or  for  going  along  with 
the  gag.  ‘Proper  elimination’,  ‘irregularity’,  ‘pre- 
vention of  constipation’,  ‘avoid  drastics,  use  sim- 
ple laxatives’,  ‘dropped  intestines’,  ‘bowel  habits’, 
‘daily  stools’,  and  ‘logish,  with  headaches’  are 
terms  which  are  gobbledegook  and  anathema  to 
him.  . . . He  says  that  “auto-intoxication”  was  kill- 
ed by  Alvarez  (that  man  again)  years  ago.  . . . 
The  situation  should  be  explained  to  the  patient, 
or  he/she  may  need  a bowel  education  program. 
The  prevention  of  fecal  impaction  is  a real  need 
when  a patient  is  suddenly  at  bedrest  with  con- 
stipating medication,  but  he  doesn’t  have  to  be 
heckled  by  one  and  all  about  bowel  movements. 
. . . The  investigation  which  should  follow  a 
patient’s  complaint  that  he  doesn’t  have  daily 
movements  is  not  as  easy  as  prescribing  a laxa- 
tive, but  it  is  in  the  same  class  of  lethargy  which 
results  in  the  prescription  of  penicillin  for  a simple 
‘cold’  rather  than  explaining  its  uselessness. 


Shorily  affer  this  paragraph  reaches  print  (and 
it  only  takes  4 to  8 weeks),  we  will  be  approaching 
the  time  for  the  'DIABETES  DETECTION  DRIVE', 
in  the  second  week  of  November.  . . . Ten  years 
ago  Dr.  Hugh  Wilkerson  of  the  U.S.P.H.S.  de- 
cided on  "random  urinalysies"  of  the  public  to 
find  the  unknown  diabetics.  There  are  a million 
known  diabetics,  and  about  a million  undiscov- 
ered cases.  . . . No  one  knows  how  many  people 
are  tested,  but  it  calls  attention  to  the  plan,  and 
more  people  are  saying,  as  a chief  complaint,  "I 
was  found  to  have  sugar  in  my  urine  in  the 
Diabetes  Detection  Drive".  An  onset  with  symp- 
toms, and  especially  with  coma,  is  quite  rare.  . . . 
When  glycosuria  is  found,  the  family  physician  has 
to  fill  in  the  picture.  About  40  to  50%  of  gly- 
cosuria is  not  due  to  diabetes,  and  will  have  to 
be  ruled  out,  lucky  people.  The  quickest  way  to 
exclude  the  disease  is  a blood  sugar  test  taken 
2 hours  after  a heavy  carbohydrate  meal. 


Therapy  for  CANCER  OF  THE  THYROID  looks 
better  since  a report  by  Catz,  Starr,  and  Schwartz 
of  Los  Angeles.  The  patient’s  thyroid  is  removed; 
he  is  given  RADIO-ACTIVE  IODINE  in  a care- 
fully guided  program,  preceded  by  a dose  of  TSH; 
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in  spasficify  of  the  Gl  tract 


mM 


Pavatrine 

125  mg. 

with  Phenobarbital 

15  mg. 


is  an  effective  dual  antispasmodic 

combining  musculotropic  and 
neurotropic  action  plus  mild  - 
central  nervous  system  sedation 
for  ''the  butterfly  stomach.  ” 


dosage:  one  tablet  before  each  meal  and  at  bedtime. 


SEARLE 


DOCTOR 


Now  you  can  own  $50,000  permanent  Life  Insurance  at  LESS 
THAN  THE  COST  OF  TERM:  For  example  the  first  year  cost  is  as 
follows:  — 

Age  30  $179.92 

40  $310.34 

45  $430.46 

We  will  quote  rates  to  your  attorney  or  accountant 
at  your  request  or  for  your  personal  proposal  return  to 


Also  — Part  of  the  Cost  is 
Tax  Deductible. 

PAUL  BOYAJIAN  & ASSOC. 

1827  W.  Camelbacic  Rd. 
Phone  AM  5-5906 
Phoenix,  Arizona 


PAUL  BOYAJIAN  & ASSOC.  - AM  5-5908 

1827  W.  Camelback  Rd.,  Phoenix,  Arizona 

Your  Name  Age  at  Nearest  Birthday 


Address 


City 


State 


Amount  of  Insurance  Desired  Appro.  Tax  Bracket 

All  Replys  Are  Considered  Confidential 


532 


Arizona  Medicine 


September,  1957 


he  is  given  ample  thyroid  hormone  to  keep  the 
pituitary  from  secreting  TSH;  and  he  is  required 
to  be  examined  at  intervals  of  a month  to  a year, 
years,  which  was  the  start  of  the  program.  Of 
. . . Cases  have  been  controlled  for  as  long  as  seven 
the  85  cases  in  their  series,  45  have  shown  no 
spread  of  the  disease,  15  are  living  after  metastases 
have  occurred,  and  25  have  died. 


Dr.  Hugh  Hare  of  the  Los  Angeles  Tumor  Insli- 
iufe  has  given  us  some  unpublished  figures  on  fhe 
use  of  RADIO-ACTIVE  MATERIALS  for  CAN- 
CER (mostly  melasfafic)  of  the  pleural  spaces.  , . . 
In  general  the  substances  do  not  cure  the  lesions. 
In  general  Dr.  Hare  prefers  radioactive  gold  to 
radioactive  chromic  phosphate.  In  general  an  in- 
stillation may  cut  down  the  speed  of  fluid  forma- 
tion, and  this  may  be  a factor  in  care.  (We  agree, 
having  recently  had  4 cases  at  one  time.  Aspira- 
tions can  lose  their  novelty  when  the  need  be- 
comes a daily  one). 


Hospital  Topics  had  two  items  in  the  same 
issue  which  tie  up  with  some  dramatic  medical 
affairs  of  about  20  years  ago.  One  of  the  items 
was  a description  (on  the  Buyer’s  Guide  section) 
of  a PORTABLE  RESPIRATOR,  a ‘cuirass’  type 
which  fits  around  the  chest,  and  is  sold  by  the 
J.  J.  Monaghan  Co.  . . . The  second  item  was  the 
report  of  an  exhibit  by  Dennis  R.  Scanlon  Jr.,  Inc. 
of  imported  Swedish  surgical  instruments  at  a 
Hospital  Association  convention.  . . . The  connec- 
tion occurs  thru  a famous  internist  and  hema- 
tologist (‘The  Leukemias’)  DR.  CLAUDE  FORK- 
NER  of  New  York.  He  had  stayed  over  in  Peip- 
ing, where  he  had  just  finished  a 5 year  teaching 
stint  at  P.U.M.C.,  to  care  for  the  famous  polio 
patient  (and  now  ‘late’)  Fred  Snite.  By  the  time 
he  got  to  the  States  he  had  invented  a chest  res- 
pirator, was  visited  by  Dennis  Scanlon,  went  to 
Sweden  to  confer  with  people  there  who  had  a 
chest  respirator,  and  very  soon  dropped  the  whole 
idea  because  of  obstacles  and  controversies.  . . . 
There  were  two  other  angles  of  slight  interest,  — 
Scanlon  had  introduced  Sonia  Henie  to  this  coun- 
try, and  Dr.  Forkner  had  described  the  whole 
situation  (by  chance)  to  this  Osier  who  (by  chance) 
had  been  working  on  the  possibility  of  cuirass- 
type  chest  respirator!  . . . The  number  of  medical 
procedures  Dr.  F.  did  to  save  Snite’s  life  in  China 
was  amazing;  he  could  hardly  have  been  treated 
better  right  now  in  an  American  Hospital.  No 
wonder  Dr.  Forkner  has  been  called  to  see  such 
people  as  Senator  Taft,  Gertrude  Lawrence,  the 
King  of  Iran,  and  hundreds  of  other  celebrities. 


The  FORD  FOUNDATION  deserved,  and  was 
given,  a big  vote  of  heartfelt  gratitude  for  their 
huge  gifts  to  hospitals  last  year.  ...  We  shouldn't 
let  the  chance  pass  to  do  it  again,  when  the  second 
half  of  the  $200,000,000  in  donations  was  recently 
distributed.  Terrific!  Amazing!  Wonderful!  . . . 
We  know  of  a small  hospital  which  has  used  the 


funds  to  completely  renovate  the  heating  system, 
get  new  metal-and-plastic  folding  chairs,  get  new 
Venetian  blinds,  hire  the  services  of  a 'nursing 
expediter'  and  a part-time  medical  director,  buy  a 
new  incinerator  and  40  portable  evaporative  cool- 
ers, and  pay  part  of  the  costs  of  a small  assembly- 
room  for  patients,  nurses,  and  staff.  . . . How  many 
of  these  things  would  have  been  obtained  without 
Ford  Funds?  Would  the  hospital  have  been  stim- 
ulated to  Accreditation  as  it  was? 


The  National  Health  Institute  (Bethesda,  Mary- 
land) has  reported  the  possibility  that  SERO- 
TONIN may  be  one  of  the  causes  of  ASTHMA 
and  other  ALLERGIC  CONDITIONS.  Serotonin 
and  histamine  are  found  in  tissues,  and  the  amount 
is  greater  after  anaphylactic  shock.  . . . Dr.  Waal- 
kes  and  his  colleagues  are  working  on  various 
experimental  situations  where  they  can  measure 
serotonin;  its  effect,  its  antagonists,  and  the  en- 
zymes which  destroy  it.  It  is  known  that  reser- 
pine  releases  all  bound  serotonin,  which  may  be 
a start. 


Few  people  should  be  able  to  peer  into  the 
FUTURE  OF  CARDIO-VASCULAR  DISEASES 
without  a crystal  ball  as  successfully  as  Dr.  Irvine 
Page  of  the  Cleveland  Clinic  Foundation.  He 
FORSEES  SEVERAL  MAJOR  ACHIEVEMENTS 
in  that  field  in  the  next  ten  years,  namely,  — LA 
highly  effective  chemical  control  of  hypertension. 

2.  A decline  in  the  incidence  of  rheumatic  fever. 

3.  Discovery  of  the  causes  of  chronic  nephritis. 

4.  Finding  better  clues  to  therapy  for  arteriosclero- 
sis. 5.  The  answer  to  the  riddles  of  brain  chem- 
istry and  function.  . . . See  if  YOU  can  figure 
the  future  from  the  present  leads. 


Mary  Giffin,  M.D.,  of  the  Mayo  Clinic  writes 
about  an  obscure  topic  ‘PSYCHOPHYSIOLOGIC 
GYNECOLOGY’,  in  the  Journal  of  Michigan  State 
Medical  Society.  She  quotes  Ziskind,  who  has 
said,  “I  stress  what  is  common  to  most  psychiatric 
thinking,  namely  that  the  needs  of  human  beings, 
when  frustrated,  result  in  personality  conflicts; 
that  the  process  of  social  adaptation  is  universal, 
but  often  unsuccessful;  that  early  life  conflicts  en- 
dure; that  persistent  conflicts  may  crystallize  into 
character  patterns;  that  unresolved  conflicts  may 
crystallize  into  character  patterns;  that  unresolved 
conflicts  may  be  transmitted  into  symptoms  of 
organic  illness  through  the  autonomic  nervous  sys- 
tem. These  do  not  explain  all  psychopathology, 
yet  they  suffice  as  a set  of  working  premises.”  . . . 
She  herself  says,  — ‘‘If  early  emotional  conflicts 
have  led  to  insecurity  about  the  feminine  role, 
or  indeed  bitterness  about  being  born  a woman, 
the  pelvis  and  its  organs  are  particularly  adapted 
to  the  expression  of  such  feelings.  In  no  other 
specialty  are  the  psyche  and  the  soma  so  natur- 
ally suited  for  the  expression  of  the  unresolved 
problems  of  infancy,  social  adaptation  and  sexual- 
ity as  they  are  in  gynecology.  Particularly,  the 
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poorly  integrated  dependency  and  psychosexual 
problems  of  the  adult  woman  find  a natural  outlet 
in  pain,  abnormal  function  or  tissue  changes  in 
the  pelvis  and  its  contents”.  . . . These  logical  state- 
ments make  one  wish  for  more  time,  to  learn  more, 
to  help  more. 


We  asked  a friend  from  Denver,  internist  Giles 
Filley,  and  one  from  Albuquerque,  surgeon  Joe 
Gordon,  HOW  TO  EXPLAIN  EMPHYSEMA  TO 
A PATIENT  AND  FAMILY  so  they  will  under- 
stand it.  They  admitted  that  it  was  difficult,  but 
suggested  the  following  routine,  — 1.  Really  work 
at  the  job  of  explaining.  2.  Show  them  inspira- 
tory and  expiratory  films  of  normal  and  emphy- 
sematous chests.  3.  Have  group  sessions,  with 
questions  and  answers.  4.  Make  wire  recordings 
for  repetition  (and  to  save  your  time  and  voice). 
5.  Try  to  put  across  the  idea  that  "the  lung  does 
not  comply",  tho  using  such  words  as  'respond', 
'cooperate',  'react',  etc.  . . . Sometimes  nothing 
works,  and  the  patients  would  rather  grasp  at 
straws. 


Inadvertently,  Dr.  K.  C.  Baker  and  his  son. 
Rusty,  were  listed  in  the  April  issue  as  residing 
in  Phoenix.  An  unfortunate  mistake,  for  we  have 
no  desire  to  move  Dr.  Baker  and  Rusty  to  the 
capitol  city. 


Do  You  Realize 

the  time  required  for  you  or  your  secretary  to  per- 
form the  seemingly  simple  task  of  making  an  air 
reservation  and  securing  the  airplane  ticket? 

How  Much  Time 

do  you  lose  each  year  in  making  travel  arrangements 
because  of  the  complexity  of  travel? 

You  Could  Save 

this  time  and  more  by  using  our  services  for  all  your 
travel  needs. 

With  One  Phone  Call 

our  staff  is  working  for  you 

At  No  Extra  Cost 

for  air,  steamship,  bus,  rail,  hotel,  ranch  or  resort 
reservations;  tours,  cruises  or  independent  travel, 
both  domestic  or  foreign;  for  travel  to  CONVEN- 
TIONS, CONFERENCES,  CLINICS  or  just  plain  travel 
from  "TEAAPE  to  TIMBUCTOO."  Oh,  Yes,  we  deliver 
all  travel  arrangements  to  your  office  or  home.  Free 
of  Charge. 

Try  us  the  next  time  you  travel. 

In  Travel  as  in  Medicine, 

EXPERIENCE  COUNTS 

CAHILL 

WORLD  TRAVEL  SERVICE 

1512  N.  Central  Avenue  — AL  3-6157 
Goldwaters  — Park  Central  — CR  4-1778 
Phoenix,  Arizona 

Travel  Specialists  since  1944 


when  anxiety  and  tension  "erupts”  in  the  G.  I.  tract... 


IN  GASTRIC  ULCER 


PATH  I BAM  ATE 


* 


Meprobamate  with  PATHILON®  Lederle 


Combines  Meprobamate  {400  mg.^  the  most  widely  prescribed  tranquilizer  . . . helps  control 
the  “emotional  overlay”  of  gastric  ulcer  — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . . with  PATHILON  {25  mg.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 

‘Trademark  ® Registered  Trademark  for  Tridihexethyl  Iodide  Lederie 

LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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An  Ethical  Professional 
Service  for  Your  Patients 
Founded  1936 


First  Street  at  Willetta  ♦ Phoenix  A1  S-11S% 
507  Valley  Nat’l.  Bldg.*Tucson  MA  3-9421 


M.  D.  GRAY 


When  he  calls  on  you,  M.  D.  Gray,  Vice-president  of 
Medical  & Dental  Finance  Bureau,  won't  waste  your  time 
with  generalities. 

He'll  have  important  facts  and  figures  which,  in  a few 
minutes  time,  will  show  you  how  Medical  & Dental 
Finance  Bureau  will  benefit  your  practice  through  its 
ethical,  professional  service. 

Mr.  Gray's  extensive  experience  in  medical-dental  credit 
and  collection  work  enables  him  to  discuss  fully  the 
M & D solution  to  the  money  problems  that  confront  many 
people  when  professional  services  are  required. 
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^Organization 


CIVICS 


Norman  A.  Ross,  M.D. 


"SURVEY  OF  ONE  HUNDRED  CASES 
OF  WHIPLASH  INJURY  AFTER 
SETTLEMENT  OF  LITIGATION"* 

NICHOLAS  GOTTEN,  M.D.,  MEMPHIS,  TENNESSEE 

(One  hundred  patients  with  previously  diag- 
nosed cervical  neck  strain  following  auto  acci- 
dents whose  litigation  on  compensation  claims 
had  been  settled  were  queried  as  to  their  present 
clinical  status.  After  legal  claims  for  damage 
were  completed,  88  per  cent  showed  recovery, 
and  over  half  of  these  had  no  residual  complaints. 
Many  emotional  factors,  but  especially  those  con- 
cerning monetary  compensation,  greatly  confuse 
proper  medical  evaluation  and  appear  to  be  the 
cause  of  the  wide  divergence  of  professional 
prognostic  opinions  relative  to  this  particular 
injury. ) 

A reprint  of  the  above  paper  was  sent  to  me 
by  one  of  the  one  hundred  or  more  insurance 
adjusters  in  our  state,  who  was  introduced  as  an 
officer  of  their  association  at  their  annual  dinner. 

If  you  haven’t  read  this  paper  may  we  recom- 
mend that  you  do  so  before  you  make  a diagnosis 
of  cervical  strain,  cervical  dislocation,  cervical 
fracture,  or  if  you  prefer  the  homey  terminology 
“whiplash  injury”. 

PHOENIX  FIELD  STATION  SECTION 

The  following  quotes  from  a letter  received 
March  1,  1957,  really  excited  some  of  we  ARI- 
ZONA MEDICAL  SCHOOL  proponents. 

“Thank  you  for  your  inquiry  and  interest  in 
our  Field  Station  activities  and  in  the  proposals 
for  its  relocation. 

“As  you  may  recall,  this  unit  and  two  preceed- 
ing  ones  of  the  Public  Health  Service  (head- 
quartered at  the  Communicable  Disease  Center, 
Atlanta,  Georgia)  have  been  working  in  the 
Phoenix  area  since  1949  on  fly  control,  diarrheal 
disease  and  polio  studies.  Some  of  the  studies 
on  polio  by  Drs.  Walton,  Melnick  and  Prindle 
are  now  in  press  and  should  be  available  in  the 
near  future. 

^Reproduced  from  Oct.  27,  1956  issue  of  the  Journal  of  American 
Medical  Association  with  their  permission. 


“The  present  studies  have  been  ccmcerned  with 
the  diarrheal  diseases  using  Sacaton  and  Guada- 
lupe as  long-range  study  areas.  They  have  been 
directed  principally  toward  a better  understand- 
ing of  the  etiology  and  control  of  the  causative 
organisms  backed  by  thorough  clinical  workup 
of  patients  at  the  Pima  Indian  Hospital  at  Saca- 
ton. A part  of  the  research  has  been  concerned 
with  reduction  of  vectors,  such  as  flies  and 
roaches,  associated  with  municipal  refuse  dis- 
posal. We  are  now  able  to  convert  municipal 
refuse  consistently  to  a high-grade  humus  re- 
sembling peat  moss  that  is  suitable  for  soil  con- 
ditioning, and  have  about  completed  a plant  at 
Chandler  to  demonstrate  the  practicality  of  the 
method. 

“We  have  recently  been  advised  by  Dr.  S.  W. 
Simmons,  Chief  of  our  Branch,  that  he  anticipates 
a consolidation  of  our  research  with  that  going 
on  at  Prestonsburg,  Kentucky,  in  the  near  future 
and  that  he  would  like  to  locate  the  combined 
unit  somewhere  in  the  arid  Southwest.  In  addi- 
tion to  diarrheal  disease  and  composting  studies, 
he  would  like  to  do  some  work  on  the  toxicology 
of  pesticides,  particularly  the  agricultural  insecti- 
cides. The  consolidated  unit  would  have  35-40 
employees  initially  and  almost  half  would  be 
professional  personnel  such  as  medical  officers, 
engineers,  biologists,  chemists,  etc.  The  group 
could  work  most  advantageously  if  they  were 
located  on  a College  or  University  campus.  An 
estimated  10,000  square  feet  of  floor  space  suit- 
able for  chemistry,  bacteriology,  biology  and 
offices  are  required.  In  addition,  some  outdoor 
space  for  a small  compliment  of  epidemic  and 
disaster  aid  equipment  would  be  needed. 

“For  various  reasons  our  immediate  studies 
could  be  done  best  in  the  Phoenix  area.  Some 
of  these  are  ( 1 ) experience  and  background  data 
in  the  area,  (2)  a nearly  completed  composting 
plant  at  Chandler,  (3)  interlacing  agricultural 
and  residential  areas  where  considerable  volumes 
of  insecticides  are  used  (Tucson  has  practically 
none  of  this  — Las  :Gruces,  New  Mexico  does 
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have),  and  (4)  some  of  our  trained  subprofes- 
sional personnel  who  would  probably  not  move 
from  Phoenix.  I am  sure  that  on  this  basis  Dr. 
Simmons  would  locate  the  combined  studies  in 
the  Phoenix  area  providing  adequate  space  were 
available. 

“We  thought  this  aspect  of  the  relocation  prob- 
lem had  been  solved  when  it  looked  like  a 
former  outdated  dormitory  on  the  Arizona  State 
College  Campus  at  Tempe  might  be  available 
to  us.  However,  following  a Board  of  Regents 
meeting.  Dr.  Cammage  informed  us  that  the 
Board  advised  him  to  use  the  building  for  direct 
school  purposes  if  possible.  So  if  consideration 
of  this  building  (Alpha  Hall)  cannot  be  re- 
opened or  a satisfactory  alternate  cannot  be 
found,  the  Phoenix  area  will  probably  have  to  be 
dropped  for  further  consideration  as  a location 
for  our  expanded  studies.” 

On  June  20,  1957,  Dr.  M.  H.  Goodwin,  Jr., 
Scientist  Director,  Assistant  Chief,  Technology 
Branch,  at  the  time  of  his  courtesy  call  to  Gov- 
ernor Ernest  W.  McFarland,  announced  that 
negotiations  were  complete  and  that  the  new 
name  of  what  had  been  the  Cumberland  Field 
Station  Section,  Communicable  Disease  Center, 
at  Prestonsburg,  Kentucky,  would  be  the  Phoe- 
nix Field  Station  Section,  Communicable  Dis- 
ease Center,  Phoenix,  Arizona. 

This  is  what  I learned  about  our  new  Health 
Station,  for  you  who  are  interested  in  organiza- 
tion: The  Phoenix  Field  Station  Section  is  to 
be  the  southwestern  technical  laboratory  of  the 
Technical  Branch  of  the  Communicable  Disease 
Center  (Atlanta,  Georgia).  The  Communicable 
Disease  Center  is  a Field  Center  of  the  Bureau 
of  State  Services  of  the  U.  S.  Public  Health 
Service. 

We  can  best  estimate  that  part  of  the  com- 
municable disease  program  that  will  be  carried 
out  in  the  Phoenix  Field  Station  Section  by 
reviewing  the  assigned  duties  of  the  Cumberland 
Field  Station  Section: 

( A ) Plans  and  conducts  investigations  to  de- 


THE  U.S.  COMMITTEE  OF  THE 
WORLD  MEDICAL  ASSOCIATION 

The  U.  S.  Committee  of  the  World  Medical 
Association  reported  ratification  of  a medical 


\ elop  improved  methods  of  control  of  communic- 
able disease  with  special  reference  to  enteric  in- 
fections. These  studies  include: 

( 1 ) Evaluation  of  methods  for  measuring 
prevalence  of  diarrheal  diseases. 

( 2 ) Delineation  of  etiological  agents  involved. 

(3)  Determination  of  relative  significance  of 
environmental  factors  and  of  vectors  on 
the  interfamilial  spread  of  diarrheal  dis- 
eases. 

(4)  Investigate  ecology  of  vectors,  reservoirs 
and  etiological  agents. 

(B)  On  the  basis  of  information  developed, 
devise,  apply  and  evaluate  control  procedures. 

O 9 « 

CDC  - THE  COMMUNICABLE  DISEASE 
CENTER 

“Foreword” 

“Communicable  diseases  are  responsible  for 
more  than  100,000  deaths  each  year  in  the 
United  States. 

“They  bring  pain  and  suffering  to  countless 
others,  they  severely  disrupt  family  life,  they 
cause  school  children  to  be  absent  for  a 100 
million  school  days  a year,  and  they  result  in  an 
annual  industrial  loss  equal  to  $2  billion  worth 
of  American  productivity. 

Thus  the  conquest  of  communicable  disease 
is  — and  must  be  for  some  time  to  come  — a 
major  public  health  goal  of  the  Public  Health 
Service.” 

(s)  L.  E.  Burney 
Surgeon  General 

o a <» 

OUR  LOCAL  SCHOOLS? 

What  amount  of  your  local  school  dollar  is 
raised  by  county  property  tax?  More  about 
governmental  aid  to  education. 

Read  “The  Town  That  Lit  The  Integration 
Fuse,”  but  particularly  page  101  of  this  article 
in  the  June  22,  1957  issue  of  the  Saturday  Eve- 
ning Post,  before  you  commit  yourself  on  this 
“local”  social-economic  issue. 

civil  defense  emblem  for  international  adop- 
tion to  protect  civilian  medical  personnel  in 
time  of  war;  establishment  of  a central  reposi- 
tory for  medical  credentials;  and  development 
of  a library  project  to  furnish  books  and  period- 
icals to  medical  libraries  abroad. 
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The  Best  Tasting  Aspirin  you  can  prescribe. 


The  Flavor  Remains  Stable  down  to  the  last  tablet. 


25fS  Bottle  of  48  tablets  (IH  grs.  each). 

We  will  be  pleased  to  send  samples  on  request. 

THE  BAYER  COMPANY  DIVISION  of  Sterling  Drug  Inc.  1450  Broadway,  New  York  18,  N.  Y. 
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THE  DIAGNOSIS  OF  MENTAL  RETARDATION 

Clarence  G.  Salsbury,  M.D.® 


T 

1 HE  clinical  facility  for  diagnosis  of  mental 
retardation  established  by  the  Arizona  State 
Department  of  Health  at  1633  “A”  West  Jeffer- 
son Street,  Phoenix,  Arizona,  provides  privacy 
as  well  as  ample  space  for  observation  of  the 
child.  Four  efficiency  apartments  have  been 
easily  adapted  to  the  purpose  of  providing  a 
reception  and  waiting  area,  individual  confer- 
ence rooms,  an  examination  room,  and  a small 
library  space. 

Applications  are  received  from  the  parents 
or  legal  guardians.  The  child  cannot  be  older 
than  eight  years  of  age.  The  emphasis  is  on 
early  case  finding.  The  diagnostic  services  are 
designed  to  help  parents  give  the  best  possible 
guidance  and  care  while  in  the  home  and  com- 
munity. The  diagnosis  must  be  based  on  all 
available  evidence  as  to  the  child’s  potentiali- 
ties, whether  educable,  only  trainable,  or  com- 
pletely dependent. 

The  application  contact  is  followed  as  prompt- 
ly as  possible  with  a conference  of  both  parents, 
the  child,  and  the  psychiatric  social  worker. 
This  contact  may  be  made  at  the  home.  Usually 
it  is  held  at  the  Child  Development  Center. 

The  length  of  the  waiting  list  is  increasing, 
but  this  is  due  primarily  to  an  unbalance  in  the 
hours  of  service  of  the  clinical  staff  members. 

The  child  returns  to  the  clinic  for  a complete 
medical  examination.  The  pediatrician  deter- 
mines what  laboratory  services  are  to  be  ac- 
complished. X-rays  must  be  indicated.  Blood 
and  serum  findings,  urine  study  for  diacetic 
acids,  protein  bound  iodine,  and  sugar.  Elec- 
troencephalogram may  be  required. 

Special  consultant  services  are  provided  in 
accord  with  the  medical  examiner’s  recommen- 
dations. These  include  neurology,  ophthalmol- 
ogy, otolaryngology,  and  orthopedic  evaluation. 
Special  audiology  and  special  evaluations  may 
also  be  required.  Psychological  determinations 
have  been  done  routinely  on  all  children  ad- 
mitted for  observation.  This  may  not  neces- 
sarily follow  in  the  future  as  experience  of  the 
pediatrician  may  prove  adequate  in  making  his 
own  evaluation  of  the  mental  capacity  of  the 
child.  He  will  then  request  psychological  stud- 
ies only  in  the  more  difficult  differential  diag- 

^Commissioner  of  the  State  of  Arizona  Department  of  Public 
Health. 


nostic  situations. 

The  individual  services  of  psychiatric  social 
worker,  pediatric  clinicians,  the  psychologist, 
and  the  laboratory  and  consultant  take  approxi- 
mately six  weeks  to  complete.  There  then  fol- 
lows one  or  more  case  conferences  in  the  in- 
stance of  each  child.  It  is  here  that  recom- 
mendations are  made  for  the  immediate  future 
of  the  child.  If  at  all  possible,  the  child’s  pri- 
vate physician  and  the  referring  individual  or 
agency  is  present  at  the  case  conferences.  The 
jurisdictional  public  health  nurse  may  be  present. 
A representative  of  a resource  agency  may  be 
invited  to  be  present.  At  this  time  it  is  con- 
cluded whether  the  child  is  a mental  retardate, 
whether  there  is  evidence  of  emotional  or  phy- 
sical causes  for  retardation,  or  if  there  are  com- 
binations of  these. 

At  the  time  of  the  case  conference  it  may  be 
determined  that  the  mentally  retarded  child  will 
need  continued  observation  before  a more  re- 
liable estimate  of  ability  can  be  made.  It  may 
be  that  the  child  needs  some  special  social  train- 
ing before  home  and  community  adjustment  can 
be  satisfactorily  accomplished.  It  may  be  that 
the  child  needs  to  be  given  further  special  ob- 
servations in  order  to  evaluate  the  diagnostic 
and  prognostic  acumen  of  the  staff.  In  any  of 
these  instances  the  referral  is  made  within  the 
resources  of  the  staff.  The  observation  center 
is  established  in  conjunction  with  the  diagnostic 
center  at  1633  West  Jefferson.  A child  devel- 
opment specialist  is  assigned  to  this  activity  and 
in  a playroom  environment  provides  continued 
study  and  direction  in  the  group  activities  pro- 
vided for  the  child.  The  length  of  time  that 
the  individual  may  be  under  this  special  super- 
vision varies  with  the  child’s  needs  and  the 
recommendations  of  the  staff. 

There  can  be  no  more  than  eight  children  in 
the  observation  center  at  any  one  time.  It  may 
be  necessary  to  limit  the  number  to  less  than 
eight.  Several  hyperactive  retardates  may  take 
the  total  attention  of  the  development  specialist. 
Parents  are  required  to  observe  their  child  in 
this  supervised  activity.  The  specialist  confers 
with  them  on  the  follow-up  at  the  home  and 
community  level. 

The  interest  of  the  staff  in  the  mentally  retard- 
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ed  child  does  not  end  with  the  diagnosis.  The 
child’s  continued  medical  care  is  of  priority  im- 
portance. The  parents  are  advised  to  seek  the 
services  of  such  resource  agencies  as  are  deemed 
desirable.  Medical  care  is  not  the  function  of 
the  Child  Development  Center.  The  parents 
and  the  child’s  regular  physician  will  deter- 
mine the  future  medical  care  program.  Special 
psychiatric  care  must  be  obtained  by  the  family 
from  the  private  physician  or  from  the  guidance 
center  as  Family  Society,  as  indicated.  Other 
special  services  may  be  recommended.  These 
again  should  be  discussed  with  the  physician  in 
charge  of  the  child’s  general  medical  care  and 
plans  made  with  the  parents  in  accordance. 

The  public  health  department  is  directly  or 
indirectly  concerned  with  the  follow-up.  The 
public  health  nurse  can  assist  the  family  in 
gauging  the  progress  of  the  child  in  the  home 
and  in  relation  to  the  community.  She  can 
assist  the  parent  in  assuring  the  recommended 
attitudes  and  procedures  of  parent-child  con- 
duct in  the  home  and  in  the  community.  This 
nurse  is  a line  of  communication  between  the 
parent  and  the  child’s  physician  and  between 
these  agents  and  the  Child  Development  Center. 

If  possible  the  diagnostic  team  at  the  Center 
wants  to  re-evaluate  the  child  each  year  for  five 
years  at  least.  Re-evaluation  will  indicate  any 
error  in  prognosis.  This  will  permit  recom- 
mending changes  in  further  follow-up  training 
and  care  of  the  retardate.  The  parent-staff  con- 
ference will  help  to  evaluate  parent  progress  in 
adjustments  to  the  needs  of  the  child  and  the 
ability  of  the  parent  to  meet  these  needs.  Re- 
evaluations  will  provide  valued  assistance  to 
public  schools  and  vocational  training  agencies 
by  providing  a more  accurate  estimate  of  the 
child’s  potentialities  and  what  will  be  his  op- 
timum environment  for  achievement. 

FOR  RENT 

Completely  Air  Conditioned 
Medical  Suite 

3 — Private  offices  (approx.  800  ft.)  Dark  Room 
facilities,  plus  large  reception  room  nicely 
decorated,  tile  floors,  separate  entrances,  front 
and  rear  parking.  Very  reasonable  rent. 

31 1 West  McDowell  Road 

Call:  Jack  Silver  AL  8-1184  or  Wl  3-9107 


PROPOSED  PROGRAM  TO  COMBAT 
ORIENTAL  INFLUENZA  IN  THE 
UNITED  STATES 

I.  Introduction 

HePORTS  indicate  an  epidemic  of  influenza 
began  in  Hong  Kong  and  Singapore  in  April 
1957.  Then,  in  rapid  succession,  almost  simul- 
taneous epidemics  occurred  in  Taiwan,  the  Phil- 
ippines, the  Malayan  States,  Indonesia,  Japan 
and  India.  There  have  been  some  reports  of 
cases  among  U.  S.  military  personnel  in  the  Far 
East.  A number  of  sharp  outbreaks  also  have 
been  reported  aboard  commercial  and  U.  S. 
Naval  vessels. 

The  disease  is  characterized  by  rapid  onset, 
fever,  malaise,  muscle  aches,  coryza  of  3 to  5 
days’  duration.  In  general,  the  attack  rate  seems 
to  be  about  15  to  20  per  cent  of  the  population 
in  the  affected  countries.  Mortality  rates  have 
been  low. 

Early  in  June,  the  Surgeon  General  of  the 
U.  S.  Public  Health  Service  called  a series  of 
meetings  at  which  representatives  of  the  medical 
and  public  health  professions  were  invited  to 
give  advice  with  respect  to  preliminary  plans 
for  dealing  with  the  influenza  epidemic  should 
it  become  widespread  in  the  United  States.  On 
June  26,  representatives  of  the  American  Medi- 
cal Association  met  with  the  Surgeon  General  to 
discuss  the  question  of  medical  manpower  de- 
mands and  other  precautionary  measures  in  the 
event  that  an  epidemic  should  occur. 

The  Executive  Gommittee  of  the  Roard  of 
Trustees  promptly  pledged  the  support  and  co- 
operation of  the  American  Medical  Association. 
It  requested  that  a program  of  action  be  pre- 
pared and  submitted  to  the  Board  of  Trustees 
for  study  and  appropriate  action. 

Subsequently,  a meeting  was  held,  July  9, 
1957,  at  AMA  headquarters  in  Ghicago  to  dis- 
cuss a program  of  action  and  to  draft  recom- 
mendations for  presentation  to  the  Board.  Dr. 
Harold  G.  Lueth  presided  over  the  meeting 
which  was  attended  by  Dr.  William  H.  Stewart 
of  the  Public  Health  Service  and  Dr.  Madison 
D.  Brown  of  the  American  Hospital  Associa- 
tion. AMA  representatives  included  Dr.  George 
F.  Lull,  Dr.  Austin  Smith,  Dr.  Edward  Pinck- 
ney, Mr.  Leo  Brown,  Mr.  John  Bach,  Mr.  Tom 
Hendricks  and  Mr.  Frank  W.  Barton. 
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II.  Sumuuiry  of  Data  Reviewed  und  Factors 
Considered 

The  current  status  of  the  influenza  epidemic 
has  been  discussed  in  an  editorial  entitled 
“Oriental  Influenza  Epidemic”  JAMA  164:974, 
June  29,  1957;  Public  Health  News  release, 
JAMA  164:1136-7,  July  6,  1957,  and  in  a news 
release  of  the  Public  Health  Service  of  June 
10,  1957. 

Through  the  Public  Health  Service  and  the 
World  Health  Organization,  reports  of  the  dis- 
ease, worldwide,  are  received  daily.  Regular 
weekly  reports,  morbidity  and  mortality,  reflect 
the  current  situation.  There  are  several  reports 
of  influenza  occurring  in  military  bases  in  the 
Continental  U.  S.  Also,  some  reports  of  influ- 
enza epidemics  have  been  suggested  in  civilian 
communities.  However,  they  have  not  been 
substantiated  by  virus  identifieation. 

A brief  summary  of  the  influenza  epidemic 
characteristics  includes: 

(a)  Infeetive  agent  — virus  Japan  507  of  1957 

(b)  Incubation  period  — probably  1-2  days 

(c)  Incidence  — variable,  figures  not  entirely 
reliable  - 15-20  per  cent. 

(d)  Contagious  period  — uncertain,  1-5  days 

(e)  Transmission  — droplet  infection 

( f ) Symptoms  — fever,  prostration,  headaehe, 
lassitude 

(f)  Signs  — coryza 

(h)  Course  - generally  short  duration,  3-5 
days 

(i)  Complications  — rate,  not  serious  except 
in  the  very  young,  old  or  those  debilitated 

(j)  Treatment  - no  speeific  therapy,  usually 
symptomatic;  antibiotics  of  little  value; 
good  nursing  care 

(k)  Mortality  — figures  unreliable,  probably 
quite  low  except  in  the  young,  old  or  those 
debilitated 

There  are  inherent  problems  in  attempts  to 
draw  conclusions  from  the  influenza  epidemics 
of  the  Far  East  and  its  appearance  in  the  Con- 
tinental United  States.  In  the  Far  East  where 
overcrowding,  malnutrition,  insufficient  sanita- 
tion and  presence  of  other  human  diseases  are 
prevalent,  the  situation  differs  from  that  in  the 
United  States.  The  appearance  of  the  disease 
among  United  States  military  personnel  cannot 
be  used,  without  modification,  in  forecasting 
probable  effects  among  civilian  communities  and 
personnel  as  factors  such  as  earlier  immuniza- 
tion of  military  personnel  with  influenza  vaccine. 


strict  military  control,  regular  sick  calls,  ready 
availability  of  medical  and  hospital  care  have 
their  influence  on  the  disease.  Experiences  in 
the  Far  East  among  military  and  civilian  per- 
sonnel are,  however,  the  only  guides  that  are 
currently  available. 

Consideration  must  be  given  to  the  medical, 
economic,  and  political  impact  of  any  epidemic 
that  appears  suddenly  and  attacks  15-20  per  cent 
of  the  population.  The  AMA  would  do  well  to 
have  sound  medical  plans  and  an  effective  or- 
ganization to  meet  the  medical  aspects  of  an 
influenza  epidemic.  The  rapid  onset  of  the 
epidemic  makes  it  mandatory  to  have  plans  pre- 
pared well  in  advance  and  to  see  that  local  medi- 
cal societies  are  cognizant  of  the  magnitude  of 
the  problem  prior  to  the  occurrence  of  the  epi- 
demic. It  is  evident  from  experience  gained 
in  poliomyelitis  outbreaks  that  the  public  looks 
to  the  medical  profession  and  the  Public  Health 
Service  for  leadership  in  these  emergency  situa- 
tions. It  is  imperative  that  the  AMA  have  a 
plan  that  is  flexible  enough  to  cope  with  a quick- 
spreading influenza  epidemic.  The  plan  must  be 
realistic  and  suitable  for  implementation  by  state 
and  local  county  medical  societies. 

Reports  indicate  the  degree  of  prostration  is 
such  that  patients  become  bedridden  within  a 
short  period  of  time.  In  the  military,  the  ma- 
jority of  patients  were  hospitalized.  Among 
civilian  groups,  greater  reliance  must,  of  neces- 
sity, be  placed  on  home  care  as  the  current 
high  occupancy  rates  in  civilian  hospitals  does 
not  permit  large  numbers  of  influenza  patients 
gaining  admissions  to  hospitals.  Special  situa- 
tions would  develop  in  civilian  groups  if  the 
disease  occurs  in  camps,  large  meetings,  or  as- 
semblies as  too  frequently  there  are  not  adequate 
reserve  facilities  available  for  providing  bed 
care  for  large  numbers  of  patients  who  sud- 
denly become  ill.  Each  community  should  make 
a serious  study  and  have  situable  plans  to  cope 
with  epidemics  that  might  occur. 

The  use  of  vaccine  in  an  influenza  epidemic 
poses  many  problems.  There  may  be  difficulty 
in  obtaining  a large  enough  quantity  of  vaccine 
of  this  specific  strain  early  enough  so  that  it 
may  be  administered  in  sufficient  time  to  evoke 
an  adequate  protective  antibody  response.  There 
is  question  as  to  type  specificity  of  vaccine. 
There  would  be  difficulty  in  administering  the 
vaccine  depending  upon  public  and  professional 
acceptance.  If  it  were  a mild  Jnfluenza  epi- 
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demic,  it  is  quite  likely  that  the  medical  pro- 
fession would  find  it  difficult  to  use  the  supply 
manufactured.  If  it  were  a sudden  large-scale 
epidemic,  there  would  be  a great  clamor  for 
the  vaccine  at  a time  when  the  epidemic  is  at 
its  peak  and  when  the  vaccine  would  be  the 
least  effective.  This  would  present  a diflficult 
problem.  Method  of  control  of  the  vaccine 
would  present  all  of  the  problems  encountered 
by  the  distribution  of  the  Salk  poliomyelitis  vac- 
cine. 

Antibiotics  are  generally  agreed  to  be  ineffec- 
tive in  virus  infections.  It  is  felt  that  there  would 
be  a certain  amount  of  public  demand  for  the 
use  of  antibiotics  in  influenza  epidemics.  Since 
it  is  well  known  that  primarily  influenza  in- 
fections often  are  followed  by  secondary  bac- 
terial infections,  a degree  of  justification  in  the 
use  of  antibiotics  can  be  advanced. 

In  addition  to  the  resources  within  the  Asso- 
tion  there  are  a number  of  other  resources  avail- 
able. The  Surgeon  General  of  the  Public  Health 
Service  has  pledged  the  resources  of  the  Public 
Health  Service  to  the  AMA  in  the  matter  of 
furnishing  information  and  assistance  preceding 
and  during  the  period  of  an  influenza  epidemic. 
These  include:  technical  reports  giving  incidence 
rates,  nationwide  and  worldwide;  resources  for 
the  isolation  and  identification  of  infecting 
agents;  sending  of  special  epidemiologists  to 
areas  upon  request  for  studies  in  the  spread  and 
control  of  epidemics;  assistance  to  the  state  and 
local  committees  upon  request  for  augmentation 
during  an  influenza  epidemic. 

The  Department  of  Defense  can  be  requested 
to  furnish  information  concerning  its  experience 
in  influenza  cases  among  the  military  personnel 
and  in  their  clinical  handling  of  these  patients. 
The  Commission  on  Influenza  of  the  Armed 
Forces  Epidemiology  Board  has  made  continu- 
ing studies  on  the  problem  of  influenza  and 
could  be  requested  to  furnish  specific  informa- 
tion. The  World  Health  Organization  has  a 
steady  flow  of  information  on  reported  influenza 
cases  as  they  occur  throughout  the  world. 

III.  Assumption  as  to  Alternate  Courses  Epi- 
demic May  Take 

Based  upon  the  foregoing  information  review- 
ed by  the  study  group  on  July  9,  it  appears  that 
should  an  influenza  epidemic  break  out  in  the 
United  States,  it  would  take  the  following  alter- 
nate courses: 

(1)  Few  minor  sporadic  outbreaks  this  sum- 


mer but  disappearing  without  large-scale  eni- 
demic; 

(2)  Explosive  outbreak  of  influenza  in  the 
summer  of  1957  (before  September  1)  with 
same  attack  rate  and  mortality  rate  as  currently 
exists; 

(3)  Few  minor  sporadic  outbreaks  this  sum- 
mer with  explosive  outbreak  in  fall  or  winter 
of  1957  (after  September  I)  with  same  attack 
rate  and  mortality  rate  as  currently  exists; 

(4)  Explosive  outbreak  in  fall  or  winter  with 
high  attack  rate  and  high  mortality  rate  (similar 
to  1918). 

IV.  Recommended  Program  of  Action  for  AMA 

The  study  group  believes  that  the  American 
Medical  Association  should  provide  the  leader- 
ship in  formulating  an  appropriate  informational 
and  operational  program  to  acquaint  state  and 
county  medical  societies,  as  well  as  the  general 
public,  of  the  possible  outbreak  of  a rapidly- 
spreading  type  of  influenza  in  the  United  States. 
The  rapid  onset  of  this  influenza  makes  it  essen- 
tial to  inform  medical  societies  of  the  magni- 
tude of  the  problem  well  in  advance  and  to 
encourage  the  development  of  plans  prior  to 
any  outbreak.  Too  little  and  too  late  could  be 
disastrous,  even  though  it  is  recognized  that 
some  portions  of  the  program  may  never  be 
used. 

It  is  therefore  suggested  that  the  Board  of 
Trustees  give  consideration  to  adoption  of  the 
following  courses  of  action: 

A.  Informational  Phase 

(1)  Immediate  publication  of  a series  of  ar- 
ticles in  the  AMA  Journal  informing  the  mem- 
bership of  the  nature  and  extent  of  the  current 
influenza  epidemic  in  the  Far  East.  These 
articles  should  provide  scientific  data  so  that 
influenza  cases  may  be  recognized  immediately 
and  properly  treated. 

(2)  Publication  of  a report  in  the  AMA  Jour- 
nal from  the  Council  on  Drugs  concerning  ther- 
apy and  use  of  antibiotics  in  influenza  cases. 

(3)  Publication  in  the  AMA  Journal  of  ar- 
ticles prepared  by  the  Public  Health  Service 
and  other  agencies  covering  the  clinical  aspects 
and  current  reports  of  the  incidence  of  the 
disease.  Dr.  William  H.  Stewart  indicated  the 
PHS  will  provide  a steady  flow  of  information. 

(4)  Publicize  in  Today’s  Health  and  through 
other  appropriate  channels  information  which 
will  reassure  the  general  public  there  is  no  cause 
for  alarm  concerning  an  influenza  outbreak  in 
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view  of  the  fact  the  illness  is  of  short  duration, 
it  is  generally  mild  and  with  few  complications, 
and  it  has  a very  low  mortality  rate.  Emphasis 
should  be  made  concerning  the  close  coopera- 
tion between  the  AMA  and  the  Public  Health 
Service  and  that  adequate  plans  and  operational 
facilities  are  available  to  the  medical  profession 
to  cope  with  the  problem. 

(5)  An  outline  plan  of  public  information 
should  be  prepared  and  instituted  by  the  Public 
Relations  Department. 

(6)  Should  it  appear  the  epidemic  will  reach 
explosive  outbreak,  then  informational  pamph- 
lets, spot  radio  and  TV  announcements  should 
be  prepared  by  the  Public  Relations  Department 
in  cooperation  with  the  Bureau  of  Health  Edu- 
cation. In  turn,  other  phases  of  the  program 
should  be  expanded  and  intensified. 

B.  Operational  Phase 

(1)  Immediate  steps  should  be  taken  to  in- 
form state  and  county  medical  societies  of  the 
impact  of  influenza  epidemics  on  normal  profes- 
sional services. 

(2)  The  AMA  should  suggest  that  state  and 
county  medical  societies  prepare  or  develop 
adequate  stand-by  programs  and  plans  to  cope 
with  any  such  epidemics. 

(3)  In  the  formulation  of  these  plans,  con- 
sideration should  be  given  to  expanded  profes- 
sional care  through  the  utilization  of  all  medical 
personnel,  regardless  of  type  of  practice. 

( 4 ) Plans  should  include  mobilization  of  other 
professional  resources  such  as  nurses,  nurses’ 
aides,  pharmacists,  and  others. 

( 5 ) Action  to  make  full  use  of  hospital  facili- 
ties should  be  explored,  such  as  curtailment  of 
elective  surgery,  diagnostic  studies,  etc.  The 
use  of  ECDA  Emergency  Hospital  units  might 
be  required. 

( 6 ) Recommend  that  state  and  local  programs 
be  coordinated  with  public  health  agencies  and 
state  and  local  health  departments.  There  should 
be  close  cooperation  concerning  diagnosing  and 
reporting  influenza  cases.  Joint  planning  may 
be  advisable  in  many  areas. 

The  Committee  on  Civil  Defense  of  the  Coun- 
cil on  National  Defense  offers  its  full  coopera- 
tion to  the  Board  of  Trustees  in  the  implementa- 
tion of  the  proposed  program.  The  Committee 
maintains  liaison  with  state  emergency  medical 


service  committees  and  through  its  other  numer- 
ous contacts  in  the  field  of  medical  disaster  pre- 
paredness, it  could  assist  in  coordinating  the 
activities  of  the  Association,  the  Public  Health 
Service,  and  the  state  medical  societies. 


"INDUSTRIAL  HEALTH" 

William  E.  Shepard,  M.D.,  Chairman, 
Council  on  Industrial  Health  of  AMA 

S chairman  of  the  Council  on  Industrial 
Health  of  the  American  Medical  Association, 
which  is  now  21  years  old,  one  of  our 
most  important  jobs,  as  I see  it  since  I took 
over  the  chairmanship  three  years  ago,  is  to  try 
to  learn  what  is  going  on  in  the  states  and  to 
learn  what  you  would  like  us  to  do  to  help 
you  with  your  problems.  We  have  a session 
once  a year,  which  I think  you  know  about, 
called  the  Industrial  Health  Congress  in  which 
we  try  to  put  up  a pretty  good  program,  one 
which  will  interest  the  chairmen  of  the  state 
society  committees  on  industrial  health;  and 
during  that  session  we  have  at  least  half-a-day, 
and  I think  this  year  we  will  have  one  full 
day,  to  discuss  local  problems  in  the  various 
states.  We  have  a chance  to  let  each  one  re- 
port briefly  on  what  they  are  doing,  what  their 
problems  are  and  others  to  ask  questions  and 
so  forth.  I don’t  know  of  anything  more  im- 
portant that  the  Council  on  Industrial  Health  of 
the  American  Medical  Association  can  do,  as 
Doctor  Hamer  may  agree,  than  to  keep  in  step 
with  what  the  problems  are  in  the  states.  Brief- 
ly, we  have  38  state  associations  which  have 
committees  on  industrial  health.  Some  are  do- 
ing a very  fine  job  in  keeping  pace  with  their 
problems  pretty  well,  we  learn  a great  deal  from 
them.  Others  haven’t  done  quite  so  much  but 
probably  because  they  haven’t  had  so  many 
problems;  that  is  one  of  the  things  we’d  like  to 
know  about. 

And  just  a word,  if  I may,  Doctor  Craig,  to 
let  people  know  what  the  council  is  like.  This 
is  one  of  the  councils,  as  Doctor  Hamer  could 
tell  you,  which  was  appointed  by  the  board  of 
trustees.  We  are  directly  responsible  to  the 
Board  of  Trustees  of  the  American  Medical 
Association.  Our  job  is  briefly,  and  I am  sim- 
plifying this  now  with  brevity,  to  do  what  we 
can  to  help  American  medicine  catch  up  with 
the  needs  of  industry.  There  are  many  in- 
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dustries,  particular  the  larger  ones,  whieh  have 
pretty  well  organized  programs  in  health  and 
safety  and  whieh  run  along  very  nieely.  They 
represent  approximately  15  per  cent  of  the 
employers  of  this  country,  I’m  talking  now  about 
General  Motors,  General  Electric,  Westinghouse, 
the  big  ones;  the  other  85  per  eent  of  the  em- 
ployers of  this  country  are  too  small,  having 
less  than  1,000  employees,  down  around  from 
15  to  25.  They  are  too  small  ever  to  expect 
to  have  a full-time  industrial  physician  who 
specializes  in  that  field  and  must,  therefore, 
and  properly  I think,  depend  upon  the  will- 
ingness of  the  local  physician  to  put  in  part- 
time  in  industry  helping  to  solve  their  prob- 
lems. The  represent  about  70  per  cent  of 
the  employees  of  the  country;  roughly,  some 
45  million.  So  that  here  we  have  one  portion, 
a small  pereentage  of  the  employees  of  the 
country,  who  have  pretty  good  medieal  programs 
in  their  work-place  and  some  70  per  cent 
who  have  little  or  none,  depending  on  how  mueh 
time  and  interest  the  physician  is  willing  to  put 
in  on  part-time  work  in  industry.  The  council 
has  four  standing  committees  whieh  I may  have 
oecasion  to  name  later.  Among  these  standing 
committees  are  various  subeommittees  whieh 
have  published  certain  materials  that  have  eome 
out  reeently  whieh  I will  mention  later. 

One  most  active  committee  I met  with  in  New 
York  during  the  AMA  eonvention  was  on  indus- 
trial ophthalmology.  Now,  it  is  amazing  how  lit- 
tle we  know,  how  little  industry  knows,  about  the 
defects  of  eyesight  in  industry  and  about  the 
whole  problem  of  illumination  in  industry.  This 
committee  is  composed  of  the  six  or  seven  or 
eight  leading  ophthalmologists  in  the  country 
and  we  hope  to  have  some  material  ready  for 
you  soon.  We  prepared  a doeument  while  I 
was  there  two  weeks  ago  on  fluoreseent  light- 
ing. They  also  corrected  or  approved,  a cor- 
reeted  edition  of  that  Snellen  Ghart  that  the 
AMA  has  been  putting  out.  It’s  not  so  big  that 
most  any  industry  or  sehool  can  get,  which 
hasn’t  been  entirely  accurate  and  whieh  in  the 
20  years  that  we  have  been  distributing  it, 
gradually  deteriorated.  It  deteriorated  because 
the  printers  weren’t  always  as  accurate  as  they 
should  have  been.  The  measurement  of  the 
letters,  therefore,  was  not  quite  correct.  The 
paper  deteriorated  being  a little  bit  more  gray 
than  it  should  have  been;  therefore,  less  con- 
trast. The  ink  deteriorated  so  that  it  wasn’t 


as  black  as  it  should  have  been,  and  we  finally 
got  that  straightened  out.  The  amazing  thing  is 
that  over  the  years  some  20,000  of  those  charts 
are  requested  by  schools,  public  schools  all  over 
the  country,  and  we  now  have  to  have  that  in 
better  shape. 

There’s  another  committee  most  interesting 
to  me  on  the  dermatoses  of  industry.  Doctor 
Dowling  of  Boston  and  a distinguished  group  of 
Dermatologists  are  getting  out  a series  of  seven 
papers  and  brochures,  short  brochures,  which 
will  be  helpful  to  those  physieians  working  in 
industry  and,  we  hope,  eovering  these  puzzling 
problems  of  the  industrial  dermatoses. 

There  is  another  committee  under  Doetor  Ke- 
hoe  of  the  Kettering  Laboratory  in  Cleveland 
which  handles  the  problems  of  post-graduate 
training;  handles  the  matter  of  graduate  training 
for  those  who  wish  to  specialize  in  the  field  of 
industrial  medicine  and  who  wish  to  prepare 
themselves  for  a board  of  certifieation  which, 
as  you  know,  has  been  recently  approved  by 
the  AMA. 

Another  committee  dealing  vigorously,  if  still 
somewhat  ineffeetively,  with  the  problem  of  try- 
ing for  goodness’  sake  to  get  the  manufacturer, 
to  get  the  management  side  of  industry  in  this 
country  to  realize  how  mueh  they  need  medical 
advice  from  time  to  time  and  how  seriously  they 
lay  themselves  open  to  serious  difficulties  if  they 
don’t  have  medical  advice  at  least  on  a part- 
time.  basis.  We  have  close  contacts  with  the 
National  Assoeiation  of  Manufacturers  which 
haven’t  been  too  satisfactory,  with  the  United 
States  Chamber  of  Commeree,  with  the  Amer- 
ican Management  Association  which  is  coming 
along  very  nicely,  and  that  eommittee’s  job, 
under  Doctor  Neuquist,  from  the  Texaco  Com- 
pany, is  constantly  dealing  with  these  trade  as- 
soeiations  representing  the  management  group. 

Another  committee  deals  largely  with  the 
labor-union  group,  and  I must  say,  handles 
things  in  a very  reasonable  manner.  Well, 
roughly  these  are  the  things  we  try  to  do. 

Now,  I think  the  only  other  thing  I would 
like  to  say  in  way  of  preparation,  then  I want 
to  hear  your  problems,  is  that  the  house  of 
delegates  approved  at  the  last  meeting  in  New 
York  a statement  which  we  have  worked  over 
very  earefully  for  almost  a year  whieh  is  entitled : 
“The  Scope,  Objectives  and  Functions  of  Occu- 
pational Health  Programs,”  and  without  going 
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into  this  in  detail,  it  hasn’t  been  printed  yet  but 
will  be  out  very  shortly,  this  is  the  first  time 
that  the  American  Medical  Association  has 
agreed  upon  a statement  which  defines  the  needs 
and  the  bounds  of  industrial  health  programs. 
This  has  to  do  solely  with  the  safeguarding  of 
the  employee’s  health  at  work.  We  have  no 
concern,  in  our  council,  with  medical  care  for 
sick  employees.  That’s  entirely  another  matter 
and  falls  under  the  province  of  the  council  on 
medical  service.  I think  you  will  find  this  state- 
ment helpful  if  you  fall  into  discussion  or  argu- 
mentation with  your  medical  colleagues,  or  in 
fact,  with  employees  or  employers  as  well  as 
union  groups.  I think  you  will  find  it  a pretty 
sound  and  sensible  document  and  it  is  one  which 
will  be  included  in  the  report  of  the  Larson 
Commission,  that  is  the  commission  on  the  Study 
of  Prepayment  Medical  Care  Plans.  I will  be 
glad  to  discuss  that  further  in  full  detail  with 
you  if  you  like.  I am  glad  to  see  this  brochure 
just  out  from  the  AMA  entitled:  “The  AMA  in 
Action”  in  which  it  describes  what  the  associa- 
tion tries  to  do,  not  only  for  its  own  members, 
but  for  the  community  and  for  the  field  of 
occupational  health,  the  legislature  as  well.  I’ll 
pass  that  around  if  I may.  Doctor  Craig,  take  a 
look  at  it,  pass  it  on.  That  happens  to  be  my 
only  copy  so  I’d  like  to  have  it  back.  We  have 
another  publication  which  may  interest  some  of 
you  which  isn’t  really  our  publication,  though 
I think  we  are  about  to  endorse  it,  entitled: 
“Guide  for  Conservation  of  Hearing  in  Noise,” 
and  as  some  of  you  may  know,  this  is  becoming 
an  increasingly  serious  problem.  VIost  people 
after  age  45  lose  some  hearing  as  we  lose  some 
of  the  elasticity  of  our  limbs  and  develop 
presbyopia.  There  are  several  states  which  are 
already  giving  full  awards  to  any  employee  who 
can  demonstrate  an  appreciable  loss  of  hearing 
after  age  45  on  the  assumption  that  this  loss  of 
hearing  is  an  industrial,  occupational  disease; 
rather  an  alarming  and  non-medical  type  of  posi- 
tion which  we  deprecate.  This  “Guide  to  Con- 
servation of  Hearing  in  Noise”  is  a document 
which  will  be  at  your  disposal  in  the  very  near 
future.  There  was  an  exceedingly  interesting 
discussion  in  Detroit  a year  ago  on  occupational 
medicine  in  industrial  relations  which  has  just 
been  published  in  reprint  form  from  the  archives 
of  industrial  health  and  which  is  available  to  you 
if  you  would  like  to  send  in  for  it. 

Now,  there  are  a number  of  other  things  that 


I won’t  go  into  but  I’ve  just  one  more  item 
here  which  may  interest  some  of  you  and  that 
is  the  new  report  by  Henry  Doyle  and  Robert 
Flinn  of  the  Public  Health  Service,  Mr.  Flinn  be- 
ing now  the  Medical  Director  of  the  United 
States  Bureau  of  Mines,  surveying  the  whole 
situation  on  silicosis,  in  which  they  show  that 
although  the  early  studies  on  silicosis  — Dunn, 
Richer  and  Joseph  and  the  early  lead  mining 
days  — are  quite  sound  and  the  control  measures 
which  were  adopted  then  are  apparently  effec- 
tive; nevertheless,  there  is  still  entirely  too  much 
silicosis  in  the  country  and  Arizona  is  one  of 
the  states  in  which  there  are  fewer  cases  than 
other  mining  states.  Arizona  is  one  of  the  states 
which  has  under  100  cases  reported  for  a 
year  and  still  one  wonders  why  there  are  still 
100  cases.  So,  of  course,  this  being  an  exceed- 
ingly difficult  problem,  as  you  know,  progres- 
sive even  after  you  have  remo\ed  the  hazard, 
and  so  on. 

I think  that  gives  you  briefly  some  of  the  ob- 
jectives and  some  of  the  working  results  of  the 
council  on  industrial  health  and  now.  I’d  like 
very  much  to  hear  how  things  go  in  Arizona; 
what  the  problem  is  with  respect  to  the  large 
industries  and  the  small  ones  and  since  I see 
a number  of  safety  people  here,  may  I also  add 
we  in  medicine  and  the  council  on  industrial 
health  consider  ourselves  the  partners  of  the 
safety  directors,  at  least  we  like  to  be  thought 
of  as  such.  We  think  that  the  safety  program 
has  been  exceedingly  successful.  It’s  the  one 
field  in  the  whole  safety  movement  that  has  been 
successful.  Aetually,  accidents  on  highways  con- 
tinue at  an  appalling  pace;  accidents  in  the 
homes  increase  continually,  but  in  industry,  the 
accident  rate  has  come  down  in  an  amazing 
manner  for  which  we  salute  you.  You  are 
concerned  with  safety  in  industry.  We  think 
that  there  is  a large  medical  aspect  to  the  pre- 
vention of  accidents  and,  of  course,  to  the  re- 
turn of  the  accidentally  injured  employee  to 
full  capacity;  and  we  would  like  to  consider 
ourselves  as  partners  with  the  safety  directors, 
so  I hope  you  will  feel  free  to  bring  up  ques- 
tions on  safety  as  well  as  others.  I didn’t  men- 
tion that  we  have  a very  effective  but  new  com- 
mission of  the  American  Medical  Association, 
appointed  by  the  trustees  a year  ago,  called  the 
Commission  on  Medical  Aspects  of  Automobile 
Injuries  and  Deaths.  It  is  headed  by  Doctor 
Woodruff  who  is  a powerhouse  and  who  insists 
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that  medicine  has  much  responsibility  in  the 
prevention  of  these  disabling  accidents  — acci- 
dents on  the  highways. 


STUDY  SHOWS  'TATCHWORK^' 
OF  CHEMICAL  LAWS 

RECENT  American  Medical  Association 
study  showed  a "patchwork”  of  state  and  fed- 
eral laws  regarding  the  labeling  of  hazardous 
chemicals,  and  pointed  up  the  need  for  a uni- 
form law. 

Bernard  E.  Conley,  Ph.D.,  secretary  of  the 
AMA’s  committee  on  toxicology,  said  his  com- 
mittee and  the  AMA  law  department  conducted 
the  study  in  preparation  for  drafting  a model 
chemical  labeling  law.  A fall  conference  of  in- 
terested parties  in  government,  industry  and 
medicine  is  planned  to  draft  the  model  law, 
which  will  then  be  submitted  to  legislative  bod- 
ies. 

The  proposed  legislation  is  intended  to  reduce 
careless  and  ignorant  handling  of  potentially 
harmful  products  in  and  around  the  home,  in 
small  businesses  and  in  other  areas  where  con- 
trol of  over-exposure  to  chemicals  is  not  as  effi- 
cient as  in  the  manufacturing  process,  Conley 
said. 

The  law  will  require  informative  labeling,  in- 
cluding listing  of  possibly  harmful  ingredients, 
their  potentialities  for  harm,  directions  for  safe 
use,  and  first-aid  instructions. 

At  present  all  the  states  require  labeling  of  nar- 
cotics; 93  per  cent  of  drugs,  and  85  per  cent  of 
pesticides.  However,  only  52  per  cent  require 
labeling  of  caustics  and  10  per  cent  of  industrial 
chemicals.  Only  New  York,  Indiana,  Kansas  and 
Connecticut  regulate  hazardous  substances  in 
household  products. 

At  the  national  level,  there  are  several  chem- 
ical laws,  including  the  Food,  Drug  and  Cos- 
metic Act  of  1938;  the  Insecticide,  Fungicide  and 
Rodenticide  Act  of  1947,  and  the  Federal  Caus- 
tic Poisons  Act  of  1927.  In  addition,  the  Inter- 
state Commerce  Commission  and  the  Post  Office 
Department  have  regulations  regarding'  labeling, 
uses  and  transportation  of  chemicals. 

The  hodge-podge  of  laws  is  confusing  and 
leads  to  omission  of  many  necessary  regulations, 
Conley  said.  For  instance,  only  10  of  125  state 
caustic  acid  laws  are  similiar  to  the  Federal 
Caustic  Poisons  Act.  The  federal  act  itself  is 


limited  to  only  12  caustic  and  corrosive  acids 
and  alkalies  in  specified  concentrations,  of  which 
some  are  known  to  be  hazardous  in  lower  con- 
centrations. In  addition,  many  dangerous  acids 
and  alkalies  are  not  even  included  in  the  law. 

Of  the  46  states  with  drug  laws,  only  19  con- 
form to  the  Federal  Foods,  Drug  and  Cosmetic 
Act  of  1938,  even  though  40  per  cent  of  all  drugs 
sold  are  confined  to  intrastate  commerce,  Con- 
ley said. 

All  but  four  states  have  poison  laws  or  regu- 
late the  sale  of  poisons  in  some  way.  Only  five 
states  (California,  Oregon,  Illinois,  New  York 
and  New  Jersey)  require  precautionary  label- 
ing of  chemical  products  used  in  industrial  es- 
tablishments. Other  states  have  special  laws 
regulating  specific  individual  chemicals.  In  fact, 
there  are  16  types  of  these  special  laws  and  some 
states  have  as  many  as  five  such  statutes. 

"By  and  large  there  is  greater  agreement  be- 
tween state  and  federal  laws”  in  the  area  of 
pesticides  than  in  any  other  major  class  of  chem- 
ical products,  Conley  said.  Forty-three  states 
have  laws  governing  the  sale  and  distribution  of 
pesticides. 

The  need  for  a uniform  law  is  quite  ap- 
parent, he  said.  Uniformity  not  only  will  offer 
greater  protection  to  the  users  of  chemicals,  but 
will  facilitate  educating  the  public  to  the  sig- 
nificance of  warning  labels.  It  will  also  avoid 
the  need  for  special  packaging  and  labeling  for 
each  state,  thus  easing  distribution  and  decreas- 
ing the  cost  of  chemical  products. 


COMMITTEE  ON  POISONING 
CONTROL 

D OCTOR  COBB  briefed  the  membership  as  to 
the  origin  and  scope  of  operation  of  the  poison- 
ing control  program  and  establishment  of  poison 
control  centers.  Originated  by  the  American 
Pediatrics  Association  on  the  national  level,  each 
state  pediatrics  society  was  solicited  and  urged 
to  take  an  interest  and  active  part  in  support 
of  the  objectives.  The  local  pediatricians  spear- 
headed the  movement. 

The  poisoning  control  program  has  two  ob- 
jectives, (1)  to  establish  preventive  measures 
through  an  educational  program  to  alert  the 
public  to  the  dangers  of  poisonous  substances 
and  needless  loss  of  life  through  carelessness  of 
use  or  application  or  accessibility  thereto,  espe- 
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cially  when  stored  in  the  reach  of  children,  and 
( 2 ) to  pro\'ide  ready  information  for  methods  of 
treatment,  to  be  made  available  to  physicians 
and  hospitals  through  the  establishment  of  re- 
gional poison  control  centers  within  the  state, 
particularly  in  hospitals  where  24-hour  call  serv- 
ices are  maintained  with  registered  nurses  in 
attendance. 

In  the  inception  of  the  program,  financial  as- 
sistance is  necessary  to  be  obtained  from  in- 
terested groups;  however,  next  year  when  the 
program  is  underway,  it  is  anticipated  the  Col- 
lege of  Pharmacy  of  the  University  of  Arizona 
which  will  administer  the  project  and  carry  on 
much  of  the  processing  and  recording  detail, 
will  find  ways  and  means  within  its  budget  to 
cover  minimal  costs. 

A two-card  system  is  proposed  to  be  estab- 
lished, a white  card  to  bear  on  one  side  the 
name  of  the  product  with  adequate  description 
thereof,  manufacturer  thereof,  etc.,  and  on  the 
reverse  side  thereof,  the  intoxicant  ingredients; 
and  a yellow  card  will  set  forth  methods  of 
treatment.  The  college  of  pharmacy  will  as- 
sume the  responsibility  of  keeping  these  cards 
current  and  continually  keep  abreast  of  new 
products,  ingredients  and  treatment. 

In  this  latter  instanee,  the  establishment  of  a 
medical  advisory  board  seems  most  desirable  to 
assist  the  college  in  establishment  of  medically 
accepted  modes  of  treatment.  It  was  the  con- 
sensus that  this  could  be  best  handled  on 
the  local  medical  society  level  and,  inasmuch 
as  much  of  the  detail  will  be  carried  on 
in  Tucson,  the  Pima  County  Medical  Society 
should  be  called  upon  to  appoint  a committee 
of  interested  and  active  participants  who  would 
serve  the  college  in  such  capacity.  Doctor  Jar- 
rett  agreed  that  the  safety  committee  of  Mari- 
copa County  Medical  Society  of  which  he  is 
chairman  would  be  agreeable  to  reviewing  the 
recommendations  of  the  Pima  committee  and 
offer  any  suggestions  or  comments  indicated. 

It  was  further  suggested  that  it  would  be 
wisdom  to  develop  and  provide  a readily  avail- 
able list  of  essential  preparation  ingredient  needs 
and  necessary  application  equipment  therefor 
which  could  be  used  as  a guide  in  the  establish- 
ment of  antidote  kits. 

Tucson  Medical  Center  and  eventually  St. 
Mary’s  Hospital  will  be  poison  control  centers 
in  the  Pima  area.  While  it  was  suggested  cer- 


tain hospitals  in  Phoenix  be  similarly  designated, 
it  was  the  feeling  that  all  major  hospitals  in  the 
city  should  have  such  centers.  Recognizing  the 
cost  factor.  Doctor  Brewer  indicated  that  pos- 
sibly 15  or  16  hospitals  in  the  state  would  be 
initially  so  designated. 

In  the  State  of  Florida  apparently  there  is  es- 
tablished and  in  operation  a well  developed 
poison  control  program.  The  authorities  have 
extended  full  cooperation  and  assistance  to  Ari- 
zona in  the  early  stages  of  its  planning.  A 
complete  set  of  record  cards  used  in  its  system 
has  been  obtained  and  their  content  is  presently 
being  checked  and  verified.  It  was  felt  advis- 
able to  gain  knowledge  of  the  California  pro- 
gram and  effort  to  this  end  will  be  continued; 
likewise,  contact  with  the  American  Academy 
of  Pediatrics,  the  Council  on  Pharmacy  of  the 
American  Medical  Association,  and  any  other 
comparable  group  that  may  be  helpful  was 
urged.  The  executive  secretary  offered  to  be 
helpful  to  this  end  and  initiate  such  correspon- 
dence. 

Legal  Opinion 

The  committee  expressed  need  for  initial  legal 
counsel  to  review  the  program  and  submit  an 
opinion  particularly  as  relates  to  any  possible 
violation  of  “privileged  communication”  in  the 
processing  of  individual  poisoning  cases  for  sta- 
tistical purposes,  particularly  as  regards  type  of 
poisoning,  product  involved,  method  of  treat- 
ment administered,  and  result  of  such  applica- 
tion. Approval  of  the  use  of  association  coun- 
sel therefor  will  be  sought. 

The  committee  suggested  contact  by  the 
executive  secretary  with  the  State  Department 
of  Health  to  determine  whether  or  not  the  re- 
porting of  accidental  and/or  intentional  poison- 
ing might  be  required  by  statute  as  pertains  to 
the  “privileged  communication”.  This  not  being 
a requirement  what  steps  would  be  necessary 
to  make  reporting  of  poisonings  comply  with  that 
current,  covering  statute  as  regards  reporting  of 
venereal  diseases,  gunshot  wounds,  etc. 

Publicity 

Dean  Brewer  reported  that  his  department  has 
submitted  two  articles  on  poisoning  control  to 
the  Editor-in-Chief  for  publication  in  Arizona 
Medicine  Journal  and  that  they  have  been  so 
accepted.  These  articles  relate  to  “new  poisons” 
being  marketed  for  public  use  and  practical 
methods  of  treating  snake  bite. 
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It  was  determined  that  the  name  of  The  Ari- 
zona Medieal  Association,  Inc.,  should  be  placed 
in  the  heading  of  the  report  form. 

It  was  recommended  that  the  secretary  of  the 
association  write  each  component  county  medi- 
cal society  for  appointment  of  one  member  as 


liaison  representative,  to  keep  the  poisoning  con- 
trol program  current  and  active  in  that  county. 
MEETING  ADJOURNED  AT  5:35  p.m. 

Leslie  B.  Smith,  M.D.,  Secretary 

By  Robert  Carpenter,  Executive  Secretary 


August  1,  1957  Progress  Report  of  the 
Poison  Control  Information  Center  at 
the  University  of  Arizona  College  of 
Pharmacy 

w 

n ORK  at  the  Poison  Control  Center  is  pro- 
gressing well.  The  Florida  nucleus  file  is  almost 
ready  for  duplication  pending  approval  of  the 
Poison  Control  File  Advisory  Committee,  which 
will  be  called  together  at  the  earliest  possible 
time. 

For  the  month  of  July,  there  were  twenty-eight 
case  reports  received.  As  they  did  last  month, 
aspirin  and  kerosene  again  led  the  list,  along 


with  insecticides,  of  reported  poison  cases.  71% 
of  all  reported  cases  involved  children  5 years 
of  age  and  under. 

The  time  of  day  of  the  incidents  was  as  fol- 
lows: 

50%  occurred  between  6 A.M.  and  noon 

35%  occurred  between  noon  and  6 P.M. 

15%  occurred  between  6 P.M.  and  midnight 

None  occurred  between  midnight  and  6 A.M. 

The  twenty-eight  reported  included  one  death, 
a one  year  old  child  who  swallowed  kerosene. 
Except  for  3,  all  cases  reported  were  accidental. 
The  causative  agents  and  age  groups  are  shown 
in  the  table. 


AGE 

POISON 

Under 

I 

I 

2 

3 

4 

5 

6-10  11-15  16-25 

Over 

25 

Un- 

known 

Total 

Hypnotics  and  Sedatives 

I 

1 

1 

3 

Analgesics  and  Antipyretics 

I 

2 

1 

1 

5 

CNS  Stimulants 

I 

1 

Hormones  and  Derivatives 

I 

2 

3 

Solvents  (kerosene,  brake 
fluid,  & charcoal  lighter) 

2 

2 

1 

1 

5 

Insecticides 

3 

1 

5 

Household  Articles  (antiseptics 
and  air  deodorants) 

1 

1 

2 

Miscellaneous  (wild  mushrooms, 
scorpion  bite,  cyanide  gas 
and  cathartics) 

1 

1 

2 

4 

Total 

0 

4 

10 

4 

1 

1 

0 12 

3 

2 

28 

Eight  additional  Poison  Gas  Reports  for  June 
have  been  received  by  the  Poison  Control  Cen- 
ter. These  bring  the  total  cases  reported  to  the 
Center  to  51,  for  June,  in  Arizona.  Five  of  the 
reports  involved  children  between  the  age  of 
one  and  five.  Aspirin  and  kerosene  were  the 
main  offenders. 


The  Poison  Control  Center  appreciates  the 
wonderful  cooperation  of  the  Arizona  Physicians 
and  hospitals  in  reporting  poison  cases.  If  more 
report  blanks  are  needed,  or  if  there  are  ques- 
tions or  suggestions,  please  send  a note  or  call 
the  Poison  Control  Center  at  the  College  of 
Pharmacy,  University  of  Arizona. 


AMERICAN  CANCER  SOCIETY 
RESEARCH 

A — Prostatic  Cancer 

A BOSTON  University  pathologist  has  uncov- 
ered evidence  that  production  of  female  hormone 
— rather  than  male  hormone,  as  is  generally  sup- 
posed — is  responsible  for  both  enlargement  and 
cancer  of  the  prostate. 

The  unexpected  results  of  this  research  by  Dr. 
Sheldon  C.  Sommers  of  the  Boston  University 
School  of  Medicine  were  reported  by  the  Massa- 
chusetts Division  of  the  American  Cancer  So- 
ciety. 

Dr.  Sommers  based  his  findings  on  the  post 


mortem  microscopic  examination  of  the  various 
hormone-producing  glands  from  223  men  with 
prostatic  cancer  and  from  223  men  without  any 
kind  of  cancer.  He  determined  the  number  and 
condition  of  cells  which  produce  various  kinds 
of  hormones  and  studied  tissues  on  which  male 
and  female  hormones  act. 

Eighty  per  cent  of  the  men  who  had  died  with 
prostatic  cancer  had  produced  enough  estrogen 
to  enlarge  their  prostates,  even  though,  in  most 
cases,  cells  which  produce  chiefly  male  hor- 
mone, had  withered  away.  Among  the  non- 
cancerous  controls,  only  45  per  cent  showed 
prostatic  enlargement,  considered  a sign  of  pre- 
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dominant  estrogen  production. 

The  finding  that  prostatic  enlargement  was 
almost  twice  as  common  among  men  with  cancer 
as  among  the  controls,  raised  speculation  that 
enlargement  and  cancer  of  the  prostate  stem 
from  similar  hormonal  imbalances.  Atrophy  of 
tubes  from  the  testicles  in  many  cancer  cases 
also  could  indicate  uninhibited  estrogen  pro- 
duction. 

The  hormonal  imbalances  found  here  appear 
to  be  a product  of  the  aging  process  during 
which  male  hormone-producing  cells  were  still 
highly  active. 

Other  scientists  have  found  that  prostatic  can- 
cers are  very  common  in  aging  men,  although  in 
many  cases  they  never  become  bothersome 
enough  to  be  recognized.  One  study  indicated 
that  the  incidence  rises  sharply  during  the  60s, 
and  that  perhaps  50  per  cent  of  all  men  over  80 
have  microscopic  prostatic  cancer.  Ninety  per 
cent  of  these  cancer  patients  were  over  60  and 
60  per  cent  over  70. 

B — Cell  Culture 

A technique  which  enables  scientists  to  grow 
single  human  cells  into  large  colonies  has  borne 
its  first  fruit. 

It  has  given  rise  to  the  startling  possibility  that 
drastic  changes  take  place  in  their  genetic  con- 
stitution as  cells  develop  and  that  cells  within 
the  same  body  — and  even  in  the  same  organ  — 
may  contain  different  genetic  makeup. 

This  was  announced  by  the  Colorado  Divi- 
sion of  the  American  Cancer  Society  in  report- 
ing on  research  by  Dr.  Theodore  T.  Puck,  Pro- 
fessor of  Biophysics,  (Florence  R.  Sabin  Labor- 
atories) University  of  Colorado  Medical  Cen- 
ter. Associated  with  Dr.  Puck  in  this  work 
are  Steven  J.  Cieciura  and  Harold  W.  Fisher. 

The  University  of  Colorado  scientists  modi- 
fied a system  of  using  an  enzyme,  trypsin,  to 
dissolve  the  cement  which  holds  cells  together 
so  that  they  could  be  separated  without  injury. 
In  almost  all  cases  it  was  found  possible  to 
grow  a single  cell  into  large  colonies  as  easily 
as  other  scientists  grow  colonies  of  microbes. 
With  this  simple  and  highly  successful  tech- 
nique, the  research  team  has  developed  large 
masses  of  tissue  from  single  cells  shaken  loose 
from  human  skin,  spleen,  lung,  liver,  bone  mar- 
row, brain,  muscle,  heart,  and  the  (amniotic) 
tissues  which  shelter  and  nourish  the  human 
embryo  during  its  nine  months  of  development 
within  the  womb. 


The  scientists  earlier  found  that  remarkable 
differences  exist  between  one  cell  and  its  seem- 
ingly identical  neighbor.  For  this  reason,  the 
technique  of  growing  cell  colonies  from  a single 
parent  cell  has  become  essential  in  work  in- 
volving exquisite  analysis  in  such  fields  as  cell 
heredity,  susceptibility  and  resistance  to  viruses, 
radiation  effects  and  the  processes  of  maturation 
and  ageing. 

Now  the  members  of  the  C.  U.  department 
of  biophysics  have  observed  such  distinctive  dif- 
ferences between  extremely  young  (fibroblast) 
cells  and  highly  specialized  adult  cells  within 
the  same  organ  that  they  have  concluded  that 
the  alterations  may  stem  from  the  very  roots  of 
cell  life,  the  genes  which  govern  the  inherited 
characteristics  of  every  cell  and  of  every  plant, 
animal  and  human. 

The  findings  and  their  interpretation  may  even 
suggest  a key  to  the  secrets  of  ageing.  Science 
generally  regards  the  gene  as  a stable  unit  of 
heredity.  It  long  has  been  known  that  genes 
can  be  changed  by  some  radiations  and  chem- 
icals; and  scientists  have  speculated  that  over 
the  two  billion  years  or  so  of  life  on  this  planet 
evolutionary  forces  have  changed  the  genes  of 
the  original  form  or  forms  of  life  to  produce  the 
various  kingdoms,  species  and  races  of  plant, 
animal  and  human  life  of  today.  Scientific  lit- 
erature seems  to  lack  any  proof,  however,  that 
these  vast  differences,  wrought  by  the  ages, 
could  exist  in  genes  of  cells  only  a hair’s  breadth 
apart. 

In  these  experiments  the  investigators  grew 
in  laboratory  dishes  two  types  of  cells:  (I) 
fibroblasts,  which  resemble  the  young,  fast- 
growing unspecialized  cells  which  mature  even- 
tually into  the  fibers  of  connective  tissue  which 
forms  tough,  resilient  sheaths  for  organs  and 
other  tissues  of  the  body;  and  (2)  epitheloid 
cells,  similar  to  those  forming  the  skin  and 
protective  lining  of  various  body  tracts. 

As  these  single  cells  developed  into  colon- 
ies, the  group  observed  that  they  retained  their 
integrity  completely  — down  through  the  gen- 
rations,  each  offspring  cell  appeared  identical 
with  its  single  ancestor  cell. 

The  nutritional  requirements  of  fibroblasts  and 
epitheloid  cells  varied  enormously;  and  it  was 
largely  on  this  observation  that  the  group  con- 
cluded that  the  two  lines  — both  from  the  same 
organ  originally  — contained  distinctively  dif- 
( Continued  on  Page  41  A) 
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450,000  IN  ARIZONA  COVERED  BY 
VOLUNTARY  HEALTH  INSURANCE 

T 

I HE  number  of  people  in  Arizona  who  are 
covered  by  voluntary  health  insurance  reached 
a new  high  by  July  1,  the  Health  Insurance 
Council  reported  today.  As  of  this  date  the 
council  estimates  that  about  450,000  persons 
were  protected  by  some  form  of  insurance  de- 
signed to  help  pay  hospital  and  doctor  bills. 

This  figure,  the  council  said,  is  part  of  the 
continued  growth  of  health  insurance  through- 
out the  country,  which  was  revealed  last  May 
in  its  11th  annual  survey  of  the  extent  of  volun- 
tary health  insurance  coverage  for  1956.  The 
number  of  people  covered  by  some  form  of 
health  insurance  in  the  nation  today  is  more 
than  118  million,  or  over  70  per  cent  of  the 
U.  S.  civilian  population. 

In  releasing  the  findings  of  its  survey,  which 
is  based  on  reports  of  insurance  programs  of 
insurance  companies.  Blue  Cross-Blue  Shield  and 
other  health  care  plans,  the  council  went  on 
to  say  that  there  were  443,000  persons  covered 
by  hospital  expense  insurance  in  Arizona  as  of 
Dec.  31,  1956.  The  total  for  1955  of  the 
number  of  persons  covered  for  expenses  incur- 
red while  in  the  hospital  was  432,000. 

Surgical  expense  insurance,  which  helps  to 
defray  the  cost  of  physicians’  charges  for  opera- 
tions rose  to  404,000,  as  compared  with  377,- 
000  the  year  before. 

Persons  protected  by  regular  medical  expense 
insurance,  providing  for  doctor  visits  for  non- 
surgical  care,  numbered  137,000  in  1956,  as 
against  the  previous  year’s  figure  of  116,000. 

LOCATION  OPPORTUNITIES 

ASHFORK  — Pop.  700  — North  centrally  lo- 
cated — Railroad  center  — Contact  the  Women’s 
Club,  Ashfork,  Arizona. 

BENSON  — Excellent  opportunity  for  GP  — 
This  David-Benson  trade  area  has  about  5,000 
population  with  only  one  doctor  available.  A 
small  sleep-in  hospital  can  be  set  up  very  easily. 
Hospital  25  miles  away.  Chamber  of  com- 
merce will  furnish  telephone  answering  service, 
nine  to  five.  Contact  Bernard  Fisher,  D.D.S., 
medical  committee  of  the  chamber  of  com- 
merce, Benson,  Arizona. 

CAMP  VERDE  — Located  in  the  heart  of  a 
large  farming  and  ranching  area  on  the  Verde 


River.  Approximately  100  miles  north  of  Phoe- 
nix. Badly  in  need  of  a medical  doctor.  Con- 
tact Ivy  N.  Moser,  R.N.,  Camp  Verde,  Arizona. 

FLAGSTAFF  — Pop.  17,500  — Largest  city  in 
the  north  central  Arizona  trading  area.  One 
pediatrician  is  needed  (as  there  are  a number 
of  general  practitioners  who  would  gladly  refer 
work  to  him ) . Excellent  opportunity  for  an  eye, 
ear,  nose  and  throat  doctor.  Contact  C.  Herbert 
Fredell,  M.D.,  Secretary,  Coconino  County  Me- 
dical Society,  121  East  Aspen  Avenue,  Flag- 
staff, Arizona. 

GILA  BEND  — Pop,  2,500  — 80  miles  west 
of  Phoenix  — Nearest  town  to  the  Painted  Rock 
Dam  Project  — Good  opportunity  for  general 
practitioner.  Cattle,  cotton  and  general  farm- 
ing. Office  and  equipment  available.  $150 
monthly  income  from  board  of  supervisors.  Con- 
tact Mrs.  J.  F.  Allison,  Box  485,  Gila  Bend,  Ari- 
zona. 

GRAND  CANYON  — Excellent  opportunity 
for  GP,  age  35-45,  surgery  desirable,  for  Grand 
Canyon,  Arizona.  Government  5-year  contract 
includes  3-bedroom  residence  at  $40  per  month 
and  nurses’  quarters  plus  12-bed  hospital.  Con- 
tractor provides  hospital  maintenance  and  utili- 
ties. Contact  John  S.  McLaughlin,  Superinten- 
dent, Grand  Canyon  National  Park,  Grand  Can- 
yon, Arizona. 

HAYDEN  — Pop.  4,000  — Located  in  southern 
Arizona.  Need  for  a general  practitioner.  Have 
only  one  doctor  available  now.  Mostly  indus- 
trial area.  Swimming  pool,  golf  eourse,  theatre 
and  social  clubs.  Has  a local  clinic,  with  Ray 
Hospital  24  miles  away.  Contact  Charles  B. 
Huestis,  M.D.,  Box  928,  Hayden,  Arizona. 

MORENCI  — Mining  community  located  near 
New  Mexico-Arizona  border  — Pop.  10,000.  Has 
vacancy  at  hospital  for  GP.  Contact  Carl  H. 
Cans,  M.D.,  Morenci  Hospital,  Morenci,  Ari- 
zona. 

PHOENIX  — Good  opportunity  for  associate 
radiologist  — Contact  Ernest  Price,  M.D.,  9112 
N.  2nd  Street,  Phoenix,  Arizona  (WI  3-3491). 

SAFFORD  - In  need  of  GP  - Pop.  6,000  - 
Has  ideal  year  around  elimate  with  good  schools, 
park,  swimming  pool,  golf  course.  Elks  Club. 
Private  hospital,  open  staff.  Surgical  privileges 
after  six  months  if  qualified.  Completely  equip- 
ped office  for  rent  and  equipment  for  sale.  Con- 
taet  M.  T.  Sandeno,  M.D.,  803  Seventh  Street, 
Safford,  Arizona. 
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TUCSON  — The  VA  Hospital  is  in  urgent 
need  of  an  orthopedic  surgeon.  They  prefer 
someone  who  is  board  certified,  but  would  take 
someone  who  has  had  special  training,  as  they 
have  the  local  men  in  this  field  available  for 
consultation  service.  State  license  is  necessary, 
but  not  necessarily  an  Arizona  license.  Contact 
S.  Netzer,  M.D.,  Director,  Professional  Service, 
V.A.  Hospital,  Tucson,  Arizona. 

YOUNGTOWN  - Pop.  130  - Located  16 
miles  from  Phoenix,  4 miles  from  Peoria,  1V2 
miles  from  El  Mirage,  1 mile  from  Surprise,  each 
a potential  field  of  practice.  Most  residents  are 
60  years  of  age  or  older  and  are  in  need  of 
medical  care.  Office  space  is  currently  provided 
at  no  rental.  A medical  center  is  being  planned. 
Interested  doctors  may  contact  Mr.  Sid  Lam- 
bert, Box  61,  Marionette,  Arizona. 

YUMA  — Pop.  15,000  — Situated  in  the  south- 
west corner  of  the  state  on  the  Colorado  River 
Semi-retired  medical  doctor,  possibly  a GP, 
may  work  part  time  or  full  time.  He  may  do 
his  own  surgical  procedures  or  may  call  upon 
local  surgeons  to  do  surgical  procedures.  If  he 
would  wish,  he  may  be  director  of  the  Yuma 
County  Health  Unit  which  is  an  administrative 
position.  Now  paying  $6,600  annually  for  a per- 
manent part  time  physician.  However,  it  could 
be  revised  upward  considerably  if  he  would 
handle  his  own  surgery  and  the  health  unit.  If 
interested,  contact  Mr.  R.  L.  Odom,  P.  O.  Box 
1112,  Yuma,  Arizona. 

FOR  INFORMATION  ON  OPPORTUNI- 
TIES IN  THE  FIELD  OF  INDUSTRIAL  ME- 
DICINE, CONTACT: 

Harold  J.  Mills,  M.D.,  Phelps  Dodge  Hospital, 
Ajo,  Arizona. 

Carl  H.  Cans,  M.D.,  Phelps  Dodge  Hospital, 
Morenci,  Arizona. 

Ira  E.  Harris,  M.D.,  Miami-Inspiration  Hos- 
pital, Miami,  Arizona. 

Charles  B.  Huestis,  M.D.,  Box  928,  Hayden, 
Arizona. 

Elvie  B.  Jolley,  M.D.,  Copper  Queen  Hospital, 
Bisbee,  Arizona. 

H.  W.  Finke,  M.D.,  Magma  Copper  Company 
Hospital,  Superior,  Arizona. 

John  Edmonds,  M.D.,  Kennecott  Copper  Cor- 
poration Hospital,  Ray,  Arizona. 

Francis  M.  Findlay,  M.D.,  San  Manuel  Hos- 
pital, San  Manuel,  Arizona. 


LOCATION  INQUIRIES  RECEIVED 

FINCH,  CHARLIE  B.,  M.D.,  2935  Schaul 
Street,  Columbus,  Georgia,  GP.  Age  27.  1954 

graduate  of  Duke  University  Medical  School; 
interned  at  Duval  Medical  Center,  Jacksonville, 
Florida;  served  two  years  in  the  Air  Force  Medi- 
cal Corps  and  is  now  doing  a year  of  general 
practice  residency  at  Medical  Center,  Columbus, 
Georgia.  Desires  to  practice  in  a partnership, 
group  or  clinic,  rather  than  solo  general  prac- 
tice. Available  sometime  after  July  1,  1958. 

JENSEN,  RALPH,  M.D.,  Route  1,  Box  431, 
Shelby ville,  Tennessee,  GP,  1955  graduate  of 
University  of  Cincinnati.  Has  completed  one 
year  of  general  surgery  at  Cottage  Hospital, 
Santa  Barbara,  California.  Possesses  an  Arizona 
license.  Desires  an  assistant  or  associate  prac- 
tice. Available  now. 

LEE,  JAMES  JOSEPH,  M.D.,  6022  Peggy 
Drive,  Louisville,  Kentucky,  Ob-Gijn,  Age  36, 

1950  graduate  University  of  Louisville  Medical 
School.  Has  had  2V2  years  of  general  practice 
and  will  complete  3 years  of  residency  training 
in  November  of  this  year.  Interested  in  an 
assistant  or  associate  practice. 

iMICHEL,  JULES  H.,  M.D.,  1734  E.  72nd 
Street,  Chicago  49,  Illinois,  GP,  Age  28.  1954 

graduate  Chicago  Medical  School.  After  intern- 
ship immediately  went  into  military  service 
where  he  has  just  completed  2 years  of  active 
duty  with  Army  Medical  Corps.  Diplomate  of 
the  national  board.  Interested  in  starting  full 
time  general  practice  in  Arizona,  either  with  a 
group,  as  an  associate  with  partnership  possi- 
bilities or  a suitable  independent  general  prac- 
titioner in  a community.  Available  November 
1957. 

SABA,  PHILLIP  Z.,  M.D.,  6127  Prospect 
Avenue,  Dallas,  Texas,  GS,  1947  graduate  of 
Southwestern  Medical  School.  Has  just  com- 
pleted residency  and  is  interested  in  clinical, 
assistant  or  associate  practice.  Available  now. 

ST.  RAYMOND,  Bernard  Henry,  M.D.,  968 
Wilson  Drive,  New  Orleans,  Louisiana,  Ob-Gijn. 

1951  graduate  Louisiana  State  University;  has 
had  3 years  of  residency  training  and  has  com- 
pleted 2 years  of  active  duty  in  military  serv- 
ice. Interested  in  clinical,  assistant  or  associate 
practice.  Available  September  of  this  year. 
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THE  ROLE  OF  THE  DOCTOR 
IN  BLUE  SHIELD 

R.  Fred  Sternagel,  president  of  the  Iowa 
State  Medical  Society,  and  Dr.  James  W.  Col- 
bert, Jr.,  St.  Louis  University’s  dean  of  medi- 
cine, have  offered  sound  counsel  on  shaping  the 
course  of  Blue  Shield.  Both  agree  that  the 
future  of  these  plans  depend  upon  the  guidance 
the  profession  gives  to  their  development. 

On  the  president’s  page  in  the  Iowa  Journal 
for  June,  Dr.  Sternagel  reminded  his  colleagues 
that  Blue  Shield  must  continue  to  shape  its 
course  in  accordance  with  changing  conditions 
and  public  demand  so  that  the  program  would 
continue  to  serv'e  as  an  effective  means  of  budg- 
eting the  cost  of  medical  care. 

“Blue  Shield’s  job,”  wrote  Dr.  Sternagel,  “is  not 
yet  finished  for  the  spectre  of  ‘socialized  medi- 
cine’ still  haunts  us.  We  shall  have  to  cooperate 
intelligently  and  unselfishly,  if  our  plan  is  to 
protect  the  dignity  of  individual  enterprise.  It 
is  clear  that  this  program  cannot  continue  to 
maintain  leadership  in  a competitive  field  unless 
we  work  more  closely  (with  it)  than  ever 
before.” 

Meanwhile,  in  San  Francisco,  Dr.  Colbert  told 
an  annual  staff  day  audience  at  St.  Mary’s  Hos- 
pital that  “it  is  absolutely  essential  that  the 
plans  do  not  get  out  of  the  control  of  the  medi- 
cal profession;  if  they  do,  the  profession  and 
the  welfare  of  the  patient  will  both  suffer.” 

The  thoughts  expressed  by  Drs.  Sternagel  and 
Colbert  are  to  the  point.  They  place  in  sharp 

NEW  FILMS 

AMA  PRODUCES  NEW  FILM 
FOR  THE  PUBLIC 

If  HAT  doctors  do  as  a group  is  sometimes 
more  important  than  what  they  do  individually.” 
These  are  the  words  of  news  commentator  John 
Cameron  Swazy  in  setting  the  stage  in  a new 
AMA  film  for  a series  of  incidents  documenting 
how  organized  medicine  serves  Americans  every- 
where. Swazy  is  narrator  for  this  30-minute 
color  film  released  to  medical  societies  for  local 
showings  Sept.  1.  The  film  was  premiered  Aug. 
28  at  AMA’s  Public  Relations  Institute  in  Chi- 
cago. 

Titled  “Whitehall  4-1500,”  the  film  tells  the 
story  behind  this  phone  number,  which  puts  a 
caller  in  touch  with  America’s  physicians  as  a 
group  — the  American  Medical  Association  head- 


perspective  the  fundamental  principle  on  which 
Blue  Shield  plans  were  organized  and  must  con- 
tinue to  operate.  And  today,  perhaps  more  than 
ever  before,  developments  in  the  health  prepay- 
ment field  necessitate  a dedication  to  the  prin- 
ciple of  physician  control  with  renewed  vigor. 

What  Dr.  Sternagel  and  Dr.  Colbert  were  say- 
ing is  clearly  and  concisely  the  clue  to  Blue 
Shield  progress.  Their  ideas  are  basic  ...  for 
it  is  in  fact  the  physician’s  leadership,  guidance, 
and  active  participation  that  are  fundamental 
to  the  principles  and  objectives  Blue  Shield  plans 
were  organized  to  serve.  It  is  obvious,  there- 
fore, that  the  degree  to  which  the  profession 
contributes  to  the  development  of  Blue  Shield 
is  alone  the  factor  determining  the  extent  to 
which  Blue  Shield  will  serve  the  profession  and 
the  public  best. 

With  its  strong  ties  to  the  profession  through 
local  medical  society  sponsorship.  Blue  Shield 
plans  can  fully  serve  both  professional  interests 
and  the  public’s  need  for  a satisfactory  means  to 
budget  medical  care  costs.  And  over  the  years, 
active  physician  participation  in  the  affairs  of 
Blue  Shield  has  been  encouraged  and  earnestly 
sought  for  the  reason  that  those  who  adminis- 
ter the  plans  recognize  that  in  matters  of  pro- 
viding health  care  coverage,  it  is  the  physician’s 
judgment,  leadership,  and  counsel  that  must 
prevail.  It  is  only  under  these  conditions  that 
health  care  coverage  consistent  with  the  values 
and  traditions  of  American  medicine  can  con- 
tinue to  flourish  and  serve  the  public  fully. 

AVAILABLE 

quarters  in  Chicago.  Dramatic,  short  sequences 
show  how  AMA  in  action  helps  save  youngsters’ 
lives  through  poison  control  activities,  helps  re- 
duce highway  deaths,  helps  place  physicians  in 
isolated  areas,  helps  make  jobs  safer  for  indus- 
trial workers  and  life  better  for  everyone.  It 
reveals  the  story  of  AMA  efforts  to  solve  many 
current  health  problems,  such  as  alcoholism  and 
mental  illness. 

“Whitehall  4-1500”  tells  a positive  story  un- 
familiar to  many  Americans  — a story  “behind 
the  headlines,”  says  Swazy.  He  also  says  that 
“shoved  to  the  back  pages  are  items  which  you 
and  I know  are  the  real  news  of  the  day  . . . 
the  warm  stories  of  America’s  innate  dignity,  its 
dedication  to  high  ideas  . . . the  unselfishness 
and  service  to  others  which  are  the  prevailing 
concepts  of  our  way  of  life.” 
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MENTAL  HEALTH  FILMS 
AVAILABLE  FROM  AMA 

HREE  documentary  mental  health  films  re- 
cently have  been  added  to  the  AMA  film  li- 
brary. (1)  “We,  The  Mentally  111”  — patients  at 
St.  Elizabeth’s  Hospital,  Washington,  D.C.,  pre- 
sent drama  about  mental  illness  based  on  the 
life  of  Dorothea  Lynde  Dix,  mental  health  cru- 
sader; summarizes  existing  conditions  in  mental 
institutions  and  dramatic  new  medicines  revo- 
lutionizing treatment.  ( 2 ) “Alcoholism : The  Re- 
volving Door”  — demonstrates  early  treatment 
of  acute  alcoholism  with  both  phychotherapy 
and  new  drug  therapy;  covers  meeting  of  Alco- 
holics Anonymous;  dramatizes  conditions  on 
Skid  Row.  (3)  “Man  in  Shadow”  — dramatic 
presentation  of  man’s  struggle  to  overcome  luen- 
tal  illness,  expertly  combined  with  documentary 
film  taken  at  Cleveland  State  Hospital  where 
patients  are  seen  at  their  daily  routines;  presents 
one  patient’s  reactions  to  various  forms  of  treat- 
ment. 

First  two  are  16  mm,  black-and-white,  30-min- 
ute, sound  films  from  the  “March  of  Medicine” 
television  series.  Last  film  is  16  mm,  black-and- 
white,  52  minutes,  sound,  originally  shown  on 
“Armstrong  Circle  Theater”  television  program. 


5 New  Films  By  the  Nat'l. 
Foundation  For  infantile  Paralysis 

F IVE  new  films  available  for  showing  to  pro- 
fessional audiences  are  announced  by  the  Na- 
tional Foundation  for  Infantile  Paralysis.  They 
are  designed  to  interest  physicians,  nurses,  phy- 
sical therapists,  occupational  therapists  and  stu- 
dents of  all  professional  schools. 

( 1 ) Rehabilitation  of  Respiratory  Patients  — 
1957  — BW  — Sound  — 16  mm  — 12  minutes. 

(2)  Principles  of  Artificial  Respiration  — 1957 
— Color  — Sound  — 16  mm  — 29  minutes. 

(3)  Assistive  Devices  for  the  Physically  Han- 
dicapped — 1957  — Color  — Sound  — 16  mm  — 
12  minutes. 

(4)  Muscle  Breathing  Patterns  in  Poliomye- 
litis — 1956  — Color  — Sound  — 16  mm  — 15 
minutes. 

(5)  The  Anatomy  of  the  Hand  — Part  II  — 
1956  — Color  — Sound  — 16  mm  — 30  minues. 

Three  weeks’  advance  booking  is  requested  for 
films.  Write  to:  Division  of  Professional  Edu- 
cation, National  Foundation  for  Infantile  Paraly- 
sis, 301  East  42nd  Street,  New  York  17,  New 
York. 
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The  Case  History  in  this  discussion  is  selected 
from  the  Case  Records  of  the  Massachusetts  Gen- 
eral Hospital,  and  reprinted  from  the  New  England 
Journal  of  Medicine.  The  discussant  under  Differ- 
ential Diagnosis  is  a member  of  the  staff  of  the 
Massachusetts  General  Hospital.  The  other  dis- 
cussants are  members  of  the  Phoenix  Clinical  Club. 

MASSACHUSETTS  GENERAL 
HOSPITAL 

PRESENTATION  OF  CASE  NO.  25 

F IRST  admission:  A fifteen-year-old  girl  was 
admitted  to  the  hospital  because  of  severe  fronto- 
parietal headaches,  vomiting  and  loss  of  vision, 
beginning  about  four  months  before  entry.  The 
headaches  were  accompanied  by  forceful  vomit- 
ing, apparently  without  nausea,  were  aggra- 
vated by  walking  about  and  were  somewhat 
relieved  by  lying  down.  The  headaches  occur- 
red with  increasing  frequency,  becoming  almost 
constant  by  the  time  of  admission.  Three  weeks 
before  entry,  she  had  a particularly  severe 
headache  intensified  by  any  movement  of  the 
head,  during  which  there  were  projectile  vomit- 
ing, and  retraction  of  the  head.  The  tempera- 
ture was  normal  and  symptoms  disappeared 
after  a few  hours  in  bed,  but  after  this  she  was 
drowsier  than  usual.  One  week  later,  she  began 
to  complain  of  ringing  in  the  left  ear.  She  be- 
came increasingly  irritable.  One  week  before 
entry,  upon  arising  in  the  morning,  she  said  she 
could  not  see  well.  During  the  next  few  days 
vision  became  progressively  worse,  and  she  was 
brought  to  the  hospital. 

The  patient’s  birth  and  early  development 
were  not  remarkable.  As  a child  she  had  had 
chicken  pox,  measles,  mumps  and  pertussis  with- 
out serious  incident.  There  had  been  no  head 
injuries.  The  menarche  had  occurred  at  the 
age  of  twelve,  and  the  periods  had  been  nor- 
mal until  the  present  illness,  when  the  flow 
became  scanty.  For  several  years,  she  had 
grown  rapidly  and  was  “underweight.”  Because 
of  this  and  scholastic  difficulties,  she  was  taken 
out  of  school  one  and  a half  years  before  entry. 

On  physical  examination,  the  patient  was 
drowsy,  vomited,  held  her  head  stiffly  in  a re- 
tracted position,  and  complained  of  a left  fron- 


toparietal headache.  She  appeared  poorly  nour- 
ished, and  looked  younger  than  her  stated  age. 
At  the  time  of  admission,  she  was  blind  in  both 
eyes,  and  the  pupils  were  bilaterally  4 mm.  in 
diameter  and  unreactive  to  light,  but  on  the 
following  morning,  when  her  general  condition 
was  somewhat  improved,  inconstant  light  per- 
ception was  found  in  the  right  eye  and  a visual 
acuity  of  5/200  in  the  left  eye.  Examination  of 
the  visual  fields  at  that  time  showed  marked 
peripheral  constriction  and  suggested  a nasal 
hemianopia  on  the  left;  the  field  of  the  right  eye 
could  not  be  adequately  tested.  There  was 
bilateral  papilledema  of  about  3 diopters,  with 
pallor  of  the  right  disk.  Hearing  was  slightly 
impaired  in  the  right  ear,  and  on  the  Weber 
test,  the  tuning  fork  was  best  heard  in  the  left 
ear.  The  cranial  nerves  were  otherwise  unre- 
markable. There  were  no  abnormalities  of  the 
motor  system.  Tendon  reflexes  were  generally 
sluggish,  but  brisker  in  the  left  leg  than  in  the 
right.  The  right  plantar  reflex  was  flexor,  and 
the  left  equivocal.  There  were  no  sensory 
changes.  The  examination  was  otherwise  with- 
in normal  limits. 

The  temperature  and  blood  pressure  were  nor- 
mal, and  the  pulse  was  100.  Urine  and  blood 
studies  were  negative. 

In  the  hospital  ventrieulography  demonstrated 
marked  dilatation  of  the  lateral  and  third  ven- 
tricles, especially  of  the  posterior  horns  of  the 
lateral  ventricles.  The  posterior  part  of  the  third 
ventricle  and  the  aqueduct  and  fourth  ventricle 
were  not  demonstrated.  The  upper  part  of  the 
anterior  horns  were  more  widely  separated  from 
each  other  than  usual.  A cerebellar  exploration 
was  done,  at  which  the  cerebellum  was  found 
to  be  under  great  tension  although  the  hemis- 
pheres felt  normal.  A catheter  was  passed  via 
the  fourth  ventricle  along  the  aqueduct  for  about 
13  cm.,  where  it  stopped.  Fluid  and  air  in- 
jected into  the  lateral  ventricles  were  thought 
to  appear  at  the  fourth  ventricle.  The  patient 
returned  to  the  ward  in  good  condition.  X-ray 
treatment  totaling  1600  r was  given  postopera- 
tively  over  an  eight-day  period,  divided  among 
the  frontal  lobe,  the  vertex  and  the  suboccipital 
region.  Meanwhile,  there  was  a further  loss  of 
vision.  At  the  time  of  discharge,  on  the  twenty- 
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seventh  postoperative  day,  the  right  eye  was 
totally  blind,  and  there  was  only  light  percep- 
tion in  the  left  eye.  The  right  pupil  did  not 
react  to  light,  and  the  left  reacted  only  slowly. 
The  remainder  of  the  neurologic  examination 
was  unremarkable. 

Subsequently,  the  patient  was  followed  in  the 
Out-Patient  Clinic.  Eight  months  after  discharge 
she  was  found  to  have  no  vision  in  either  eye, 
and  the  pupils  did  not  react  to  light.  Papil- 
ledema was  no  longer  present,  but  there  was 
bilateral  optic  atrophy.  A lumbar  puncture  re- 
vealed clear  spinal  fluid,  under  a pressure 
equivalent  to  200  mm.  of  water,  containing  2 
lymphocytes  per  cubic  millimeter  and  a total 
protein  of  49  mg.  per  100  cc.  Othei-wise,  she 
remained  in  excellent  health  until  four  years 
later,  when  she  had  started  to  have  attacks 
of  impaired  consciousness  lasting  a few  sec- 
onds at  a time,  in  which  she  saw  flashes  of 
yellow  light  and  was  unable  to  hear  what  was 
said  to  her.  In  a more  severe  attack,  later  that 
year,  she  fell  and  bruised  her  hip.  An  electro- 
encephalogram showed  a bilaterally  abnormal 
record  characterized  by  slow  waves  and  wave 
spikes.  In  the  following  year,  she  began  hav- 
ing generalized  convulsions  in  which  she  first 
saw  flashes  of  light  “in  the  left  eye,”  with  con- 
vulsive activity  beginning  in  the  left  arm. 

Final  admission  (ten  years  later,  at  the  age 
of  thirty ) : In  the  interval,  the  patient  had  had 
occasional  seizures,  but  had  got  along  fairly 
well,  learning  to  read  Braille  and  to  work  at 
weaving.  Seven  months  before  entry,  the  seiz- 
ures began  to  be  more  frequent,  finally  occur- 
ring once  or  more  often  daily.  These  were 
described  as  lapses  of  consciousness  for  ten  to 
fifteen  minutes,  with  no  convulsive  movements. 
Five  hours  before  admission  the  patient  cried 
out  and  was  found  unconscious  with  thrash- 
ing movements  of  the  left  arm  lasting  one  and  a 
half  hours,  followed  by  rapid  opening  and  clos- 
ing movements  of  the  left  hand  for  two  hours. 
The  patient  remained  unresponsive  and  was 
brought  to  the  hospital. 

On  physical  examination,  she  was  semicoma- 
tose.  She  was  able  to  move  the  right  arm  and 
leg  on  command,  but  the  left  arm  and  leg  were 
flaccid  and  motionless.  The  fundi  showed  optic 
atrophy.  The  right  eye  was  abducted,  and 
there  were  wandering  movements  of  both  eyes 
to  the  right,  but  neither  eye  crossed  the  midline 


to  the  left,  and  there  were  no  upward  move- 
ments, either  spontaneously  or  on  flexion  of  the 
head.  The  pupils  were  4 mm.  in  diameter  and 
were  fixed.  It  was  thought  that  she  reacted  less 
vigorously  to  pinpricks  on  the  left  side.  The 
tendon  reflexes  were  sluggish  and  approximately 
equal  except  that  the  left  knee  and  ankle  jerks 
were  slightly  brisker  than  the  right.  The  plan- 
tar reflexes  could  not  be  obtained.  There  was  a 
slight  erythematous  rash  on  the  face  and  nose 
and  around  the  eyes.  The  physical  examination 
was  otherwise  unremarkable. 

The  temperature  was  103.5 °F.,  the  pulse  125, 
and  the  respiration  32.  The  blood  pressure  was 
84  systolic,  62  diastolic. 

The  blood  hemoglobin  was  14.5  gm.,  and  the 
white-cell  count  27,900,  with  90  per  cent  neu- 
trophils, 8 per  cent  lymphocytes  and  2 percent 
monocytes.  The  urine  gave  a three  plus  reaction 
for  albumin;  the  sediment  contained  occasional 
granular  casts. 

In  the  hospital  continuous  jerking  movements 
of  the  left  arm  and  leg  and  of  the  face  and  neck 
muscles  bilaterally  developed.  The  temperature 
rose  to  105  °F.,  and  the  patient  died  fifteen  hours 
after  admission.  A lumbar  puncture  performed 
post  mortem  showed  3 to  5 lymphocytes  per 
cubic  millimeter,  a total  protein  of  52  mg.  per 
100  cc.  and  a normal  gold-sol  curve. 

DR.  M.  W.  MERRILL 

This  case  today  reminds  me  of  several  years 
ago  in  the  clinical  club  when  I had  three  dis- 
cussions during  the  year,  each  one  of  them 
dealing  in  one  way  or  another  with  calcium 
metabolism.  This  year,  with  only  two  discus- 
sions to  present,  I have  found  myself  with  simi- 
lar subjects  again,  both  of  them  in  rather  un- 
familiar territory,  intracranial  lesions.  I might 
also  say  that  they  have  both  been  interesting  and 
instructive  cases,  and  even  though  I will  prob- 
ably miss  the  diagnosis  today,  I have  enjoyed 
working  on  the  case. 

A brief  summary  may  be  in  order.  This  pa- 
tient, a fifteen  year  old  female,  had  progressive 
symptoms  for  four  months  before  being  admitted 
to  the  hospital  for  diagnosis  and  treatment. 
These  symptoms  were  definite,  severe,  and  prog- 
ressive, and  one  wonders  why  the  delay  in  seek- 
ing help.  After  four  months  the  patient  was 
hospitalized  and  a diagnosis  of  an  expanding 
intracranial  lesion  made  and  exploratory  surgery 
performed.  The  lesion  was  not  found,  no  pro- 
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cedure  was  carried  out  to  relieve  the  pressure, 
and  X-ray  therapy  was  instituted.  Subsequently 
the  patient  lived  for  15  years,  during  which  time 
she  developed  recurrent  convulsive  seizures 
which  finally  led  to  her  death,  15  years  after 
the  onset  of  the  disease. 

The  initial  symptoms  all  pointed  to  a progres- 
sive increase  in  intracranial  pressure’  without 
definite  localizing  signs.  These  included  head- 
ache, vomiting  without  nausea,  often  projectile, 
and  diminution  of  visual  acuity  to  a state  of 
blindness.  The  eye  findings  will  not  be  reiter- 
ated in  detail  but  the  picture  was  one  of  first, 
papilledema,  at  which  time  some  slight  visual 
acuity  was  present,  followed  by  optic  atrophy 
secondary  to  the  increased  pressure  and  com- 
plete blindness.  The  initial  findings  of  per- 
pheral  vasoconstriction  and  suggested  left  nasal 
hemianopia  were  without  definite  value  as  to 
location  of  the  lesion,  but  did  suggest  some  right 
sided  radiation  either  in  the  temporal,  occipital 
or  parietal  lobe.  Likewise,  the  initial  reflex 
changes  which  showed  brisker  reflexes  on  the 
left  side,  pointed  to  the  probability  of  more  pres- 
sure on  the  right  hemisphere. 

It  is  in  the  ventriculogram  findings  that  we 
are  given  the  first  definite  lead  in  localizing  the 
lesion.  Obviously  the  ventriculogram  was  the 
diagnostic  procedure  of  choiee.  The  doctors 
were  dealing  with  an  obscure  neurological  lesion 
associated  with  high  brain  pressure.  In  the 
presenee  of  the  latter,  pneumoencephalogram  is 
contraindicated  because  of  the  risk  of  increas- 
ing the  pressure.  Also,  there  was  nothing  to 
suggest  a lateral  or  peripheral  lesion  and  there- 
fore arteriography  would  probably  have  been 
of  little  value.  One  does  wonder  why  the  cere- 
bellar approach  was  used,  as  the  exploration 
from  this  approach  found  the  surgeons  a long 
way  from  the  obstructing  lesion.  I call  it  an 
obstructing  lesion  because  the  findings  pointed 
to  some  lesion  located  near  the  posterior  aspect 
of  the  third  ventriele  which  was  exerting  obstruc- 
tive pressure  on  the  aqueduet  of  Sylvius  and 
producing  internal  hydrocephalus.  This  was 
borne  out  by  tbe  ventriculogram  findings  which 
demonstrated  marked  dilitation  of  the  lateral 
and  third  ventricles,  partieularly  the  lateral  horns 
of  the  lateral  ventricles  and  the  anterior  portion 
of  the  third  ventriele.  The  posterior  part  of  the 
third  ventricle  was  not  demonstrated,  nor  was 
the  fourth  ventricle  visualized.  Further  sugges- 


tive evidence  that  the  lesion  was  loeated  near  the 
superior  posterior  aspect  of  the  third  ventricle 
was  the  fact  that  the  upper  part  of  the  anterior 
horns  of  the  lateral  ventricles  were  more  widely 
separated  than  usual.  If  we  can  accept  the 
findings  of  the  exploration  and  the  ventrieulo- 
gram,  we  ean  plaee  the  loeation  of  the  lesion 
in  the  area  of  the  pineal  gland.  From  this  point 
on  then,  providing  our  reasoning  is  correct  to 
here,  we  must  attempt  to  show  that  some  lesion 
arising  in  or  near  this  gland,  eaused  the  elinieal 
problem  we  are  dealing  with  today. 

Before  proeeeding  further  with  the  differen- 
tial diagnosis,  I wish  to  interjeet  a few  remarks 
about  the  surgical  procedure  this  girl  was  sub- 
jeeted  to,  keeping  in  mind  that  the  surgery  was 
performed  at  least  prior  to  1940  or  1939.  The 
question  was  raised  about  the  cerebellar  ap- 
proach to  this  problem.  Generally  speaking,  I 
am  informed,  in  the  face  of  an  increase  in  the 
intraeranial  pressure  and  with  the  lesion  located 
above  the  tentorium,  cerebellar  decompression 
adds  to  the  hazards  to  the  patient  beeause  of 
possible  herniation  through  the  incisura  of  the 
tentorium  following  the  proeedure.  Another 
point  whieh  has  been  raised  is  why  relief  from 
the  pressure  was  not  attempted  by  the  Torkild- 
sen  procedure,  a ventrieulocisterna  magna  shunt 
with  polyethylene  tubing.  1 presume  that  Tor- 
kildsen  had  not  deseribed  his  proeedure  when 
this  patient  was  operated  upon. 

Some  eonsideration  should  be  given  at  this 
time  to  the  seizure  pattern  which  developed  in 
this  patient.  The  flashes  of  yellow  light  prob- 
ably represented  unfonned  visual  hallucinations 
arising  from  involvement  of  the  oecipital  lobe  or 
lobes.  The  periods  of  uneonseiousness  were 
probably  produeed  by  involvement  of  the  per- 
iaqueductal gray  matter,  and  the  motor  aetivity 
of  the  left  hand  and  arm  suggested  involve- 
ment of  the  ealcarine  area  of  the  right  occipital 
lobe.  It  is  my  belief  that  these  phenomena  rep- 
resented either  extension  of  the  lesion  into  these 
areas  or  atrophy  of  brain  tissue  due  to  vascular 
impairment  produced  by  the  lesion.  The  final 
episode  of  uneonseiousness  and  fever  and  death 
suggests  progressive  involvement  by  the  disease. 
One  finding  of  interest  on  the  final  admission 
was  the  failure  or  paralysis  of  upward  gaze. 
This  is  known  as  Perinaud’s  syndrome  and  is 
produced  by  lesions  arising  in  the  pineal  area 
which  compress  the  quadrigeminal  plate  of  the 
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mid-brain.  I consider  this  further  evidence  that 
we  are  dealing  with  a lesion  arising  in  or  close 
to  the  pineal  gland. 

Some  mention  should  be  made  of  the  electro- 
encephalogram findings.  These  simply  showed 
bilateral  abnormality  with  no  specific  localiza- 
tion. 

As  you  have  all  dedueed  by  now  with  little 
difficulty,  I am  going  to  rest  my  case  today  on 
the  diagnosis  of  a pineal  tumor.  I think  it  ob- 
vious that  this  patient  had  an  expanding  lesion, 
probably  malignant.  The  history  of  the  case 
suggests  that  this  lesion  initially  blocked  the 
ventricular  system,  produced  papilledema  and 
secondary  optic  atrophy,  and  showed  consider- 
able response  to  irradiation.  The  fact  that  the 
signs  of  increased  intraeranial  pressure  disap- 
peared after  x-ray  therapy  and  the  fact  that  the 
patient  lived  for  nearly  fifteen  years  I believe 
indicates  that  this  tumor  was  quite  radio-sensi- 
tive. I am  ruling  out  third  ventricle  cysts,  cysts 
of  the  pineal  or  any  other  benign  lesion  be- 
cause of  the  progression  and  fatal  termination 
of  the  disease.  Malignant  lesions  arising  in  the 
brain  adjacent  to  or  nearby  the  pineal  must  of 
course  be  considered.  I am  ruling  these  out 
principally  because  the  first  localizing  sign  of 
this  disease  was  blockage  of  the  ventricular  sys- 
tem most  eommonly  produced  in  this  area  by 
pineal  tumors.  Pituitary  tumors,  and  cranio- 
pharyngiomas should  be  thought  of,  but  they 
do  not  fit  the  elinieal  picture  or  the  findings. 

One  other  point  that  should  be  mentioned 
in  the  differential  diagnosis  is  that  of  brain  in- 
jury following  x-ray  therapy.  In  my  last  case 
the  damage  eaused  following  irradiation  pro- 
duced the  seizure  pattern  and  eventual  death 
from  status  epilepticus.  In  this  ease  the  seizure 
pattern  is  different.  There  is  less  localization 
and  more  evidence  of  a progressive,  invasive 
lesion.  Furthermore,  the  duration  of  symptoms 
was  much  longer  than  that  which  follows  irra- 
diation damage  in  the  usual  case.  It  is  true  that 
the  marked  symptoms  of  increased  intracranial 
pressure  disappeared  after  the  therapy,  and  the 
seizure  pattern  developed,  but  for  the  reasons 
stated  I am  ruling  out  x-ray  damage  to  the 
brain  and  hoping  I am  not  overlooking  the 
underlying  pathology. 

A few  words  about  the  pineal  gland  and 
pineal  tumors  and  I will  conclude  this  discus- 
sion. The  gland  is  located,  as  I have  described. 


at  the  posterior  and  superior  extremity  of  the 
third  vertebral  ventricle  between  the  splenium 
of  the  corpus  callosum  and  the  corpora  quadri- 
gemina.  It  is  approximately  7x4  mms.  in  size 
in  the  adult  and  frequently  contains  a deposi- 
tion of  calcium  salts  after  adolescence.  A great 
deal  of  work  on  the  physiology  of  this  gland 
has  been  done,  most  of  it  inconclusive.  It  is 
however,  eonsidered  a definite  gland  of  internal 
secretion  and  most  likely  has  something  to  do 
with  the  sexual  development,  particularly  in  the 
male.  These  tumors  are  much  more  common 
in  the  male  sex,  by  the  way. 

Tumors  of  the  pineal  gland  are  usually  classi- 
fied as  one  of  three  types  depending  upon 
whether  they  are  composed  of  the  pineal  eells, 
which  are  characteristic  in  appearance,  neurolo- 
gical cells,  or  they  may  be  of  a teratomatous 
nature.  I am  not  going  to  attempt  to  describe 
the  cellular  picture  of  any  of  these  types,  nor 
do  I believe  it  is  possible  to  further  elassify 
the  lesion  under  consideration  today  other  than 
to  call  it  a malignant  lesion  of  the  pineal  gland. 
I suppose  one  should  also  mention  a tuberculoma 
of  this  structure,  but  I do  not  believe  it  would 
have  produeed  this  picture,  nor  show  a response 
to  irradiation.  In  a recent  review  of  tumors  aris- 
ing in  the  pineal  region,  it  was  pointed  out  that 
some  of  the  patients  lived  for  as  long  as  20 
years  after  the  diagnosis  was  made. 

My  first  diagnosis  then  will  be  pinealoma,  or 
tumor  arising  from  the  pineal  gland.  Secondly, 
I would  choose  a malignant  tumor  arising  in  the 
region  of  the  pineal  gland,  such  as  a glioma 
or  neuroblastoma. 

DIFFERENTIAL  DIAGNOSIS 

Dr.  Raymond  D.  Adams:  William  Gowers,  in 
his  admirable  monograph,  states  that  “the  sub- 
ject of  the  diagnosis  of  disease  . . . certainly 
transcends  in  complexity,  and  perhaps  exceeds 
in  interest,  all  other  problems  in  practical  medi- 
cine.” Those  who  regularly  attend  these  exer- 
cises must  surely  concur  in  this  opinion.  Eor 
my  part,  I must  confide  that  while  struggling 
with  this  case  last  evening  I found  myself  in 
sympathy  with  Gowers  coneerning  the  com- 
plexity of  diagnosis. 

The  elinieal  data  with  which  I am  presented 
lead  unmistakably  to  the  conelusion  that  this 
patient  suffered  from  a brain  tumor.  The  fron- 
toparietal headaches,  the  forceful  vomiting  and 
the  papilledema,  or  “double  optie  neuritis”  as  it 
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was  formerly  called,  are  the  commonly  accepted 
signs  of  increased  intracranial  pressure.  Of 
course,  one  must  at  once  consider  syndromes  that 
simulate  brain  tumor,  so-called  pseudotumor 
syndromes,  such  as  thrombosis  of  the  superior 
sagittal  sinus,  aqueductal  stenosis  and  chronic 
arachnoiditis,  but  I shall  dismiss  these  possibili- 
ties at  the  moment  because  they  are  usually  diag- 
nosed only  by  the  exclusion  of  all  other  dis- 
eases. 

This  part  of  the  clinical  problem  is  straight- 
forward, but  I am  sure  that  Dr.  Castleman  and 
Dr.  Richardson  would  not  accept  such  a simple 
formulation  of  the  case.  They  require,  as  all 
clinicians  do,  two  additional  facts  in  a suspected 
case  of  intracranial  tumor:  one  is  the  location 
of  the  lesion,  and  the  other  is  the  nature. 

Regarding  the  location  of  this  pathologic 
process  I must  depend  on  the  other  clinical  and 
laboratory  data.  It  is  noteworthy  that  focalizing 
or  lateralizing  signs  were  slight  or  absent.  There 
was  no  paralysis  of  the  limbs,  crude  sensory 
defect  or  aphasia.  In  a young  person  with  signs 
of  increased  intracranial  pressure  and  no  con- 
spicuous lateralizing  signs  one  always  thinks  first 
of  tumor  of  the  cerebellum,  the  fourth  ventricle 
or  third  ventricle,  or  of  hydrocephalus  due  to 
congenital  or  inflammatory  stenosis  of  the  aque- 
duct of  Sylvius  or  a chronic  meningitis  (adhe- 
sive arachnoiditis ) . 

Of  the  other  clinical  phenomena,  the  blind- 
ness was  probably  the  most  striking  finding.  It 
could  have  been  due  to  a suprasellar  cranio- 
pharyngioma pressing  directly  on  the  optic 
chiasm.  However,  the  onset  relatively  late  in 
the  course  of  the  illness,  some  months  after 
headache,  the  rapid  progression  of  visual  im- 
pairment, the  presence  of  papilledema  with  min- 
imal atrophy  of  optic  discs  and  the  constricted 
visual  fields  are  all  characteristic  of  optic  atrophy 
consequent  to  high  intracranial  pressure  and  pa- 
pilledema. Thus,  blindness  provides  no  certain 
clue  to  localization. 

The  retraction  of  the  head,  the  intensification 
of  headache  on  any  movement  of  the  head  and 
the  stiff  neck  suggest  a threatening  cerebellar 
herniation,  though  at  operation  some  days  later 
the  cerebellar  hemispheres  were  said  only  to  be 
full  and  hernia  was  not  mentioned.  The  drow- 
siness and  slowness  of  response  could  be  explain- 
ed by  high  intracranial  pressure.  Again,  these 


symptoms  lack  localizing  value.  The  ringing  in 
the  left  ear,  and  the  impairment  of  hearing  are 
of  interest,  pointing  to  a disturbance  of  the  eighth 
nerve  or  cochlea,  but  without  other  signs  of  dis- 
ease in  this  region,  one  seeks  alternative  ex- 
planations. Bilateral  impainnent  of  hearing  may 
be  due  to  a lesion  of  the  inferior  colliculi  and 
often  occurs  in  pinealoma.  May  I ask  about 
hearing  in  the  right  ear?  Was  an  audiogram 
done? 

Dr.  Edward  P.  Richardson  Jr.:  No. 

Dr.  Adams:  Were  ocular  movements  recorded? 

Dr.  Richardson:  They  were  not  described  in 

greater  detail  than  appears  in  the  protocol. 

Dr.  Adams:  Limitation  of  upward  gaze  was 
not  noted  until  the  last  illness.  Did  the  pupils 
constrict  on  attempted  convergence? 

Dr.  Richardson:  That  was  not  mentioned. 

Dr.  Adams:  Was  the  patient  able  to  stand  and 
walk,  and  was  there  an  ataxia  of  gait  at  that 
time? 

Dr.  Richardson:  No  such  observation  was 

mentioned. 

Dr.  Adams:  I would  attach  importance  to 

what  I assume  was  the  normal  physical  develop- 
ment and  regular  menses  up  to  the  time  of  hos- 
pital entry  and  tlie  lack  of  polyuria  or  poly- 
dypsia,  obesity  or  precocious  puberty.  Slight 
pyramidal-tract  signs  were  present  on  the  left 
but  were  not  sufficiently  prominent  to  be  helpful. 

Alay  I see  the  x-ray  films? 

Dr.  Joseph  Hanelin:  They  are  not  available. 

Dr.  Adams:  I was  going  to  ask  if  there  was 

intracranial  calcification;  if  the  sella  turcica  was 
flattened  or  enlarged;  if  the  clinoid  processes 
were  decalcified;  and  if  there  was  any  sign  of 
a mass  occupying  the  posterior  part  of  the  third 
ventricle. 

Dr.  Benjamin  Castleman:  The  following  is  a 

report  of  the  plain  skull  films: 

There  is  marked  increase  in  the  convolutional 
markings,  and  separation  of  the  suture  lines.  The 
dorsum  sella,  as  well  as  the  floor  of  the  sella, 
is  gone.  The  findings  are  those  of  marked  intra- 
cranial pressure  without  localizing  signs. 

Dr.  Adams:  The  ventriculogram  and  subse- 
quent operative  exploration  of  the  posterior  cran- 
ial fossa  tell  me  that  the  cerebellum  was  normal 
and  that  the  fourth  ventricle  and  aqueduct  of 
Sylvius  were  patent  for  13  cm.  Do  you  measure 
that  from  the  obex  of  the  medulla? 
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Dr.  James  C.  White:  It  is  about  6 cm.  from 

the  obex  to  the  third  ventricle.  The  tip  of  the 
catheter  presumably  passed  upward  through  the 
foramen  of  Monro  and  entered  the  lateral  ven- 
tricle. 

Dr.  Adams:  Does  that  not  extend  far  beyond 
the  aqueduct? 

Dr.  White:  Yes. 

Dr.  Adams:  That  is  surprising.  I may  assume, 
therefore,  that  the  hydrocephalus  that  was  dem- 
onstrated was  due  to  an  obstruction  of  the  third 
ventricle,  and  I must  consider  the  diEerential 
diagnosis  of  benign  tumors  presenting  in  the 
third  ventricle.  These  are  suprsaellar  cranio- 
pharyngioma, colloid  cyst  and  pinealoma. 

It  is  difficult  to  distinguish  these  tumors  on 
clinical  grounds  alone.  For  this  I have  the 
authority  of  Dandy,  whose  large  experience  with 
this  group  of  tumors  was  summarized  in  a small 
monograph.  He  states  that  “tumors  of  the  third 
ventricle  usually  cause  advanced  pressure  but 
with  few  exceptions  produce  no  accurate  local- 
izing signs.  All  efforts  to  develop  a diagnostic 
syndrome  of  neurological  signs  and  symptoms 
have  been  unsuccessful.”  Yet  he  concedes  that 
there  are  several  findings  that  lead  to  suspicion: 
for  the  suprasellar  craniopharyngioma,  onset 
often  in  children  and  adolescents,  visual  dis- 
turbance (bitemporal  hemianopia  or  other  field 
defects),  headache  and  vomiting,  retardation  in 
growth  and  sexual  development  and  suprasellar 
calcification;  for  the  colloid  cyst  and  other  be- 
nign intraventricular  tumors,  onset  of  colloid 
cyst  in  adult  life,  other  tumors  at  any  time, 
headache  and  mental  deterioration,  blindness 
and  ataxia  later,  episodic  headache  with  blind- 
ness and  bilateral  paresthesias  and  weakness  of 
legs,  at  times  influenced  by  posture;  and  for  the 
pinealoma,  onset  in  childhood,  adolescence  and 
adult  life,  headache  and  vomiting,  paralysis  of 
upward  gaze,  dilated  fixed,  often  unequal  pupils, 
abnormal  movements  of  limbs  (that  is,  chorea 
or  ataxia  of  trunk  and  limbs ) , bilateral  impair- 
ment of  hearing,  occasionally  sexual  precocity 
and  blindness  late  in  illness. 

Since  I have  not  heard  of  or  seen  a colloid 
cyst  in  a fifteen-year-old  person,  the  differential 
diagnosis  is  between  the  other  two  lesions.  There 
were  no  crucial  data  that  permit  a definite  diag- 
nosis of  either  pinealoma  or  crainopharyngioma. 
In  favor  of  pinealonia  is  good  response  to  x-ray 
therapy,  failure  of  posterior  -part  of  the  third 


ventricle  to  fill,  tinnitus  and  deafness  and  rela- 
tively late  affection  of  vision. 

I assume  that  the  neurosurgeons  made  a diag- 
nosis of  pinealoma,  for  they  gave  x-ray  treat- 
ment and  made  no  attempt  to  operate.  Most 
neurosurgeons  regard  the  pinealoma  as  inoper- 
able. Evidently,  the  hydrocephalus  was  re- 
lieved either  as  a result  of  x-ray  therapy  or  by 
some  other  means,  and  the  patient  did  well  for 
several  years. 

The  seizures  that  occurred  in  the  last  ten  years 
of  life  were  surely  due  to  a supratentorial  lesion. 
Was  it  the  result  of  the  puncture  lesions  created 
by  ventriculography,  or  had  the  tumor  enlarged 
and  encroached  upon  adjacent  parts  of  parietal 
and  occipital  lobes?  I cannot  decide  on  this.  I 
believe  we  have  seen  cases  at  autopsy  in  which 
the  scar  of  ventricular  punctures  was  the  only 
explanation  of  epilepsy.  Of  interest  are  the 
flashes  of  light  in  the  left  eye  — which  indicated 
that  the  lesion  involved  visual  structures  in  the 
right  cerebral  hemisphere,  probably  the  occi- 
pital lobe.  By  central  excitation  of  visual  centers 
or  pathways  these  flashes  of  light  could  occur 
even  though  the  patient  was  blind  from  dis- 
ease of  the  optic  nerves,  an  unusual  circum- 
stance. 

I think  the  differential  diagnoses  are  suprasel- 
lar craniopharyngioma,  colloid  cyst  and  pineal- 
oma, all  of  which  can  cause  flattening  and  en- 
largement of  the  roof  of  the  anterior  part  of 
the  third  ventricle,  with  pressure  on  the  sella 
and  its  contents.  I take  it  there  was  some 
erosion,  which  could  have  been  due  to  in- 
crease in  the  intracranial  pressure  with  no 
great  enlargement  of  the  sella,  no  destruction 
of  the  tissue  and  no  calcification.  The  best  I 
can  do  with  this  is  to  exclude  the  pseudotumor 
syndromes,  a diagnosis  that  one  arrives  at  al- 
most by  a process  of  exclusion,  and  make  a 
positive  diagnosis  of  a third-ventricle  tumor. 
I should  favor  pinealoma  over  craniopharyn- 
gioma I should  expect  that  there  was  some 
degree  of  hydrocephalus  but  that  it  was  not 
the  cause  of  death.  I expect  that  the  tumor 
that  will  be  demonstrated  did  not  seriously  ob- 
struct cerebrospinal-fluid  circulation. 

Death  was,  in  my  opinion,  due  to  status  epilep- 
ticus.  Until  this  last  series  of  convulsions  we 
must  assume  that  the  patient  was  using  the  left 
arm  and  leg  properly,  was  not  having  head- 
aches and  was  not  deteriorating  mentally.  In 
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her  comatose  state  the  failure  to  move  the  left 
arm  and  leg  could  have  been  due  either  to  a 
postepileptic  paralysis  or  to  a slight  motor 
deficit  that  had  existed  since  the  first  admission 
and  had  become  manifest  during  coma.  The 
fever  and  leukocytosis  could  be  attributed  to  the 
seizures. 

Dr.  White:  At  the  time  that  we  took  the 
ventriculograms  we  could  not  be  sure  that  the 
questionable  defect  in  the  posterior  portion  of 
the  third  ventricle  was  not  caused  by  incomplete 
air  filling  and  that  disease  in  the  fourth  ventricle 
could  be  excluded;  that  was  why  the  exploration 
was  done.  No  abnormality  was  found  there.  We 
thought  the  patient  had  a tumor  lying  either  in 
the  brain  stem  just  below  the  third  ventricle  or 
just  above  the  aqueduct  in  the  region  of  the 
pineal  body;  that  is  why  she  was  given  x-ray 
treatment. 

Dr.  Adams:  The  posterior  part  of  the  third 

ventricle  was  not  well  visualized. 

Dr.  White:  The  anterior  part  was,  so  that 

one  ought  to  be  able  to  rule  out  a third-ventricle 
cyst,  which  is  always  situated  at  its  rostral  end, 
but  that  does  not  rule  out  a lesion  posteriorly 
around  the  aqueduct. 

Dr.  Jacob  Lerman:  I should  like  to  ask  Dr. 

Adams  if  the  note  that  the  menstrual  flow  be- 
came scanty  and  the  note  about  the  growth 
might  not  mean  something  — that  in  some  cases 
it  might  point  to  the  site  of  the  tumor. 

Dr.  Adams:  With  pinealoma  in  both  males 
and  females  there  may  be  a precocious  sexual 
development;  puberty  may  occur  as  early  as  six 
to  nine  years  of  age.  Also,  there  are  occasional 
cases  in  which  there  is  merely  a general  over- 
growth of  skeleton.  The  usual  eflfect  of  a supra- 
sellar craniopharyngioma  beginning  in  the  pre- 
pubertal child  is  to  retard  sexual  development 
and  delay  menses  or  prevent  them  from  appear- 
ing at  all.  The  clinical  picture  is  one  of  general 
infantilism  or  obesity,  with  lack  of  sexual  de- 
velopment. Scant  menstruation  in  the  last 
months  of  life  would  be  difficult  to  interpret. 

CLINICAL  DIAGNOSES 

Brain  tumor,  brain  stem,  roof  of  third  ven- 
tricle. Status  epilepticus. 

DR.  ADAMS’S  DIAGNOSES 

Pinealoma,  with  obstructive  hydrocephalus 
and  consecutive  optic  atrophy. 


Status  epilepticus. 

ANATOMICAL  DIAGNOSES 

Pinealoma,  astrocytomatous  form. 

Optic  atrophy,  bilateral. 

Congenital  absence  of  corpus  callosum. 

( Status  epilepticus. ) 

PATHOLOGICAL  DISCUSSION 

Dr.  Castleman:  Of  course,  the  main  findings 
were  in  head;  the  remainder  of  the  exam- 
ination showed  only  pulmonary  edema  and  con- 
gestion. The  cerebral  findings  will  be  discussed 
by  Dr.  Richardson. 

Dr.  Richardson:  There  was  a tumor  of  the 

pineal  body  measuring  about  2 by  3 cm.,  a 
smoothly  rounded  mass  so  situated  that  it  dis- 
placed the  posterior  commissure  somewhat 
downward  and  pressed  lightly  on  the  quadrige- 
minal plate.  A tongue  of  the  tumor  tissue  pro- 
jected downward  for  a short  distance  into  the 
cerebral  aqueduct,  and  a considerable  portion  of 
the  tumor  bulged  forward  into  the  lumen  of  the 
third  ventricle.  In  addition,  there  was  marked 
downward  bulging  and  thinning  of  the  floor  of 
the  third  ventricle,  and  both  optic  nerves  and 
the  optic  chiasm  were  stretched  and  were  sev- 
erely atrophied.  Another  striking  finding  in  this 
case  was  complete  absence  of  the  corpus  cal- 
losum. In  its  place,  there  was  a thin,  mem- 
branous structure,  apparently  devoid  of  nervous 
tissue,  that  formed  the  roof  of  the  lateral  ven- 
tricles in  the  normal  location  of  the  corpus  cal- 
losum. There  was  also  marked  dilatation  of  the 
ventricular  system,  particularly  of  the  occipital 
horns.  At  lower  levels,  the  aqueduct,  fourth 
ventricle  and  brain  stem  were  normal. 

Microscopically,  this  tumor  was  made  up  of 
cells  that  varied  to  a considerable  extent  in  size 
but  in  general  were  of  the  same  type.  Some 
were  round;  some  were  fusiform,  with  abundant 
fibrous  processes  straining  in  a manner  identical 
to  that  of  glial  fibers.  No  mitoses  were  seen. 
The  microscopal  appearance  of  the  tumor  in  gen- 
eral suggested  a form  of  astrocytoma.  In  one 
section,  there  was  an  island  of  tissue  that  was 
similar  in  structure  to  the  normal  pineal  body. 
The  widespread  presence  of  glial  fibers  in  the 
tumor  led  us  to  believe  that  it  was  a glioma. 
The  structure  was  too  uniform  for  a teratoma. 
The  combination  of  groups  of  large  cells  and 
masses  of  small  cells  resembling  lymphocytes. 
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often  seen  in  pineal  tumors,  was  not  present  in 
this  case.  We  were  unable  to  discover  any  lesion 
to  which  the  convulsive  seizures  might  with  cer- 
tainty be  attributed.  Sections  of  the  cerebral 
cortex  disclosed  no  abnormalities. 

Dr.  Adams:  It  is  your  impression  that  death 

was  due  to  status  epilepticus  rather  than  some- 
thing that  happened  to  the  patient? 

Dr.  Richardson:  Yes. 

Dr.  Allen  G.  Brailey:  Was  the  absence  of  the 
comps  callosum  congenital? 

Dr.  Richardson:  We  believe  it  was  congenital 
and  represented  a failure  in  development  that 
was  totally  unrelated  to  the  later  events. 

Dr.  Adams:  One  of  the  startling  discoveries 

made  in  the  last  few  years  had  been  that  ab- 
sence or  surgical  section  of  the  corpus  callosum 
causes  no  important  disturbance  of  mental  func- 
tion. It  is,  of  course,  the  major  commissural  sys- 
tem, between  the  cerebral  hemispheres.  For- 
merly, it  was  believed  that  lesions  here  resulted 
in  profound  dementia.  Recently,  the  corpus  cal- 
losum has  been  widely  incised  in  a series  of 


cases  of  epilepsy,  and  by  the  most  careful  tests 
no  change  in  mental  function  has  been  demon- 
strated. It  has  also  been  observed  by  a number 
of  neuropathologists  that  the  corpus  callosum 
may  be  absent  in  patients  who  have  been  en- 
tirely normal  in  every  way.  However,  in  many 
cases  there  have  been  mental  retardation  and 
other  signs  of  developmental  defect.  The  con- 
junction of  a tumor  of  the  pineal  body,  which 
is  often  teratomatous,  and  congenital  absence  of 
corpus  callosum  is  noteworthy. 

A Physician:  How  does  Dr.  Adams  account 

for  the  seizures? 

Dr.  Adams:  I shall  leave  that  to  your  imag- 

ination. I do  not  believe  this  tumor  accounts 
for  seizures  beginning  with  visual  aura.  I should 
wonder  about  the  parietal  lesion.  Dr.  White, 
do  you  have  any  explanation? 

Dr.  White:  I was  struck  by  the  same  situa- 

tion. The  patient  had  seizures  for  about  ten 
years.  Once  in  a while  severe  hydrocephalus 
can  cause  seizures,  but  I doubt  that  her  hydro- 
cephalus was  sufficiently  severe. 


when  anxiety  and  tension  "erupts”  in  the  G.  I.  tract. . . 

IN  ILEITIS 


PATHIBAMATE 

Meprobamate  with  PATHILON®  Lederle 


Combines  Moprobamate  {400  w^.)the  most  widely  prescribed  tranquilizer  . . . helps  control 
the  “emotional  overlay”  of  ileitis  — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . . with  PATHILON  {25  ?w^.)the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.L  disorders.  » 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 


^Trademark  ® Registered  Trademark  for  Tridihexelhyl  Iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 


564 


Arizona  Medicine 


September,  1957 


for  “This  Wormy  World 


Pleasant  tasting 

‘ANTEPAR! 


brand 


PIPERAZINE 


SYRUP  • TABLETS  • WAFERS 

Eliminate  PINWORMS  IN  ONE  WEEK 
ROUNDWORMS  IN  ONE  OR  TWO  DAYS 

PALATABLE  • DEPENDABLE  • ECONOMICAL 


‘ANTEPAR’  SYRUP  “ Piperazine  Citrate,  100  mg.  per  ce. 
‘ANTEPAR’  TABLETS  “Piperazine  Citrate,  250  or  500  mg.,  seored 
‘ANTEPAR’  WAFERS  ” Piperazine  Phosphate,  500  mg. 

Literature  available  on  request 

BURROUGHS  WELLCOME  & CO.  (U.S.A.)  INC.,  Tuckahoe,  N.  Y. 


Vol  14,  No.  9 


Arizona  Medicine 


565 


FOR  THE  ENTIRE  RANGE  OF  RHEUMATIC-ARTHRITIC 


DISORDERS-from  the  mildest 
to  the  most  severe 

many  patients  with  MILD  invoivement  can  be  effectiveiy 
controlied  with 

MEPRO10NE 

many  patients  with  MODERATELY  SEVERE  invoivement 
can  be  effectively  controiled  with 


The  only  meprobamate-prednisolone  therapy 


the  one  antirheumatic,  antiarthritic  that 
simultaneouslyrelieves:  (i)  musclespasm 
(a)  joint  inflammation  (3)  anxiety  and 
tension  (4)  discomfort  and  disability. 

SUPPLIED:  Multiple  Compressed  Tablets 
in  three  formulas:  ‘MEPROLONE’-j  — 
5.0  mg.  prednisolone,  400  mg.  meproba- 
mate and  200  mg.  dried  aluminum  hy- 
droxide gel.  ‘MEPROLONE’-2 — 2.0  mg. 
prednisolone,  200  mg.  meprobamate  and 
200  mg.  dried  aluminum  hydroxide 
gel.  ‘MEPROLONE’-l  supplies  i.O  mg. 
prednisolone  in  the  same  formula  as 
‘MEPR0L0NE’-2. 


MERCK  SHARP  a DOHME 

DIVISION  OF  MERCK  a C'O..  INC. 
PHILADELPHIA  1.  PA. 


*£1EPR0L0KE’  is  a trademark  of  Uerck  & Co...  Inc. 


566 


Arizona  Medicine 


September,  1957 


WOMAN'S  AUXILIARY  TO  THE 
AMERICAN  MEDICAL  ASSOCIATION 


Convent-ion  Report  — June  1957 


T 

1 HE  Roosevelt  Hotel  in  New  York  City  was  the 
headquarters  for  the  34th  annual  convention  of 
the  Woman’s  Auxiliary  to  the  American  Medical 
Association,  June  3-7,  1957. 

On  Monday  Auxiliary  members  and  guest 
speakers,  specialists  in  their  fields,  participated 
in  preconvention  panels  and  round  table  discus- 
sions on  legislation,  public  relations,  program, 
organization,  “Today’s  Health,”  American  Medi- 
cal Education  Foundation,  and  publications.  As 
your  president,  I substituted  on  a bulletin  panel 
for  Mrs.  Roy  Hewitt,  Western  regional  chair- 
man and  discussed  the  topic  “Where  the  Re- 
sponsibility Lies  in  Procuring  Subscriptions  to 
the  Bulletin.”  The  bulletin  is  a current  work 
book  of  authentic  information  and  should  be 
familiar  to  every  officer  and  Auxiliary  member. 
Some  states  include  bulletin  subscriptions  in 
their  Auxiliary  dues.  The  subscription  is  tax 
deductible. 

In  the  afternoon  the  Woman’s  Auxiliary  to  the 
New  York  Medical  Society  was  hostess  at  a tea 
and  fashion  show  at  the  Tavern  on  the  Green 
honoring  Mrs.  Robert  Flanders,  national  presi- 
dent, and  Mrs.  Paul  Craig,  president-elect. 
Guests  included  the  national  board  of  directors, 
committee  chairmen,  state  presidents  and 
presidents-elect,  and  wives  of  the  officers  of  the 
AMA.  The  program  and  refreshments  were  fur- 
nished through  the  courtesy  of  Charles  Pfizer 
and  Company. 

Mrs.  William  Phillips,  state  “Today’s  Health” 
chairman,  represented  Arizona  at  the  third  an- 
nual “Today’s  Health”  breakfast  on  Tuesday 
morning.  This  is  given  as  an  honor  to  the  state 
Auxiliaries  who  reached  or  exceeded  100  per  cent 
of  their  subscription  quota.  Three  of  our  coun- 
ties received  recognition  in  “Tips  and  Topics”, 
Yuma  County  in  the  Most  Exclusive  group  with 
564  per  cent  and  Yavapai  with  383  per  cent  and 
Gila  County  with  217  per  cent  in  the  More 
Exclusive  group.  Health  education  is  the  ob- 
jective of  this  fine  publication  and  each  Auxiliary 
member  is  urged  to  see  that  her  husband  has 


Mrs.  Charles  S.  Powell 


a subscription  to  the  magazine  in  his  office. 
It  is  estimated  that  about  33  per  cent  of  the 
lay  subscriptions  are  bought  because  the  maga- 
zine was  first  seen  in  a doctor’s  office.  There  was 
an  increase  of  19,000  subscription  credits  over 
last  year. 

Mrs.  Flanders  presided  at  the  formal  open- 
ing Tuesday  morning.  After  greetings  and  pre- 
sentations, 457  delegates  answered  roll  call  with 
over  1,200  doctors’  wives  present.  The  memorial 
service,  which  took  place  at  this  time,  honored 
the  memory  of  two  of  our  Auxiliary  members 
from  Arizona,  Mrs.  Philip  G.  Corliss  and  Mrs. 
Lamar  B.  Harper. 

At  a luncheon  in  honor  of  the  past  presidents. 
Dr.  Howard  Rusk,  Professor  of  Physical  Medi- 
cine and  Rehabilitation,  spoke  on  “Sick  People 
in  a Troubled  World.”  Dr.  Rusk  emphasized 
the  role  of  health  programs  in  promoting  inter- 
national understanding.  He  stated  that  activi- 
ties for  people  over  65  had  decreased  psychosis 
and  enriched  their  lives  by  giving  them  a feel- 
ing of  being  needed  and  useful.  Since  World 
War  II  disabled  persons  have  been  given  a 
purpose  in  life  due  to  the  excellent  work  of  re- 
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habilitation  centers.  As  Auxiliary  members  we 
might  aid  these  handicapped  people  by  pub- 
licizing their  products  and  arranging  for  space 
where  they  might  sell  their  work. 

The  Woman’s  Auxiliary  contributed  $113,- 
584.27  to  the  American  Medical  Education 
Foundation.  This  year  there  were  35  more  coun- 
ties eontributing  than  last  year.  An  unusual 
means  of  raising  money  was  that  of  collecting  a 
dollar  from  friends  for  a “Quiet  Evening  at 
Home.”  This  money  was  given  to  the  AMEF  in- 
stead of  spending  it  for  entertainment.  Mem- 
bers are  urged  to  continue  using  the  apprecia- 
tion and  sympathy  cards. 

We  may  be  of  service  to  our  husbands  by 
keeping  informed  on  legislation  as  it  pertains 
to  medicine  and  by  elose  cooperation  with  our 
looal  and  state  soeieties.  Dr.  Ernest  Howard 
gave  a brief  roundup  of  AMA  aetivities  and  is- 
sues considered.  A resolution  was  adopted  sup- 
porting partieipation  of  doctors  in  pension  plans 
for  the  self  employed,  such  as  the  Jenkins- 
Keogh  bill.  Occupational  health  programs  were 
adopted.  Those  measures  pertaining  to  social 
security  were  sent  to  the  resolution  committee 
for  action.  No  action  was  taken  on  Medieare. 
Dr.  Howard  urged  team  work  with  doctors  in 
the  state  and  eounty  in  all  program  planning. 

Mr.  Frank  Barton,  AMA  secretary  for  eivil 
defense,  stated  there  was  a need  for  the  Amer- 
ican people  to  be  informed,  trained  and  organ- 
ized in  civil  defense.  In  discussing  the  bill, 
HR  2125,  on  civil  defense,  the  purpose  of 
which  is  to  reorganize  and  shift  the  main  re- 
sponsibility to  the  federal  government,  the 
AMA  recommended  that  a medical  scientist 
be  included  on  the  scientific  advisory  board,  and 
that  this  board  be  increased  to  include  repre- 
sentatives from  the  medical  profession,  hospital, 
and  public  health  groups.  Emphasis  was  put 
on  the  medieal  aspects  of  civil  defense,  such 
as  the  training  of  personnel  for  the  care  of  mass 
casualties,  adequate  medical  supplies,  stockpil- 
ing of  blood,  plasma  and  vaccines,  sanitation 
provisions  to  cope  with  communicable  diseases 
and  other  public  hazards.  The  AMA  feels  that 
a strong  civil  defense  requires  positive  action  by 
the  federal  government  with  emphasis  on  in- 
creased federal  leadership.  Civil  defense  is  an 
integral  part  of  national  defense,  and  the  fed- 
eral government  has  a direct  responsibility 
whether  it  is  administered  jointly  with  the  states 
or  with  the  states  in  a supporting  role. 


Mrs.  Jean  Wood  Fuller,  Director  of  Women’s 
Activities  on  Civil  Defense,  emphasized  the  need 
for  home,  community  and  state  preparedness. 
There  should  be  food  supplies,  such  as  a “grand- 
ma’s pantry,”  containing  sufficient  food  and 
water  for  seven  days  and  a three-day  evacuation 
survival  kit  in  the  trunk  of  the  family  car  with 
food,  water,  blankets,  first  aid  kit,  etc.  Each 
community  has  a responsibility  to  be  prepared 
with  publie  shelters  in  case  of  radiologieal  haz- 
ards. In  the  case  of  your  own  home,  use  might 
be  made  of  a windowless  hallway  as  a shelter. 

The  discussion  on  recruitment  brought  out 
suggestions  as  to  how  Future  Nurse  clubs  could 
be  of  service  to  their  communities,  such  as  mak- 
ing dressings  for  cancer  patients,  making  toys 
for  hospitalized  ehildren,  reading  to  the  aged 
and  blind  or  adopting  a “grandparent”  whom 
they  could  take  for  walks  and  help  in  different 
ways. 

The  particular  aspects  of  safety  that  were 
stressed  were  drivers’  training  programs  in  high 
schools,  safety  in  the  home,  inaugurating  bicycle 
safety  programs  and  safety  features  on  automo- 
biles. 

Mrs.  Paul  Craig,  Wyomissing,  Pa.,  was  in- 
stalled as  national  president  at  the  closing  ses- 
sion on  Thursday.  Her  theme  for  this  year  is 
“Health  is  a Joint  Endeavor.”  Mrs.  Craig  said 
it  was  her  hope  that  the  members  of  the 
Women’s  Auxiliary  will  extend  home-making  in 
matters  of  health  into  community  life  just  as 
they  practice  it  for  their  families. 

On  Friday  morning  a post-convention  work- 
shop to  make  plans  for  the  coming  year  was 
held  for  National  officers,  state  presidents  and 
presidents-elect. 

Joining  me  as  delegates  at  the  convention  were 
Mrs.  Jesse  Hamer  of  Phoenix,  Mrs.  Melvin  Phil- 
lips of  Prescott  and  Mrs.  William  Phillips  of 
Yuma. 

Mrs.  Charles  S.  Powell 


Col.  Frank  B.  Rogers,  head  of  the  National 
Library  of  Medicine,  told  the  subcommittee 
headed  by  Senator  Lister  Hill  (D.,  Ala.)  that 
no  federal  medical  agency  serves  the  future  of 
medical  research  “more  intimately  and  more 
widely  than  does  the  unequalled  collection  of 
books,  journals  and  bibliographic  services 
brought  together  in  the  National  Library  of 
Medicine.”  Note:  the  library’s  operating  budget 
for  the  next  year  is  $1,450,000. 
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Directory 

THE  ARIZONA  MEDICAL  ASSOCIATION,  INC. 
Organized  1892  826  Security  Building 

234  NORTH  CENTRAL  AVE.,  PHOENIX,  ARIZONA 
OFFICERS  AND  DIRECTORS 

Carlos  C.  Craig,  M.D President 

1313  North  Second  Street,  Phoenix,  Arizona 

W.  R.  Manning,  M.D President-Elect 

770  North  Country  Club  Rd.,  Tucson,  Arizona 

Dermont  W.  Melick,  M.D Vice  President 

1005  Professional  Building,  PhoenLx,  Arizona 

Leslie  B.  Smith,  M.D Secretary 

1130  East  McDowell  Rd.,  Phoenix,  Arizona 

Clarence  E.  Yount,  Jr.,  M.D Treasurer 

105  North  Cortez,  Prescott,  Arizona 

Lindsay  E.  Beaton,  M.D Speaker  of  the  House 

1650  Nort  hCampbell  Avenue,  Tucson,  Arizona 

Jesse  D.  Hamer,  M.D Delegate  to  AMA 

910  Professional  Building,  Phoenix,  Arizona 

Robert  E.  Hastings,  M.D Alternate  Delegate  to  AMA 

1014  North  Country  Club  Rd.,  Tucson,  Arizona 

Darwin  W.  Neubauer,  M.D Editor- in-Chief 

720  North  Country  Club  Rd.,  Tucson,  Arizona 
DISTRICT  COUNCILORS 

Joseph  Bank,  M.D Central  District 

800  North  First  Ave.,  Phoenix,  Arizona 

G.  Robert  Barfoot,  M.D Central  District 

1313  North  Second  St.,  Phoenix,  Arizona 

Frank  W.  Edel,  M.D Central  District 

738  East  McDowell  Rd.,  Phoenix,  Arizona 

Paul  B.  Jarrett,  M.D Central  District 

2021  North  Central  Ave.,  Phoenix,  Arizona 

Donald  F.  DeMarse,  M.D Northeastern  District 

Box  397,  Holbrook,  Arizona 

Walter  Brazie,  M.D Northeastern  District 

Masonic  Building,  Kingman,  Arizona 

Frederick  W.  Knight,  M.D Southeastern  District 

618  Central  Avenue,  Safford,  Arizona 

Walter  T.  Hileman,  M.D Southern  District 

20  East  Ochoa,  Tucson,  Arizona 

William  B.  Steen,  M.D Southern  District 

116  North  Tucson  Boulevard,  Tucson,  Arizona 

James  T.  O’Neil,  M.D Southwestern  District 

113  West  Second  Street,  Casa  Grande,  Arizona 
COUNCILOR  AT  LARGE 

A.  I.  Podolsky,  M.D Past  President 

1601  Fifth  Avenue,  Yuma,  Arizona 
STANDING  BOARDS  - 1957-58 
PROFESSIONAL  BOARD:  Robert  H.  Cummings,  M.D.,  Chair- 
man (Phoenix);  Edward  H,  Bregman,  M.D.  (Phoenix);  Orin 
J.  Farness,  M.D.  (Tucson);  T.  Richard  Gregory,  M.D. 
(Phoenix);  Ronald  S.  Haines,  M.D.  (Phoenix);  Joseph  M. 
Kinkade,  M.D.  (Tucson);  Daniel  W.  Kittredge,  Jr.,  M.D. 
(Flagstaff);  Charles  S.  Powell,  M.D.  C^’uma);  Norman  A. 
Ross,  M.D.  (Phoenix);  Stuart  Sanger,  M.D.  (Tucson);  Milton 

C.  F.  Semoff,  M.D.  (Tucson);  John  M.  Vivian,  M.D.  (Phoe- 
nix); Lowell  C.  Wormlev,  M.D.  (Phoenix). 

PUBLIC  RELATIONS  BOARD:  Donald  A.  Poison,  M.D.,  Chair- 
man (Phoenix);  Harry  S.  Beckwith,  M.D.  (Winslow);  Paul 
H.  Case,  M.D.  (Phoenix);  W.  Scott  Chisholm,  M.D.  (Eloy); 
Max  Costin,  M.D.  (Tucson);  Donald  F.  DeMarse,  M.D. 
(Holbrook);  Paul  B.  Jarrett,  M.D.  (Phoenix);  Leo  J.  Kent, 
M.D.  (Tucson);  Herbert  C.  Kling,  M.D.  (Yuma). 

STANDING  COMMITTEES  - 1957-58 
GRIEVANCE  COMMITTEE;  A.  I.  Podolsky,  M.D.,  Chairman 
(Y\ima);  Walter  Brazie,  M.D.  (Kingman);  W.  Albert  Brewer, 
M.D.  (Phoenix);  Howard  D.  Cogswell,  M.D.  (Tucson);  Robert 
E.  Hastings,  M.D.  (Tucson);  Oscar  W.  Thoeny,  M.D.  (Phoe- 
nix); Otto  E.  Utzinger,  M.D.  (Scottsdale). 

HISTORY  AND  OBITUARIES  COMMITTEE:  Howell  S.  Ran- 
dolph, M.D.,  Historian  (PhoenLx);  Nelson  C.  Bledsoe,  M.D. 
(Tucson);  Robert  S.  Flinn,  M.D.  (Phoenix);  Darwin  W. 
Neubauer,  M.D.  (Tucson);  Leslie  B.  Smith,  M.D.  (Phoenix). 
INDUSTRIAL  RELATIONS  COMMITTEE:  Lindsay  E.  Beaton, 
M.D.,  Chairman  (Tucson);  Philip  G.  Derickson,  M.D.  (Tuc- 
son); Francis  M.  Findlay,  M.D.  (San  Manuel);  Joseph  Saba, 
M.D.  (Bisbee);  Leo  L.  Tuveson,  M.D.  (Phoenix). 
LEGISLATION  COMMITTEE:  Millard  Jeffrey,  M.D.,  Chairman 
(Phoenix);  Jesse  D.  Hamer,  M.D.,  Chairman  Emeritus  (Phoe- 
nix); Nicolo  V.  Alessi,  M.D.  (Douglas);  Floyd  B.  Bralliar, 
M.D.  (Wickenburg);  Walter  Brazie,  M.D.  (Kingman); 
M.  Bruce  Crow,  M.D.  (Mesa);  John  A.  Eisenbeiss,  M.D. 
(Phoenix);  Orin  J.  Famess,  M.D.  (Tucson);  Carl  H.  Cans, 
M.D.  (Morenci);  John  C.  Godbey,  Jr.,  M.D.  (Morenci); 
Juan  S.  Gonzalez,  M.D.  (Nogales);  William  N.  Henry,  M.D. 
(Grand  Canyon);  Robert  V.  Horan.  M.D.  (Miami);  Chalmers 

D.  Johnson.  M.D.  (Coolidge);  William  H.  Marlow.  M.D. 
(Prescott);  W.  Shaw  McDaniel,  M.D.  (Phoenix);  Giles  G. 
Merkel,  M.D.  (McNcary);  Donald  E.  Nelson,  M.D.  (Safford); 
Warren  J.  Nelson.  M D.  (Safford);  Wallace  A.  Reed,  M.D. 
(Phoenix);  Reed  D.  Shupe,  M.D.  (Phoenix);  A.  C.  Steven- 
son, M.D.  (Phoenix);  Lavern  D.  Sprague,  M.  D.  (Tucson); 
John  F.  Stanley,  M.D.  (Yuma);  Myron  G.  Wright,  M.D. 
(Winslow). 

MEDICAL  DEFENSE  COMMITTEE:  Ernest  A.  Bom,  M.D., 
Chairman  (Pre.scott);  Preston  T.  Brown,  M.D.  (Phoenix); 
Harold  W.  Kohl,  M.D.  (Tucson). 

MEDICAL  ECONOMICS  COMMITTEE:  Stuart  Sanger,  M.D., 
Chairman  (Tucson);  Frank  W.  Edel,  M.D.  (Phoenix);  Paul 

B.  Jarrett,  M.D.  (Phoenix). 


PUBLISHING  COMMITTEE:  Darwin  W.  Neubauer,  M.D.,  Chair- 
man (Tucson);  R.  Lee  Foster,  M.D.  (Phoenix);  Frederick  W. 
Knight,  M.D.  (Safford);  Donald  E.  Nelson,  M.D.  (Safford). 
SCIENTIFIC  ASSEMBLY  COMMITTEE;  W.  R.  Manning,  M.D., 
Chairman  (Tucson);  Joseph  Bank,  M.D.  (Phoenix);  David 

E.  Engle,  M.D.  (Tucson);  Francis  M.  Findlay,  M.D,  (San 
Manuel);  Charles  H.  Karr,  M.D.  (Safford);  Donald  E.  Nel- 
son, M.D.  (Safford);  Darwin  W.  Neubauer,  M.D.  (Tucson); 
E.  Henry  Running,  M.D.  (Phoenix);  Robert  A.  Stratton, 
M.D.  (Y'uma);  Ashton  B.  Taylor,  M.D.  (Phoenix). 

SPECIAL  COMMITTEES  - 1957-58 
AIR  POLLUTION  COMMITTEE:  George  G.  McKhann,  M.D., 
Chairman  (Phoenix). 

ARIZONA  AMEF  COMMITTEE:  Harold  W.  Kohl,  M.D.,  Chair- 
man (Tucson);  James  J.  Berens,  M.D.  (Phoenix);  Hayes  W. 
Caldwell,  M.D.  (Phoenix);  Arthur  V.  Dudley,  Jr.,  M.D. 
(Tucson);  Clarence  H.  Kuhlman,  M.D.  (Tucson);  William 

A.  Phillips,  M.D.  (Yuma). 

BENEVOLENT  AND  LOAN  FUND  COMMITTEE:  Ernest  A. 
Bom,  M.D.,  Chairman  (Prescott);  Preston  T.  Brown,  M.D. 
(Phoenix);  Donald  K.  Buffmire,  M.D.  (Phoenix);  Leslie  B. 
Smith,  M.D.  (Phoenix);  Clarence  E.  Yount,  Jr.,  M.D. 
(Prescott). 

BLOOD  BANK  COMMITTEE:  Ralph  H.  Fuller,  M.D.,  Chairman 
(Tucson);  D.  W.  Melick,  M.D.  (Phoenix);  Paul  J.  Slosser, 
M.D.  (Yuma). 

CENTRAL  OFFICE  ADVISORY  COMMITTEE;  C.  E.  Yount. 
Jr.,  M.D.,  Chairman  (Prescott);  Jesse  D.  Hamer,  M.D. 
(Phoenix);  James  T.  O’Neil,  M.D.  (Casa  Grande);  Leslie 

B.  Smith,  M.D.  (PhoenLx);  William  B.  Steen,  M.D.  (Tucson). 
CIVIL  DEFENSE  COMMITTEE:  Ruland  W.  Hussong,  M.D., 

Chairman  (Phoenix);  Ernest  A.  Born,  M.D.  (Prescott);  Ben 
P.  Frissell,  M.D.  (Phoenix);  John  W.  Kennedy,  M.D.  (Phoe- 
nix); Donald  E.  Nelson,  M.D.  (Safford);  William  A.  Phillips, 
M.D.  (Yuma);  Roy  O.  Young,  M.D.  (Flagstaff). 
CONSTITUTION  AND  BY-LAWS  COMMITTEE:  Paul  B.  Jarrett, 
Chairman  (Phoenix);  Lindsay  E.  Beaton,  M.D.  (Tucson); 
Miguel  A.  Carreras,  M.D.  (Tucson);  Carl  A.  Holmes,  M.D. 
(PhoenLx);  Leslie  B.  Smith,  M.D.  (Phoenix). 

DOCTORS  RETIREMENT  AND  INVESTMENT  COMMITTEE: 
Oscar  W.  Thoeny,  M.D.,  Chairman  (Phoenix);  G.  Robert 
Barfoot,  M.D.  (Phoenix). 

INSURANCE  INVESTIGATING  COMMITTEE:  D.  W.  Melick, 
M.D.,  Chairman  (Phoenix);  David  E.  Engle,  M.D.  (Tucson); 
Arthur  V.  Dudley,  M.D.  (Tucson);  Howard  C.  Lawrence, 
M.D.  (Phoenix);  Paul  L.  Singer,  M.D.  (Phoenix);  Noel  G. 
Smith,  M.D.  (Phoenix);  William  B.  Ste'in,  M.D.  (Tucson). 
LEGAL  SERVICES  COMMITTEE:  Oscar  W.  Thoeny,  M.D., 
Chairman  (Phoenix);  D.  W.  Melick,  M.D.  (Phoenix);  Marriner 
W.  Merrill,  M.D.  (Phoenix);  Morris  E.  Stem,  M.D.  (Phoe- 
nix); C.  E.  Yount,  Jr.,  M.D.  (Prescott), 

MEDICAL  SCHOOL  COMMITTEE:  D.  W.  Melick,  M.D., 

Chairman  (Phoenix):  Thomas  H.  Bate,  M.D.  (Phoenix);  Ian 
M.  Chesser,  M.D.  (Tucson);  Don  E.  Matthiesen,  M.D. 
(Phoenix);  Darwin  W.  Neubauer,  M.D.  (Tucson). 
MEDICARE  ADJUDICATION  COMMITTEE:  Frank  W.  Edel, 
M.D.,  Chairman  (Phoenix);  Joseph  Bank,  M.D.  (Phoenix); 
James  D.  Barger,  M.D.  (Phoenix);  Lindsay  E.  Beaton,  M.D. 
(Tucson);  W.  Albert  Brewer,  M.D.  (Phoenix);  Robert  E. 

Hastings,  M.D.  (Tucson);  Paul  B.  Jarrett,  M.D.  (Phoenix); 

C.  C.  Piepergerdes,  M.D.  (Phoenix);  Robert  A,  Price,  M.D. 
(Phoenix);  E.  Henry  Running,  M.D.  (Phoenix);  Stuart  San- 
ger, M.D.  (Tucson);  Morris  E.  Stern,  M.D.  (Phoenix);  Laddie 

L.  Stolfa,  M.D.  (Phoenix);  Ashton  B.  Taylor,  M.D.  (Phoenix); 
Charles  E.  Van  Epps,  M.D.  (Phoenix). 

MEDICARE  COMMITTEE:  Frank  W.  Edel,  M.D.,  Chairman 
(Phoenix);  G.  Robert  Barfoot,  M.D.  (Phoenix);  Ernest  A. 

Born,  M.D.  (Prescott);  Walter  T.  Hileman,  M.D.  (Tucson); 
Paul  B.  Jarrett,  M.D.  (Phoenix):  ADVISORY  TO  MEDICARE 
— Walter  D.  Bigford,  M.D.  (Kingman);  William  E.  Bishop, 

M. D.  (Globe);  Edward  H.  Bregman,  M.D.  (Phoenix);  Ellis 

V.  Browning,  M.D.  (Springerville);  W.  Scott  Chisholm, 

M.D.  (Eloy);  Charles  B.  Daniell,  M.D.  (Morenci);  Orin  J. 
Farness,  M.D.  (Tucson);  C.  Herbert  Fredell,  M.D.  (Flagstaff); 
T.  Richard  Gregory,  M.D.  (Phoenix);  Ronald  S.  Haines, 
M.D.,  (Phoenix);  Delmar  J.  Heim,  M.D.  (Tucson);  Robert 
S.  Keller,  M.D.  (Safford);  Joseph  M.  Kinkade,  M.D.  (Tuc- 
son); Daniel  W.  Kittredge,  Jr.,  M.D.  (Flagstaff);  Leo  L. 
Lewis,  M.D.  (Winslow);  Charles  S.  Powell,  M.  D.  (Yuma); 
George  D.  Reay,  M.D.  (Douglas);  Kenneth  Reichardt,  M.D. 
(Yuma);  Norman  A.  Ross,  M.D.  (Phoenix);  Stuart  Sanger, 
M.D.  (Tucson);  Milton  C.  F.  Semoff,  M.D.  (Tucson);  Charles 
S.  Smith,  M.D.  (Nogales'*;  Lorel  A.  Stapley,  M.D.  (PhoenLx); 
John  M.  Vivian,  M.D.  (Phoenix);  Lowell  C.  Wormley,  M.D. 
(Phoenix);  C.  E.  Yount.  Jr.,  M.D.  (Prescott). 

MEDICOLEGAL  COMMITTEE:  Jesse  D.  Hamer,  M.D.,  Chair- 
man (Phoenix);  Otto  L.  Bendheim,  M.D.  (Phoenix);  Ian 
M.  Chesser,  M.D.  (Tucson);  John  R.  Green,  M.D.  (Phoenix); 
Walter  T.  Hileman,  M.D.  (Tucson);  Robert  A.  McCulley, 
M.D.  (Phoenix). 

xNURSING  SERVICES.  JOINT  COMMITTEE  ON  IMPROVE- 
MENT OF.  Lucille  M.  Dagres,  M.D.,  Chairman  (Phoenix); 
Francis  J.  Bean,  M.D.  (Tucson);  Bertram  L.  Snyder,  M.D. 
(Phoenix). 

OSTEOPATHY  LIASION  COMMITTEE:  Reed  D.  Shupe,  M.D., 
Chairman  (Phoenix);  Sebastian  R.  Can’gha,  M.D.  (Phoenix); 
David  E.  Engle.  M.D.  (Tucson);  Millard  Jeffrey,  M.D. 
(Phoenix);  A.  I.  Podolsky,  M.D.  (Yuma). 
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POISONING  CONTROL,  AD  HOC  COMMITTEE  ON:  Virginia 
M.  Cobb,  M.D.,  Chairman  (Tucson);  Paul  B.  Jarrett,  M.D. 
(Phoenix);  Maurice  Rosenthal,  M.D.  (Phoenix);  Martin  S. 
Withers,  M.D.  (Tucson). 

PROFESSIONAL  LIABILITY  INSURANCE  INVESTIGATING 
GOMMITTEE;  Howard  G.  Lawrence,  M.D.,  Ghairman 
(Phoenix);  Ernest  A.  Bom,  M.D.  (Prescott);  Jesse  D.  Hamer, 
M.D.  (Phoenix);  Paul  B.  Jarrett,  M.D.  (Phoenix);  Stuart 
Sanger,  M.D.  (Tucson). 

PROFESSIONAL  LIASION  GOMMITTEE:  William  B.  Steen, 

M. D.,  Chairman  (Tucson);  Raymond  J.  Jennett,  M.D.  (Phoe- 
nix); Harold  W.  Kohl,  M.D.  (Tucson). 

SAFETY  COMMITTEE:  MacDonald  Wood,  M.D.,  Chairman 

(Mesa);  Donald  F.  DeMarse,  M.D.  (Holbrook);  Paul  B. 
Jarrett,  M.D.  (Phoenix);  Henry  P.  Limbacher,  M.D.  (Tucson). 
SCHOOL  HEALTH,  CO-ORDINATING  COMMITTEE  ON:  Mar- 
cus W.  Westervelt,  M.D.,  Chairman  (Tempe);  Jack  H.  Dem- 
low,  M.D.  (Tucson);  Noel  G.  Smith,  M.D.  (Phoenix);  Robert 

N.  Stratton,  M.D.  (Yuma). 

VETERANS  MEDICAL  AFFAIRS  LIASION  COMMITTEE: 
Hilary  D.  Ketcherside,  M.D.,  Chairman  (Phoenix);  John  L. 
Cogland,  M.D.  (Phoenix);  John  A.  Eisenbeiss,  M.D.  (Phoe- 
nix); Robert  E.  Hastings,  M.D.  (Tucson);  Walter  T.  Hile- 
man,  M.D.  (Tucson);  Frederick  J.  Lesemann,  M.D.  (Tucson); 
C.  Selby  Mills,  M.D.  (Phoenix);  John  F.  Stanley,  M.D. 
(Yuma). 

ADVISORY  COMMITTEE  TO  THE  WOMAN’S  AUXILIARY: 
Charles  S.  Powell,  M.D.,  Chairman  (Yuma);  Melvin  A. 
Phillips,  M.D.  (Prescott);  Donald  A.  Poison,  M.D.  (Phoenix); 
Harry  E.  Thompson,  M.D.  (Tucson). 


Woman's  Auxiliary 

OFFICERS  OF  THE  AUXILIARY  TO  THE  ARIZONA 
MEDICAL  ASSOCIATION  - 1958-58 

President  Mrs.  Charles  S.  Powell 

698— 9th  Ave.,  Yuma 

President  Elect  Mrs.  Melvin  W.  Phillips 

928  Flora  Street,  Prescott 

1st  Vice  President  Mrs.  Hiram  D.  Cochran 

2716  East  4th  Street,  Tucson 

2nd  Vice  President  Mrs.  Robert  A.  Stratton 

1916— 6th  Ave.,  Yuma 

Treasurer Mrs.  Ian  M.  Chesser 

2909  E.  Alta  Vista,  Tucson 

Recording  Secretary Mrs.  Clare  W.  Johnson 

305  E.  Tuckey  Lane,  Phoenix 

Corresponding  Secretary  Mrs.  Ralph  T.  Irwin 

728— 6th  Ave.,  Yuma 

Director  (1  year)  Mrs.  Oscar  W.  Thoeny 

721  Encanto  Drive,  S.  E.,  Phoenix 

Director  (1  year)  Mrs.  John  F.  Stanley 

201— 1st  Ave.,  Yuma 

Director  (2  years)  Mrs.  William  E.  Bishop 

605  S.  Third  Street,  Globe 


STATE  COMMITTEE  CHAIRMEN  - 1957-58 


Chaplain  Mrs.  James  Moore 

305  W.  Granada,  Phoenix 

Bulletin  Mrs.  William  E.  Bishop 

605  South  Third  Street,  Globe 

Civil  Defense  Mrs.  John  Kennedy 

814  East  Palmaire,  Phoenix 

Finance  Mrs.  John  F.  Stanley 

201— 1st  Ave.,  Yuma 

Historian  Mrs.  Brick  Starts 

3228  East  Fifth  Street,  Tucson 

Legislation  Mrs.  Paul  Causey 

2200  N.  Alvarado  Road,  Phoenix 

Today’s  Health  Mrs.  William  A.  Phillips 

633— 8th  Ave.,  Yuma 

Mental  Health  Mrs.  John  Eisenbeiss 

3121  North  17th  Ave.,  Phoenix 

Nominating  Mrs.  Roy  Hewitt 

130  Camino  Miramonte,  Tucson 

Recraitment  Mrs.  Arthur  V.  Dudley 

Rt.  6 Box  876,  Tucson 

Parliamentarian  Mrs.  George  Enfield 

335  West  Cambridge  Ave.,  Phoenix 


721  Encanto  Drive.,  S.  E.,  Phoenix 
Revisions  Mrs.  Jesse  Hamer 


1819  N.  11th  Ave.,  Phoenix 

Student  Nurse  Loan  Fund  Mrs.  Donald  Poison 

1817  Palmcroft  Dr.,  N.  W.,  Phoenix 

Medical  Education  Fund  Mrs.  H.  A.  Hough 

225  Yavapai  Drive,  Prescott 

Newsletter  Mrs.  John  T.  Clymer 

7040  N.  7th  Ave.,  Phoenix 

Publicity  Mrs.  Juan  E.  Fonseca 

Rt.  4,  Box  290,  Tucson 


COUNTY  PRESIDENTS  AND  OFFICERS  1957-58 
COCONINO  COUNTY 


President Mrs.  Jay  L.  Sitterley 

206  W.  Hunt,  Flagstaff 

Vice  President  Mrs.  Roy  Young 

Flagstaff 

Secretary  Mrs.  Herbert  Fredell 

Flagstaff 

Treasurer  Mrs.  Leo  Schnurr 

Sedona 


GILA  COUNTY 


President Mrs.  Albert  J.  Harris 

185  E.  Cedar  Street,  Globe 

Vice  President Mrs.  James  Hazel 

Box  928,  Hayden 

Secretary-Treasurer Mrs.  Robert  V.  Horan 

Box  1296,  Miami 
MARICOPA  COUNTY 

President  Mrs.  Lorel  A.  Stapley 

7029  N.  2nd  Drive,  Phoenix 

1st  Vice  President  Mrs.  Thomas  Rowley 

114  S.  Miller,  Mesa 

2nd  Vice  President  .Mrs.  Robert  B.  Leonard 

3041  N.  Evergreen,  Phoenix 

Recording  Secretary  Mrs.  Seymour  Silverman 

334  East  Medlock,  Phoenix 

Treasurer  Mrs.  Laddie  L.  Stolfa 
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NOTES  ON  THE  HISTORY  OF  CLINICAL  THERMOMETRY 

By  Hugh  H.  Smith,  M.D.,  M.P.H. 

Tucson,  Arizona 

(Continued  from  the  Sept.  ’57  issue,  Arizona  Medicine.) 
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OTHING  had  been  done  in  clinical  thermom- 
etry during  the  century  since  Sanctorius  until 
Boerhaave  made  some  sporadic  use  of  Fahren- 
heit’s thermometers  in  his  Leyden  clinic.  Her- 
mann Boerhaave  was  the  first  great  bedside 
teacher  of  clinical  medicine,  and  a man  of  wide 
culture.  His  genius  so  raised  the  fame  of  the 
University  of  Leyden,  especially  as  a school  of 
medicine,  that  it  attracted  outstanding  students 
from  all  parts  of  Europe.  Among  these  were 
Gerhard  van  Swieten  (1700-1772)  and  Anton  de 
Haen  (1704-1776),  founders  of  the  Old  Vienna 
School  of  Medicine.  Both  used  Fahrenheit’s 
thermometer,  but  de  Haen  seems  to  have  been 
far  more  impressed  by  the  usefulness  of  this 
new  tool.  In  his  15-volume  treatise  on  hospital 
therapeutics,  “Ratio  Medendi”,  which  appeared 
from  1758-1769,  are  scattered  numerous  obser- 
vations on  clinical  thermometry.  He  noted  among 
other  things : ( 1 ) the  morning  fall  and  evening 
rise  of  temperature  in  fever  patients;  (2)  the 
elevation  of  temperature  in  the  algid  stage  of 
chills;  and  (3)  the  therapeutic  indications  in 
temperature  changes  and  the  recognition  of  a 
return  to  normal  temperature  as  indicating  con- 
valescence ( 11 ). 

These  observations  exerted  no  influence  upon 


his  eontemporaries.  His  new  doctrines  were 
soon  forgotten.  It  is  left  for  us  to  recognize  the 
value  of  his  labors  and  to  see  how  far  he  was 
in  advance  of  his  age. 

The  long  delay  in  recognizing  the  value  of  the 
thermometer  in  clinical  medicine  is  explained 
by  the  mistaken  concepts  of  disease  that  pre- 
vailed. The  dogma  of  Innate  Heat  coming  from 
Aristotle  and  accepted  by  Galen  governed  the 
thinking  of  medical  men  until  well  into  the  17th 
century.  According  to  this  hypothesis,  the  heart 
is  the  heat  center  of  the  animal  system.  Respira- 
tion was  regarded  as  a cooling  process.  Even 
after  Harvey  discovered  the  circulation  of  the 
blood,  he  could  not  understand  why  the  blood 
should  have  to  flow  around  the  body  so  rapidly. 
The  aphorisms  of  Hippocrates,  the  dogmatisms 
of  Galen,  and  the  canons  of  Avicenna  formed 
the  basis  of  medical  teaching. 

Osier  (12)  sums  up  the  state  of  medicine 
shortly  after  the  first  introduction  of  the  ther- 
mometer into  clinical  use,  as  follows;  “The  mid- 
dle of  the  17th  century  saw  the  profession  thus 
far  on  its  way  — certain  objectives  features  of 
disease  were  known,  the  art  of  careful  observa- 
tion had  been  cultivated,  many  empirical  reme- 
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dies  had  been  discovered,  the  coarser  structure 
of  man’s  body  had  been  well  worked  out,  and 
a good  beginning  had  been  made  in  the  know- 
ledge of  how  the  machinery  worked  — nothing 
more.  What  disease  really  was,  where  it  was, 
how  it  was  caused,  had  not  even  begun  to  be 
discussed  intelligently.” 

The  growing  body  of  knowledge  in  physics 
and  chemistry  led  to  attempts  to  devise  systems 
of  medicine  based  on  these  new  concepts.  To 
quote  Osier  again,  “the  profession  was  literally 
ravaged  by  theories,  schools  and  systems,  iatro- 
mechanics,  iatrochemistry,  humoralism,  the  ani- 
mism of  Stahl,  the  vitalistic  doctrines  of  van 
Hehnont  and  his  followers.” 

According  to  the  chemists,  all  phenomena  of 
life,  both  in  health  and  disease,  could  be  ex- 
plained by  chemical  ferments  contained  in  fluids 
of  the  body.  In  their  thinking,  diseases  resulted 
from  acrid  alkalinity  or  acidity  of  the  humors, 
with  the  morbid  causes  simply  increasing  the 
alkalinity  or  acidity  in  various  ways.  Others  tried 
to  explain  life  and  disease  by  means  of  me- 
chanical theories.  Locomotion,  respiration  and 
digestion  (the  grinding  and  crushing  action  of 
the  stomach ) were  treated  as  purely  mechanical 
processes. 

In  Scotland,  George  Martine  of  St.  Andrews, 
educated  in  medicine  in  Edinburgh  and  Leyden, 
published  in  1740  a little  book  of  “Essays  Medi- 
cal and  Philosophical”(5).  Weir  Mitchell  de- 
scribes this  volume  as  “one  of  those  notable 
little  essays  which  ought  to  have  had  an  im- 
mense influence.”  These  essays  already  cited 
on  the  historical  side  of  thermometry,  show 
Martine  to  be  remarkably  ahead  of  his  time  in 
his  concepts  of  body  heat.  He  expresses  the  view 
that  heat  in  man  varies  in  degree  and  not  in 
kind.  The  doctrine  of  specific  heat,  which  held 
that  each  disease  had  its  own  kind  of  fever,  had 
a tremendous  hold  on  medical  minds.  In  ex- 
pressing such  advanced  views  on  the  nonspe- 
cificity of  heat,  Martine  paid  full  credit  to  a 
remarkable  Spanish  physician  of  the  early  I6th 
century,  Gomez  Pereira  (ca.  1500-?),  who  had 
shown  great  independence  of  spirit  in  combating 
all  forms  of  authoritarianism  and  placed  his  trust 
on  experience.  He  objected  strongly  to  accepting 
the  work  of  Galen  as  final  in  medicine  and 
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taught  that  fever  differs  not  in  kind  from  natural 
body  heat,  but  only  in  intensity. 

Martine  makes  fun  of  those  who  gravely  speak 
of  the  liver  burning  up  the  bile  and  of  the 
heart  burning  the  hand  of  those  who  touch  it 
like  a red-hot  poker,  or  of  the  stomach  boiling 
food  like  a kettle.  He  fortifies  his  conclusions 
with  many  observations  with  the  thermometer 
on  men  and  animals  and  shuns  “the  slippery 
and  enchanted  ground  of  unfounded  theory.” 
As  with  de  Haen,  this  looks  like  the  beginning 
of  a praetical  use  of  the  thermometer  in  medi- 
cine. The  germ  of  real  clinical  thermometry  is 
in  some  of  his  sentences.  But  again  it  falls  into 
disuse,  while  medicine  awaited  for  better  under- 
standing of  the  nature  of  disease. 

About  1750  Benjamin  Franklin  (1706-1790) 
wrote  that  althougli  temperature  of  the  air  was 
100°,  his  own  body  was  96°,  proving  to  him 
that  warm-blooded  animals  had  the  power  of 
maintaining  a fixed  temperature ( 13). 

A French  physician.  Dr.  Ballay,  began  in  1762 
to  measure  the  temperature  in  disease  with  a 
thermometer  by  determining  the  temperature  of 
freshly- voided  urine  (13). 

The  true  rate  of  advance  in  medicine  is, 
however,  not  to  be  measured  by  the  work  of 
single  men,  but  by  the  practical  capacity  of  the 
mass.  How  useful,  how  simple  it  seems  to  count 
the  pulse  and  respiration  or  to  put  a thermometer 
under  the  tongue,  and  yet  it  took  in  one  case 
a century,  and  in  another  far  more  before  “the 
mass  of  the  profession  learned  to  profit  by  the 
wisdom  of  the  few.”  There  is  a certain  sadness 
in  these  stories  of  the  failure  of  long-neglected 
inventions  or  discoveries  to  make  on  their  time 
any  permanent  impression  of  their  real  useful- 
ness. Weir  Mitchell  in  his  picturesque  language 
states,  “1  have  seen  how  strong  was  the  resur- 
rective  force  which  now  and  then  existed  in 
some  little  essay  long  neglected,  how  from  it, 
as  from  seed,  arose  in  after  years  a fresh  growth 
of  vitalizing  thought,  and  how  this  story  repeats 
itself  over  and  over,  until  at  last,  what  one  knew 
and  valued  becomes  the  riches  of  all.”(l) 

Steady  progress  in  all  branches  of  science,  es- 
pecially physiology  and  chemistry  and  finally 
pathology,  slowly  began  to  bring  sanity  into 
medical  practice.  One  of  the  men  most  respon- 


Arizona  Medicine 


Vol  14,  No.  10 


Arizona  Medicine 


571 


sible  for  bringing  a better  understanding  of 
disease  was  Giovanni  Battista  Morgagni  (1682- 
1771).  In  the  words  of  Osier,  “Into  this  meta- 
physical confusion  Morgagni  came  like  an  old 
Greek  with  his  clear  observation,  sensible  think- 
ing, and  ripe  scholarship.  Upon  this  solid  founda- 
tion the  morbid  anatomy  of  modern  clinical 
medicine  was  built.”  (12) 

Priestley  and  Lavoisier  brought  the  “pathetic 
search  for  oxygen”  to  its  triumphant  achievement 
in  1771.  Then  followed  the  publication  by 
Lavoisier  and  La  Place  ascribing  the  cause  of 
animal  heat  to  the  chemical  combination  of 
oxygen,  carbon  and  hydrogen  in  the  lungs.  Thus 
the  doctrine  of  innate  and  of  specific  heats  re- 
ceived their  death  blow  and  the  seat  of  warmth 
was  placed  in  the  lungs.  Gradually  the  phy- 
siology of  respiration  and  of  metabolism  became 
clearer  over  the  next  few  decades  as  exact  bio- 
chemical and  physiological  methods  were 
evolved  by  Liebig,  Rubner,  and  a host  of  others. 

Before  proceeding  to  the  climax  of  the  story, 
it  is  well  to  call  attention  to  a work  that  appeared 
at  the  close  of  the  18th  century  which  was  singu- 
larly free  from  mere  theories  and,  in  the  highest 
sense  of  the  term,  practical.  This  was  the  “Medi- 
cal Reports”  of  James  Gurrie  (1756-1805),  a 
noted  practitioner  of  Liverpool.  For  the  first 
time  since  de  Haen  and  Martine,  temperature 
observations  were  used  for  medical  purposes, 
especially  for  the  therapeutie  indieations  they 
afforded.  Gurrie  strongly  advocated  cold  baths 
in  the  treatment  of  fevers.  He  used  the  ther- 
mometer to  establish  carefully  the  time  of  ap- 
plying the  bath  and  to  regulate  its  duration.  In 
fact,  thermometry  pervades  the  whole  of  Gurrie’s 
practice.  He  discarded  the  language  of  theory 
and  speaks  with  the  elear  phraseology  of  a 
careful  experimenter.  His  writings  are  described 
by  Weir  Mitchell(l)  as  a work  of  absolute 
genius.  His  theories  are  so  far  ahead  of  his  times 
that  his  German  translator  points  them  out  as 
a “glaring  example  of  the  miserable  state  of 
medicine  in  England.” 

An  Englishman,  William  Arnold,  M.D.,  settled 
in  Jamaiea  in  1815,  and  in  1840  published  a book 
entitled  “A  Practical  Treatise  on  Bilious  Re- 
mittant  Fever,  Its  Gause  and  Effeets,  etc.,”  in 
which  he  gives  temperature  records  taken  in 
1824.  He  states  that  temperature  records  were 


taken  of  every  class  of  residents  in  health  and 
in  disease.  Dr.  Arnold  says,  “I  believe  there  is 
no  study  more  calculated  to  improve  the  healing 
art,  or  to  throw  more  light  on  the  nature  of 
febrile  diseases,  than  a minute  attention  to  the 
state  of  the  temperature  of  the  system. ”(13) 

The  next  great  impetus  to  clinical  medicine 
came  from  Erance.  The  aim  of  the  Paris  Sehool 
was  not  merely  to  discover  new  signs  of  dis- 
ease, but  to  correlate  them  with  the  bodily 
lesions  underlying  them  as  these  were  revealed 
at  autopsy  (14).  Thus  the  notion  of  speeific  dis- 
ease categories  was  born.  A period  of  great 
intellectual  activity  followed  upon  the  develop- 
ment of  this  new  approach,  and  no  greater  revo- 
lution in  medicine  has  ever  occurred  than  that 
which  marked  the  opening  quarter  of  the  19th 
century. 

In  1835,  two  Erench  research  men,  Antoine 
Becquerel  (1788-1878)  and  Gilbert  Breschet 
(1784-1845),  published  results  of  studies  on 
human  temperatures  obtained  by  means  of  a 
sensitive  thermo-electric  apparatus.  They  estab- 
lished that  the  mean  temperature  in  health  is 
37°  G.  or  98.6°  F.(15) 

During  this  time  of  towering  clinicians, 
Ghomel,  Bichat,  Broussais,  Louis  and  Laennec, 
attention  to  thermometry  was  sporadie,  but  as 
knowledge  of  disease  entities  became  more  pre- 
cise, its  value  was  more  apparent.  Gabriel  An- 
dral  (1797-1876),  one  of  the  leading  clinical 
teachers  of  his  times,  reeognized  about  1840 
the  value  of  the  thermometer  at  the  bedside, 
and  he  alone  since  the  time  of  Gurrie  perceived 
that  amid  all  the  apparent  uneertainty  of  the 
fluctuations  of  temperature  in  disease,  there 
was  a reign  of  law. 

Physiological  studies  multiplied  and  the  list 
of  investigators  contains  the  distinguished  names 
of  Flourens,  Magendie,  Helmholtz,  and  Donders. 
Prom  the  foremost  chemistry  laboratory  of  the 
time,  Justus  von  Liebig  (1803-1873)  taught  that 
the  heat  of  the  body  is  the  result  of  the  processes 
of  combustion  and  oxidation  performed  within 
the  organism.  “The  foundations  laid  by  Lavoisier 
received  from  Liebig  an  extended  and  well-pro- 
portioned superstrueture.”  ( 16 ) 

Zimmerman,  a military  surgeon  in  Hamm,  is 
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accorded  credit  for  having  duly  estimated  the 
\'ahie  of  thennometry  at  a time  when  it  was 
generally  neglected.  He  published  papers  of 
value  over  a period  of  years  ( 16 ) . It  was  not 
until  papers  by  Ludwig  Traube  (1818-1876)  and 
Friedrich  von  Barensprung  reporting  their  ex- 
tensive observations  were  jDublished  in  1850  and 
1851  respectively  that  real  attention  began  to 
be  paid  to  the  possibilities  of  the  thermometer 
as  a diagnostic  aid  (16);  but  it  was  left  for 
Traube’s  pupil,  Carl  Wunderlich  (1815-1877) 
professor  of  medicine  at  Leipsig,  “not  only  to 
establish  this  branch  of  investigation  for  the  first 
time  upon  a deep  and  lasting  basis,  but  also  to 
build  up  a very  great  part  of  the  edifice,  and 
to  point  out  with  clearness  the  directions  in 
which  future  labor  must  be  applied.”  ( 18) 

Beginning  the  use  of  the  thermometer  in  his 
clinic  and  private  practice  at  the  mid-point  of 
the  century,  Wunderlich  carried  out  millions 
of  temperature  determinations  on  thousands  of 
patients  over  a period  of  some  16  years 
before  the  writing  of  his  book,  a permanent 
medical  classic.  “The  Course  of  the  Temperature 
in  Diseases;  A Guide  to  Clinical  Thermometry” 
appeared  in  1868  and  since  that  time  the  use  of 
the  thermometer  in  medicine  has  been  firmly 
established.  Wunderlich  stated  his  purpose  clear- 
ly: “Conviction  of  the  immeasurable  and  here- 
tofore unanticipated  practical  value  of  ther- 
mometry became  immovably  fixed  in  my  mind, 
and  it  became  the  object  of  my  endeavors  to 
awaken  and  establish  this  conviction  in  the 
minds  of  others.” 

For  his  studies,  Wunderlich  used  a mercury 
thermometer  with  a Centigrade  scale.  The  axilla 
was  the  universal  place  of  application  of  the 
instrument,  the  closed  fist  being  regarded  as 
unreliable  as  an  indication  of  body  temperature, 
the  mouth  also  due  to  currents  of  air,  and  the 
rectum  and  vagina  were  considered  “indecent.” 
From  six  to  10  minutes  were  allowed  for  each 
temperature  observation. 

Wunderlich  established  certain  principles 
which  are  the  basis  of  clinical  thermometry  ( 16). 

( 1 )  The  consistency  of  temperature  in  healthy 
persons,  with  one  degree  centigrade  regarded 
as  the  average  diurnal  variation,  the  lowest  point 
in  the  diurnal  range  coming  in  the  early  morn- 
ing, and  the  high  point  in  the  evening. 


(2)  The  variability  of  temperature  in  disease 
is  according  to  fixed  laws,  and  is  determined 
by  the  nature,  and  degree  of  the  disease  or 
upon  the  increase  or  diminution  in  the  degree. 

(3)  The  importance  of  continuous  24-hour 
temperature  records  of  each  patient  based  on 
several  observations  each  day. 

Fielding  H.  Garrison  states,  “Wunderlich 
found  fever  a disease  and  left  it  a symptom.”  ( 17) 

For  the  general  acceptance  of  clinical  ther- 
mometry by  the  medical  profession,  two  tasks 
remained:  (1)  diffusing  of  knowledge  of  the 
new  method,  and  (2)  the  development  of  a 
more  convenient  and  accurate  instrument.  In 
the  medical  journals  paper  after  paper  followed 
the  publication  of  Wunderlich’s  book.  In  Britain, 
Sir  William  Aitken  (1825-1892)  in  his  popular 
“Handbook  of  the  Science  and  Practice  of  Medi- 
cine” gave  strong  support  to  the  regular  use  of 
the  thermometer.  Sir  Thomas  Clifford  Allbutt 
(1836-1925)  exerted  perhaps  an  even  greater 
influence.  He  is  credited  with  designing  and 
introducing  around  1866  a convenient  pocket- 
sized  thermometer  to  replace  the  long,  cumber- 
some ones  in  use  up  to  that  time.  Allbutt  wrote 
about  thermometry,  as  well  as  practiced  it  on 
his  patients  ( 18). 

The  profession,  conservative  as  always,  moved 
slowly,  and  one  finds  Sir  Samuel  Wilks  ( 1824- 
1911)  saying  in  his  “Biographical  Reminiscences” 
(19),  “In  1870,  I requested  the  Superintendent 
of  Guy’s  Hospital  to  procure  a clinical  ther- 
mometer. It  was  nearly  a foot  long  and  was  such 
a novelty  that  it  was  taken  to  the  meeting  of 
the  British  Medical  Association  for  exhibition, 
where  members  regarded  it  with  much  curiosity 
and  interest,  although  I am  sorry  to  say,  one 
or  two  with  ridicule.” 

In  America,  little  was  done  to  promote  the 
use  of  the  clinical  thermometer  before  Wunder- 
lich’s time.  Benjamin  Franklin  conducted  a series 
of  experiments  on  himself  in  regard  to  the  effect 
of  hot  and  cold  water  on  the  body  heat.  James 
Currie  says  of  him,  “The  authority  of  the  Ameri- 
can Bacon  is  of  great  weight  in  every  branch 
of  science  he  touches  and  particularly  in  respect 
to  immersion  in  water,  for  doubtless  he  spent 
more  time  in  that  element  than  did  any  philo- 
sopher of  modern  days.”  (20) 
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William  Beaumont  (1785-1853),  our  “back- 
woods  physiologist,”  made  many  observations 
of  the  temperature  of  the  interior  of  Alex  St. 
Martin’s  stomach.  These  were  probably  prompt- 
ed to  some  extent  at  least  by  the  old  theory 
that  the  stomach  is  the  seat  of  the  heat  of  the 
body.  Beaumont  says  ( 13 ) : “I  introduced  the 
tube  of  the  thermometer  (Fahrenheit)  through 
the  perforation  into  the  stomach  — in  15  minutes 
the  mercury  rose  to  100°  and  remained  station- 
ary. This  I determined  by  marking  the  height 
of  the  mercury  on  the  glass  with  ink,  and  after 
withdrawing  it,  placed  it  on  a graduated  scale.” 

Prior  to  the  War  Between  the  States,  nearly 
all  productive  use  of  thermometry  was  made  in 
the  South.  In  New  Orleans,  an  eminent  phy- 
siological and  clinical  investigator.  Dr.  Bennet 
Dowler  (1797-1879),  as  early  as  1840  began 
studies  on  the  hyperpyrexia  of  sunstroke.  He  was 
also  especially  interested  in  the  rise  of  body 
temperature  immediately  after  death  and  spent 
hours  in  the  morgue  making  observations  on 
“postmortem  fever.”  His  literary  style  is  engag- 
ing, as  when  he  speaks  of  himself  pursuing 
“dismal  researches  on  the  frontiers  of  death, 
silent,  alone,  sitting  for  hours  on  a coffin  among 
dead  bodies  — a pursuit  that  honest  Charon, 
ferryman  to  the  ghosts  on  the  River  Styx,  would 
scarcely  undertake.”  ( 21 ) 

Dr.  Samuel  L.  Metcalfe  (1798-1856),  graduate 
of  Transylvania  University  in  Kentucky,  wrote  a 
two-volume  treatise  published  in  London  in  1843 
on  “Caloric:  Its  Agencies  in  the  Phenomena  of 
Nature,”  discussing  critically  contemporary  doc- 
trines of  animal  heat. 

During  the  50s,  another  Southerner,  Dr. 
Joseph  Jones  (1833-1896),  also  of  New  Orleans, 
began  studying  animal  heat  by  means  of  the 
thermometer.  He  also  made  use  of  the  same 
instrument  in  his  clinical  work.  During  the  Civil 
War  he  employed  clinical  thermometry  frequent- 
ly and  consistently  in  the  hospitals  of  the  Con- 
federates. He  was  ordered  by  the  Surgeon  Gen- 
eral of  the  C.  S.  A.  to  make  a detailed  study 
of  the  fevers  that  existed  in  the  military  hos- 
pitals. These  studies  were  continued  after  the 
war  in  New  Orleans  and  were  published  in 
1875(22). 

Dr.  John  Shaw  Billings  (1838-1913),  a dis- 


tinguished Army  surgeon  of  the  North,  has 
written,  “When  I entered  the  Army  at  the 
beginning  of  the  Civil  War,  I had  two  instru- 
ments which  the  other  surgeons  did  not  pos- 
sess: (1)  a set  of  clinical  thermometers,  and  (2) 
a hypodermic  syringe.  The  syringe  was  in  con- 
stant demand.  The  therrnometers  were  trouble- 
some and  little  used”.  ( 17 ) 

In  New  York,  Dr.  Austin  Flint  (1812-1886) 
introduced  thermometry  into  hospital  routine 
in  1865(23).  He  employed  the  charts  designed 
by  Dr.  J.  M.  Da  Costa  of  Philadelphia  ( 1833- 
1900),  correlating  the  three  vital  signs;  i.  e., 
respiration,  pulse  rate,  and  temperature  curve. 

Perhaps  the  most  important  influence  in  edu- 
cating both  the  medical  profession  and  the  pub- 
lic in  the  value  of  thermometry  was  an  emigre 
French  psychiatrist,  Edouard  Seguin  (1812- 
1880).  Seguin  took  up  the  cause  with  zeal  and 
wrote  article  after  article.  In  1873,  appeared 
his  treatise  “A  Manual  of  Thermometry  for 
Mothers,  Nurses,  Hospitalers,  etc.,  and  All 
Those  who  have  Charge  of  the  Sick  and  the 
Young.”  He  pleaded  with  his  colleagues  thus, 
“With  Mothers,  I think  it  is  our  duty  to  teach 
everyone  of  them  who  can  be  taught,  not  only  the 
use,  but  the  philosophy  of  prophylactic  thermom- 
etry; by  which  they  would  be  rendered  compet- 
ent to  foresee,  and  often  ward  off  the  perils  that 
the  thermometer  predicts,  always  several  hours  in 
advance,  as  the  barometer  does  a storm.  Then 
let  the  hour  of  family  trials  eome,  or  contagious 
disease  invade  the  home;  and  by  your  side  you 
have  the  faithful  woman.  Neighbors  and  quacks 
proffer  in  vain  their  nostrums,  she  stands  by 
her  thermometer  knowing  that  a calm  record 
of  a day’s  fever  brings  more  hope  than  does 
a disheveled  therapeusis.”  Seguin’s  next  book, 
“Medical  Thermometry  and  Human  Tempera- 
ture,” appeared  in  1876  and  was  perhaps  the 
most  important  faetor  in  diffusing  information 
on  the  subject  in  this  country. 

Equal  in  importance  to  the  wide-spread  under- 
standing of  the  value  of  thermometry  in  medi- 
cine was  the  development  of  a convenient  and 
reliable  instrument.  The  thermometers  used  dur- 
ing most  of  the  18th  and  early  19th  centuries 
for  occasional  observations  on  humans  were 
generally  of  the  meteorological  type.  John 
Hunter  (1728-1793)  is  said  to  have  had  several 
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small  mercurial  thermometers  produced  around 
1766  for  his  experiments  on  the  body  heat  of 
animals  ( 13 ) . 

During  the  latter  part  of  the  18th  century, 
a number  of  maximum  and  minimum,  or  regis- 
tering, thermometers  were  devised.  Lord  Charles 
Cavendish  produced  an  ingenious  but  compli- 
cated instrument  in  1757.  James  Six  proposed 
a more  dependable  type  of  design  around  1782. 
His  instrument  had  small  movable  indices  oper- 
ated by  the  rise  or  the  fall  of  the  surface  of  the 
thermometric  liquid.  For  resetting  a small  mag- 
net was  used  to  draw  the  metal  indices  back 
down  to  the  surface  of  the  mercury.  A still 
simpler  instrument,  working  on  the  same  prin- 
ciple but  constructed  in  two  separate  parts,  was 
described  in  1790  by  Daniel  Rutherford,  pro- 
fessor of  medicine  and  botany  at  Edinburgh  Uni- 
versity. He,  however,  attributes  the  actual  inven- 
tion to  one  John  Rutherford,  M.D.  These  ther- 
mometers were  intended  mostly  for  meterological 
observations,  so  will  not  be  described  in  any 
detail.  ( 10 ) 

Another  type  of  maximum  thermometer  was 
produced  by  Phillips  and  independenth’  by 
Francisco  Walferdin  (1795-1880),  a French 
physicist,  about  1836.  This  instrument  was  used 
horizontally.  A portion  of  the  mercury  column 
was  separated  from  the  rest  by  a minute  air 
bubble.  As  the  temperature  rises,  the  detached 
portion  of  the  column  is  pushed  forward,  but 
does  not  retreat  when  the  temperature  falls  (24). 
Early  clinical  thermometers  used  this  principle 
in  their  design. 

Negretti  and  Zambia  devised  the  type  of  maxi- 
mum thermometer  now  usually  employed  for 
clinical  work.  Their  instrument  had  a constric- 
tion in  the  tube  near  the  bulb,  past  which  the 
mercury  easily  expands,  but  cannot  return  when 
the  temperature  falls,  since  the  column  breaks 
at  the  narrowed  fioint  when  the  fluid  begins  to 
contract  (24). 

About  1860  the  Germans  began  producing 
clinical  thermometers  with  a printed  scale  in- 
serted between  two  glass  tubes.  These  were  ap- 
parently inconveniently  long  and  were  used 
mostly  for  axillary  readings.  Dr.  P.  C-E.  Potain 
(1825-1900)  of  Paris,  described  a thermometer 
on  which  the  graduations  were  etched  by  hydro- 


fluoric acid.  It  was  made  by  Alvergnat  Rrothers 
for  Potain  and  named  after  him  ( 13 ) . At  about 
this  same  time  the  production  of  clinical  ther- 
mometers was  begun  in  London  (25). 

For  a time  adoption  of  the  thermometer  for 
clinical  use  in  America  was  slow  due  to  the 
e.xpense  and  scarcity  of  the  instruments.  Accord- 
ing to  Seguin  not  more  than  50  per  year 
were  imported  around  1867.  These  came  from 
London  at  a cost  of  $3-$4  each.  The  manufacture 
of  clinical  thermometers  in  this  country  probably 
began  in  the  1870s  in  New  York.  The  earlier 
thermometers  were  made  of  round,  non-magni- 
fying glass.  Patents  covering  the  use  of  magni- 
fying glass  were  issued  about  1880.  These  early 
American  thermometers  employed  the  Phillips- 
Walferdin  principle  of  placing  a small  bubble 
of  air  in  the  mercury  column. 

Today  clinical  thermometry  is  universally  re- 
cognized as  the  very  basis  of  modern  medical 
practice.  Millions  of  thermometers  are  produced 
annually  and  sell  for  comparatively  low  prices. 
Their  manufacture  is  a tedious  process  requiring 
a total  of  70  different  operations.  The  self-regis- 
tering device  now  usually  depends  upon  a con- 
striction or  contraction  at  the  base  of  the  tube  % 
of  an  inch  above  the  bulb  produced  by  a highly- 
skilled  glass  blower  with  a finely  pointed  flame. 
The  slightest  deviation  from  the  perfect  contrac- 
tion results  in  a “retreater”  if  the  bore  is  not 
closed  enough,  or  a “hard  shaker”  if  it  is  closed 
too  much.  The  Lh  S.  Rureau  of  Standards  has 
set  up  regulations  that  have  been  accepted  by 
the  manufacturers  to  govern  the  production  and 
certification  of  clinical  thermometers.  The  better 
grade  of  these  instruments  is  each  accompanied 
by  a certificate  bearing  its  individual  number 
stating  that  this  particular  thermometer  has  been 
tested  and  found  acceptable  in  accordance  with 
government  standards. 

Unfortunately,  most  clinical  thermometers 
used  in  Great  Britain  and  the  U.S.A.  still  bear 
the  Fahrenheit  scale.  In  this  connection,  it  is 
interesting  to  read  the  words  of  Sir  Clifford  All- 
butt written  some  90  years  ago:  “It  is  a matter 
of  regret  that  these  instruments  are  all  made 
on  the  Fahrenheit  scale.  It  is  an  inconvenient 
seale  in  itself,  and  it  has  the  additional  dis- 
advantage of  making  English  and  foreign  ob- 
servers mutually  unintelligible.  There  really  is 
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no  excuse  for  its  retention,  as  no  human  being 
supposes  it  to  have  any  merit  of  its  own.  The 
new  scale  (Centigrade)  is  very  easy  to  learn, 
and  the  change  would  not  unsettle  the  mind  of 
the  nation,  as  the  use  of  thermometers  is  con- 
fined to  a minority  of  competent  persons.” ( 18) 

Thus  the  story  of  clinical  thermometry  is 


brought  up  to  the  modern  era.  The  medical  pro- 
fession today  is  so  accustomed  to  accepting  the 
great  utility  of  this  indispensable  tool  that  it 
is  almost  incomprehensible  that  its  use  by  phy- 
sicians in  studying  their  patients  was  so  long 
delayed.  One  is  indeed  impressed  by  the  truth 
of  the  saying  that  the  success  of  a discovery 
depends  upon  the  time  of  its  appearance. 
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THE  TREATMENT  OF  SCORPION  STING 

Herbert  L.  Stahnke,  Ph.D. 

“ and  Joyce  Stahnke,  R.N. 

Tempe,  Arizona 


S CORPION  sting  accidents  are  of  relatively 
common  occurrence  in  Arizona.  ( Stahnke  1950 ) . 
Therefore,  we  feel  that  additional  data  regard- 
ing the  overall  problem  of  treating  the  victims 
should  be  of  some  service.  The  statistics  herein 
presented  have  been  obtained  from  235  clinical 
reports  sent  in  by  Arizona  physicians  following 
the  use  of  the  antivenin  manufactured  and  dis- 
tributed by  the  Poisonous  Animals  Research 
Laboratory  of  Arizona  State  College,  Tempe, 
Arizona  under  an  appropriation  of  the  Arizona 
state  legislature.  It  is,  therefore,  issued  gratis 
and  distributed  through  certain  depots  as  indi- 
cated in  Table  1.  We  would  like  to  emphasize 
that  the  antivenin  is  distributed  free  of  charge 
and  no  physician  or  patient  should  be  charged 
for  the  product.  Each  therapeutic  dose  is  ac- 
companied by  descriptive  literature  and  a clin- 
ical report  blank.  Upon  the  filling  in  and  return- 
ing of  the  latter  to  the  Poisonous  Animals  Re- 
search Laboratory  a replacement  for  the  used 
vial  of  antivenin  is  sent. 

Every  town  or  community  that  requests  anti- 
venin establishes  one  or  more  points  of  distri- 
bution depending  on  the  size  of  the  population. 
Using  this  depot  system  prevents  an  undue 
amount  of  the  antivenin  being  idle  in  the  phy- 
sician s office  and  possibly  becoming  out-dated, 
but  still  making  the  product  readily  available. 

Tables  2 through  6 contain  some  interesting 
data.  The  age  group  that  most  frequently  falls 
victim  to  the  scorpion’s  sting  is  1-5  years.  As 
children  grow  beyond  “ground  level’’  stage,  scor- 
pion sting  accidents  decrease.  Ironically,  66  per 
cent  of  the  cases  are  in  the  age  group  from 
0 to  15  years,  the  ages  during  which  scorpion 
sting  is  potentially  fatal  to  individuals  of  normal 
health.  This  corresponds  closely  with  the  weights 
shown  in  Table  3 in  which  63.5  per  cent  of  the 
cases  are  100  pounds  or  less. 

It  is  commonly  held  that  members  of  the 
minority  races,  because  of  supposedly  more 
squalid  living  conditions,  are  victims  more  often 
of  scorpion  sting  than  the  so-called  “white”  race. 
Table  5 shows  63  per  cent  of  the  patients  were 


of  tlie  white  race.  It  might  be  argued  that  this 
was  because  the  members  of  the  minority  race 
could  not  afford  medical  attention  and  simply 
“sweat-out”  the  e.xperience.  To  some  e.xtent  this 
might  be  true  but  the  white  race  is  not  without 
its  quota  of  low-income  members.  Observation 
would  lead  one  to  believe  that  the  more  abun- 
dant experiences  in  tropical  and  sub-tropical 
habitats  may  have  taught  the  minority  races  a 
greater  degree  of  caution  and  alertness. 

Out  of  the  235  clinical  reports,  216  vials  of 
antivenin  were  actually  injected.  The  other  19 
were  not  used  because  of  accidental  breakage, 
or  the  patient  succumbed  before  the  antivenin 
could  be  given,  etc.  I.M.  injections  were  given 
in  198  cases,  I.V.  in  five  and  S.C.  in  one.  Serum 
reaction  of  patients  proved  to  be  unusual.  Out 
of  200  reports  in  which  this  information  was 
given,  194  showed  no  reaction  whatsoever  and 
six  gave  a mild  reaction  to  the  skin  test.  Indi- 
cations of  hypersensitivity  reported  for  these  six 


1 Distribution  of  serum  depots  and  home  addresses 
of  people  stung  by  scorpions,  "o"  . depots; 

I patients. 


“Director,  Poisonous  Animals  Research  Laboratory,  Arizona  State 
College,  Tempe,  Arizona. 
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TABLE  I 

Serum  Depot  Localities 

Ajo  

Avondale  

Bagdad  

Benson  

Bisbee 

Bowie  

Buckeye  

Casa  Grande  

Chandler  

Coolidge  

Cottonwood  

Douglas  

El  Mirage 

Florence  

Fort  Huachuca 

Gila  Bend 

Gilbert  

Glendale  

Globe  

Hayden 

Kearns  Canyon  

Kingman 

Litchfield  Naval  St 

Luke  AFB  

Mesa  

Miami  

Morenci  

Parker 

Payson  

Peoria  

Pima  

Phoenix 

Prescott  

Sacaton 

Safford  

San  Carlos  

San  Manuel  

Scottsdale  

Sedona  

Sells  

Stanfield 

Superior  

Tempo  

Tiger  

Tolleson  

Tombstone  

Tucson  

Wellton  

White  River 

Williams  AFB  

Willcox  

Winslow  

Yuma  


No.  of 
Reports 
. . . 3 
. . . 0 
. . . 3 
...  4 
...  Q 
. . . 0 
...  2 
...  0 


1 

0 

0 

0 


0 

3 

3 

17 

9 

0 

0 

0 

2 

2 

3 

11 

0 

33 

1 

0 

3 
80 

0 

4 
9 
0 
0 
2 
7 
0 
1 

5 
12 

0 
0 
2 
' 3 
, 0 
, 4 
. 0 
, 0 
. 0 


TABLE  2 


Ages  of  Scorpion  Sting  Patients 


Age 

No. 

Percent 

0-11  mos 

10 

4.4 

1-5  yrs 

90 

40.0 

6-10  yrs 

32 

14.0 

11-15  yrs 

17 

8.0 

16-20  yrs 

7 

3.0 

21-25  yrs 

8 

3.6 

26-30  yrs 

10 

4.4 

31-35  yrs 

13 

5.8 

36-40  yrs 

7 

3.0 

41-45  yrs 

9 

4.0 

46-50  yrs 

4 

1.8 

51-55  yrs 

6 

2.7 

56-60  yrs 

3 

1.3 

61-65  yrs 

5 

2.2 

66-70  yrs 

0 

0.0 

71-75  yrs 

4 

1.8 

225 

100.0 

TABLE  3 


Weight  of  Scorpion  Sting  Patients 


Lbs. 

No. 

Percent 

0-20  

8 

4.1 

21-40  

67 

34.0 

41-60  

30 

15.2 

61-80  

9 

4.6 

81-100  

11 

5.6 

101-120  

12 

6.1 

121-140  

19 

9.6 

141-160  

23 

11.7 

161-180  

11 

5.6 

181-200  

6 

3.0 

201  plus 

1 

0.5 

197 

100.0 

TABLE  4 

Male  125  57 

Female  96  43 


TABLE  5 
Race 


White  137 

Colored  13 

Spanish  35 

Indian  32 

Japanese  1 


% 

63 

6 

16 

14.6 


TABLE  6 

Home  Address  of  Patient 


ARIZONA  No. 

Ajo  3 

Arlington  1 

Ashurst  1 

Bagdad  1 

Benson  2 

Buckeye  2 

Central  Heights  1 

Chandler 2 

Coolidge  4 

Cork  2 

Flagstaff  1 

Florence  Junction  ....  1 

Fort  Thomas 1 

Gila  Bend 2 

Gilbert 4 

Glenbar 1 

Glendale  11 

Globe  7 

Goodyear  1 

Laveen  7 

Lehi  Reservation  ....  1 

Litchfield  Park 1 

Little  Acres  1 

Luke  AFB 1 

Marionette  1 

Mesa  2 

Miami  7 

Norwalk  1 

Parker  20 

Peoria  2 

Pima  5 

Phoenix  51 

Sacaton  1 

Safford  1 


Saint  David  1 

Salt  River  Reservation  2 

San  Garlos 1 

San  Jose  1 

Scottsdale  5 

Sedona  6 

Stanfield  1 

Stanton  1 

Superior  4 

Tempe 8 

Tolleson  4 

Tucson  3 

Vail  1 

White  River 3 

Winslow  1 

Yuma 1 

CALIFORNIA 

Los  Angeles  1 

Bell  . 1 

Earp  1 

El  Monte  1 

Maywood  1 

Parker  Dam  2 

Puente 1 

Rivera  1 

Wilmington 1 

INDIANA 

Elwood  1 

PENNSYLVANIA 
Pittsburgh  1 

MEXICO 

Rocky  Point  1 
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SUPPORTING  THERAPEUTIC  AGENTS  USED 
I.  More  than  one  supporting  therapeutic  agent: 


1. 

Adrenal  cortex 
Adrenalin  (1-1000  sol.) 
Caffine  Sodium  Benzoate 

Dosage  Age 

? 5 yrs. 

1 cc 
486  mg 

Weight 

lbs. 

50 

Remarks 

Died:  Antivenin  not  given. 

2. 

Alinatc  elix. 

Phenobarbital 

Nembutal 

65  mg  14  mos. 

65  mg 
34.4 

22 

3. 

Clilortrimeton 

Cortisone 

Na  Phenobarbital 

Pentothal 

ACTH 

.50  mg  5 yrs. 

3 mg 
487.5  mg 
125  mg 
20  units 

40 

Also  stung  by  red  ant. 

4. 

Avertin 
Na  Luminal 
Na  Amytal 

2 cc  ? 

130  mg 
65  mg 

35 

5. 

Codeine 

Demerol 

Plienaphen  No.  2 
Nembutal 

32.4  mg  21  yrs. 

50  mg 
1 cap 
195  mg 

1.30 

Antivenin  reported  a§ 
ineffective. 

6. 

Seconal 

97.4  mg.)  60  yrs. 

200 

Axotal 

Tab  ii)  40  yrs. 

175 

7. 

Na  Luminal 
Demerol 

130  mg  10  mos. 

50  mg 

24 

Died:  Serum  given  minutes 
before. 

8. 

Na  Luminal 
Demerol 

130  mg  9 yrs. 

25  mg 

70 

Severe  pain  and  convulsions. 

9. 

Na  Luminal 
Demerol 

162.4  mg  10  mos. 

20  mg 

22 

Severe  convulsions. 

10. 

Luminal 

Benadryl 

130  mg  11  yrs. 

50  mg 

65 

11. 

Avertin 

Phenobarbital 

1.2  cc  4 yrs. 

32.4  mg 

26 

12. 

Phenobarbital 
Ca  gluconate  10% 

•32.4  mg  4 yrs. 

8 cc 

35 

13. 

Na  Phenobarbital 
Benadryl 

195  mg  4 yrs. 

? 

? 

II.  One  supporting  therapeutic  agent. 

Dosage  Range 

No.  of 
Patients 

Remarks 

1. 

Amytal  or  Amobarbital 

1.30  to  300  mg 

3 

2. 

Aspirin 

? 

1 

3. 

Avertin  or  Tribromoethanol 

2 cc 

2 

4. 

Benadryl 

30  - 60  mg 

8 

5. 

Bufferin 

? 

1 

6. 

Calcium  gluconate  (10%  sol.) 

? 

1 

7. 

Chloral  Hydrate 

487.4  mg 

1 

Not  stung  by  lethal  sconoion. 

8. 

Chlortrimeton 

30  mg 

2 

9. 

Codeine 

16.2  mg 

1 

lO. 

Demerol 

20  - 100  mg 

5 

All  had  severe  symptoms. 

11. 

Dilantin 

97.  4 mg 

1 

12. 

Morphine  Sulfate 

11.0  mg 

1 

Used  5 hrs.  after  antivenin. 

13. 

Nembutal 

32.4  to  292.4  mg 

2.5 

i4. 

i entothal  Sodium 

780  mg 

1 

iO. 

1 lienobarbital  (Luminal) 

16.2  mg  to  6.50.0  mg 

24 

i6. 

Phenobarbital.  Elixir 

1 dram 

4 

i7. 

Seconal  Na  (or  Secobarbital) 

48.6  mg  to  250  mg 

10 

i8. 

Sodium  Bartisol 

32.4  mg 

1 

i9. 

Na  Phenobarbital  (Na  Luminal) 

32.4  mg  to  97.5.0  mg 

74 

20. 

Thorazine 

25  mg 

1 

i 
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For  the  family  physician  acting  in  an  advisory  might  prove  helpful.  This  data,  considerably  con- 
capacity  to  newcomers  to  the  state,  the  manner  densed  is  given  below: 
in  which  these  patients  were  actually  stung 


Age 

(mos.) 

Sex 

Time 

Part  of  body  & circumstances  when  stung. 

3 

m 

2 a.m. 

■ Leg  while  asleep  in  crib. 

9 

f 

2 p.m. 

Abdomen  while  lying  in  bed. 

10 

m 

8 p.m. 

Top  of  hand  while  lying  on  floor. 

11 

m 

6 p.m. 

Hand  while  playing  on  floor 

12 

f 

9 p.m. 

Sole  of  foot.  Scorpion  was  in  shoe. 

ITl 

6 p.m. 

Thumb.  Reached  for  pan  in  kitchen  cabinet;  scorpion  in  pan. 

14 

f 

11  p.m. 

Hand.  While  sleeping  on  floor  with  mother. 

15 

f 

8 p.m. 

Chest  and  abdomen.  While  playing  on  floor. 

16 

f 

10  a.m. 

Hand,  reached  for  doll;  scorpion  under  doll’s  clothes. 

m 

10  p.m. 

Foot.  Scorpion  fell  off  ceiling  into  bed. 

18 

f 

2 a.m. 

Leg.  Sleeping  on  floor  of  jail  with  mother. 

20 

m 

9 a.m. 

Finger.  Lifted  board  in  yard. 

21 

m 

2 p.m. 

Hand.  Picked  up  damp  cloth. 

23 

(years) 

2 

m 

9 p.m. 

Foot.  While  walking  on  sidewalk. 

m 

8 a.m. 

Shoulder  and  lower  back.  Stung  while  at  play. 

ni 

1 p.m. 

Thumb.  Picked  up  sprinkler;  scorpion  in  sprinkler. 

m 

.5  p.m. 

Thigh.  While  dressing;  scorpion  in  clothes. 

3 

m 

1 a.m. 

Thigh.  Scorpion  crawled  on  him  while  sitting  in  chair. 

f 

9 a.m. 

Abdomen.  While  dressing. 

3 

f 

8 p.m. 

Foot.  Playing  in  rock  pile. 

m 

9 p.m. 

Finger.  While  lying  on  rug  watching  TV. 

m 

11  p.m. 

Hand.  Reached  up  on  top  of  dresser  for  toy. 

4 

m 

8 a.m. 

Leg.  Scorpion  crawled  on  leg  while  eating  breakfast. 

4 

m 

11  a.m. 

Chest.  Playing  in  garage;  scorpion  under  board. 

m 

6 p.m. 

Hand.  While  picking  bark  off  tree;  scorpion  was  in  crevice. 

f 

11  p.m. 

Finger.  While  opening  box  of  old  clothes. 

5 

f 

9 a.m. 

Finger.  While  pla)dng  in  sand. 

f 

6 p.m. 

Finger.  Playing  in  grass. 

ni 

10  p.m. 

Wrist.  Playing  around  rocks  in  desert. 

6 

m 

11  a.m. 

Finger.  Crawled  under  bed  and  was  stung. 

m 

2 p.m. 

Hand.  On  school  grounds;  scorpion  hiding  in  dust  rag. 

7 

f 

8 p.m. 

Back.  Scorpion  in  clothing. 

8 

f 

3 p.m. 

Foot.  Scorpion  on  towel  while  helping  wash  dishes;  mother  saw  it  and 
tried  to  brush  it  off;  landed  on  foot  of  patient. 

9 

m 

8 a.m. 

Hip  and  thigh.  Scorpion  in  trousers. 

f 

11  a.m. 

Shoulder.  In  sleeve  of  coat. 

10 

f 

9 p.m. 

Foot.  Walking  barefoot  in  house. 

11 

m 

10  a.m. 

Hand.  Stung  finger  as  scorpion  was  brushed  from  trousers. 

12 

m 

10  a.m. 

Thumb.  Playing  with  calf  skin. 

f 

7 p.m. 

Finger.  Reached  into  floor  drain. 

13 

m 

11  p.m. 

Finger.  Sat  on  rock  in  South  Mountain  Park. 
Thumb.  Picked  up  newspaper. 

14 

f 

noon 

Hand.  Picked  up  piece  of  Kleenex. 

15 

f 

2 p.m. 

Forearm.  Lying  on  grass  near  building. 

17 

m 

neon 

Finger.  Working  under  the  car. 

21 

f 

noon 

Leg,  below  knee.  Sitting  on  chair. 

22 

m 

4 p.m. 

Hand.  While  working  in  yard. 

24 

f 

11  a.m. 

Arm.  Scorpion  under  canvas. 

25 

f 

3 p.m. 

Lower  leg.  Scorpion  ran  up  pants  leg  in  cotton  field. 

f 

4 p.m. 

Finger.  While  removing  soiled  levis  from  hamper. 

m 

10  p.m. 

Thigh.  While  loading  hay. 

27 

m 

5 p.m. 

Hand.  While  reaching  in  trash  barrel. 

28 

m 

11  a.m. 

Wrist.  Handling  used  abobe  bricks. 

29 

f 

3 a.m. 

Foot.  Walking  across  rug  and  stepped  on  scorpion. 

31 

f 

9 a.m. 

Finger.  Tried  to  kill  scorpion  with  piece  of  tissue. 

33 

f 

10  a.m. 

Hand.  While  sorting  laundry. 

35 

m 

9 a.m. 

Thigh.  Was  lifting  flagstones  and  scorpion  crawled  up  leg. 

38 

f 

3 p.m. 

Hand.  In  vegetable  bin. 

43 

m 

9 a.m. 

Foot.  In  shower  bath. 

44 

f 

10  a.m. 

Breast  and  chest.  Scorpion  fell  from  drapes,  down  neck  and  inside  brassiere. 

45 

f 

8 a.m. 

Finger.  Reached  into  paper  sack  which  had  been  on  ground  overnight. 

47 

f 

9 a.m. 

Finger.  Reached  under  damp  board. 

53 

m 

11  a.m. 

Finger.  Unboarding  windows  of  cabin. 

58 

f 

10  a.m. 

Thumb.  Patient  was  cleaning  floor  furnace. 

62 

m 

9 p.m. 

Arm.  Brushed  against  bush. 

62 

f 

9 p.m. 

Foot.  Walking  in  grass  — barefoot. 

73 

f 

9 a.m. 

Foot  and  finger.  Picked  up  wash  cloth  in  sink  and  was  stung  on  finger; 
threw  scorpion  to  floor  and  got  stung  on  foot. 

74 

m 

6 p.m. 

Knee.  Scorpion  crawled  up  pants. 

75 

m 

10  a.m. 

Toe.  Walking  barefoot  in  bathroom. 
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patients  were  as  follows;  “headache,”  “2  cm  area 
of  erythema,”  “slight  erythema,”  “skin  test  slight 
positive-wheal  enlarged,”  “induration  and  eryth- 
ema at  site  of  skin  test,”  “slight  reaction-itching 
and  faint  urticaria.” 

In  the  treatment  of  cases  covered  by  the 
clinical  reports,  203  patients  were  adequately 
cared  for  with  one  3 ml  vial,  12  patients  re- 
quired two  3 ml  vials  while  a third,  who  was 
brought  to  the  physician  in  a very  serious  con- 
dition, was  given  three  3 ml  vials,  one  I.V.  and 
two  I.M. 

Among  all  the  patients  receiving  the  anti- 
venin,  only  two  died.  In  fairness  to  the  efficacy 
of  the  serum,  some  of  the  details  of  these  cases 
are  given  below: 

Case  No.  1:  Eighteen  months,  female,  16  lbs. 
Recovering  from  severe  diarrhea.  Child  was 
sleeping  on  floor  of  jail  with  the  mother  when 
stung.  Received  only  2 ml  of  antivenin  (instead 
of  3 ml  ) plus  300  mg.  of  Na  Amytal. 

Case  No.  2:  Ten  months,  female,  24  lbs. 
Treated  by  two  different  physicians.  First  phy- 
sician administered  two  grains  Na  Luminal  and 
50  mg.  Demerol  approximately  70  minutes  after 
scorpion  sting.  Second  physician  gave  one  3 ml 
vial  approximately  five  minutes  before  child 
expired. 

Out  of  216  patients  given  the  antivenin,  148 
received  supporting  therapy.  This  is  in  keeping 
with  the  following  reeommendations  accompany- 
ing each  vial: 

“Supportive  Therapy:  Rest  results  are  nor- 
mally obtained  if  the  administration  of  sodium 
phenobarbital  to  the  point  of  relaxation  precedes 
the  injection  of  the  serum.  Stopping  the  con- 
vulsions is  accomplished  by  giving  massive  doses 
of  barbiturates.  Sodium  phenobarbital  is  com- 
monly used.  Morphine  and  Demerol  are  con- 
traindicated. Either  one  .will  produce  a lethal 
effect  even  in  the  presence  of  a sub-lethal  dose 
of  Centruroides  scidptwatus  venom. 

The  selection  of  therapeutic  agents  will  be  of 
interest  and  are  presented  below: 

Table  7 indicates  that  scorpion  sting  accidents 
may  occur  in  any  month  of  the  year.  With  the 
installation  of  better  air-conditioning  systems  and 
the  more  uniform  temperature  in  homes  through- 
out the  year,  greater  numbers  of  sting  accidents 
can  be  expected  outside  of  the  summer  season. 
Since  scorpions  cannot  survive  in  high  tempera- 
tures, more  will  be  attracted  to  the  well  re- 
frigerated homes 


TABLE  7 

Distribution  of  Scorpion  Sting  by  Months 


Month 

No. 

Percent 

January  

8 

3.7 

February  

5 

2.3 

March  

6 

2.8 

April  

12 

5.5 

xMay  

25 

11.5 

June  

38 

17.4 

July  

38 

17.4 

August  

32 

14.7 

September  

21 

9.6 

October  

19 

8.7 

November  

7 

3.2 

December  

7 

3.2 

No  month  given  . . . . 

7 

225 

100.0 

Conclusions:  We  realize  that  physicians  are 
very  busy  people.  Therefore,  the  eare  exercised 
by  most  of  those  using  the  antivenin  when  giving 
the  data  requested  by  the  clinical  report  form 
is  greatly  appreciated.  We  would,  however,  like 
to  enter  a plea  for  a more  judicious  use  of  the 
antivenin.  Cats  are  not  blessed  with  large  quanti- 
ties of  blood.  A hyperimmunized  animal  will  at 
best  provide  only  about  seven  therapeutic  doses. 
The  antivenin  is  species  specific  for  Centruroides 
scidptiiratiis  and  C.  gertschi.  To  administer  the 
antivenin  for  envenation  by  other  Arizona 
species  of  scorpion  is  a waste  of  the  serum. 
Swelling,  ecchymosis,  or  erythema  at  the  site 
of  the  sting  is  a strong  indication  that  the  offend- 
ing scorpion  was  not  one  of  the  two  lethal 
species.  Hyperesthesia  at  the  site  of  the  sting  is 
positive  evidence  of  this  lethal  venenation.  Even 
then,  where  sufficient  time  has  elapsed  — ap- 
proximately 30  minutes  to  one  hour  — a child 
will  not  succumb  if  it  is  not  in  chaotic  convul- 
sions. An  adult  in  normal  health,  certainly  does 
not  need  the  serum.  Actually,  the  medical  risk 
in  giving,  instead,  some  barbiturate  is  much 
less  than  injecting  a foreign  protein.  We  feel 
that  a foreign  serum  is  a poor  therapeutic  agent 
at  its  best.  Consequently,  we  are  continuing  to 
test  other  substances  with  the  hope  of  finding 
a completely  satisfactory  chemotherapeutic  sub- 
stitute. 
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THE  DIAGNOSIS  AND  TREATMENT  OF  THE  GREAT 
SIMULATOR,  INFECTIOUS  MONONUCLEOSIS 

By  Albert  G.  Bower,  M.D. 

Los  Angeles,  California 


H ISTORY.  Working  out  the  natural  history,  the 
etiology,  the  signs  and  symptoms,  and  the  dif- 
ferential diagnosis  of  this  disease  has  been  un- 
certain, difficult,  and  tedious.  As  a matter  of 
fact,  there  still  remains  a great  deal  of  informa- 
tion that  is  unknown  to  us,  yet  vital  to  its  under- 
standing and  treatment,  and  probably  in  no  com- 
mon febrile  illness  of  such  wide  distribution 
throughout  this  country  today,  has  the  diagnosis 
been  so  frequently  missed,  and  its  treatment  so 
improperly  handled.  In  directing  a large  com- 
municable disease  hospital,  where  I have  had 
the  privilege  of  serving  for  over  33  years,  the 
old  adage  of  “know  syphilis,  know  medicine,” 
has  been  replaced  with  the  new  adage  “know 
infectious  mononucleosis,  know  medicine,”  — 
pertaining  of  course  to  the  differential  diagnosis 
of  the  various  infectious  diseases.  It  is  the  great 
simulator,  and  no  disease  enters  our  hospital  that, 
at  times  is  not  exactly  simulated  by  it. 

Though  Filatow  in  Russia  described  an  idio- 
pathic lymphadenopathy  in  1885,  to  be  followed 
in  1889  by  the  German  Pfeiffer,  who  placed  the 
disease  on  a sound  clinical  basis  and  gave  it  the 
name  glandular  fever,  it  was  not  until  1908  that 
Terflinger  proved  that  infectious  mononucleosis 
could  occur  in  adults  as  well  as  in  children.  Even 
then,  it  was  1909  before  Burns  pointed  out  that 
small  mononuclear  elements  predominated  in 
the  blood  in  this  disease,  no  account  of  blood 
studies  having  appeared  before  this  time. 

Eleven  years  later,  Sprunt  and  Evans,  on  the 
basis  of  six  cases  observed  by  them,  described 
a new  disease,  which  they  named  infectious 
mononucleosis,  being  totally  unaware  of  the 
work  of  their  predecessors,  and  believing  them- 
selves to  be  the  discoverers  of  a new  clinical 
entity.  They  were  not  alone,  for  that  same  year 
Morley  and  Tidy  noted  a transitory  lymphocyto- 
sis in  a boy  with  glandular  fever,  which  they 
reported  to  the  Royal  Society  of  Medicine  as  a 
new  disease.  Downey  and  McKinley  were  joint 
authors  of  a beautifully  illustrated  article  in  1923, 
which  gave  a complete  description  of  the  ab- 
normal cells  of  the  lymphocytic  series  occurring 


in  infectious  mononucleosis.  This  paper  was 
classical  and  nothing  fundamental  has  been 
added  to  it  since.  Though  only  children  were 
supposed  to  have  the  disease,  and  adult  cases 
were  presumed  to  be  rare,  they  stressed  the 
large  number  of  adult  cases,  though  others  had 
also  pointed  this  out.  Like  Longcope,  they  noted 
that  glandular  enlargement  was  far  more  marked 
in  younger  age  groups. 

While  others  suspected  the  occasional  occur- 
rence of  encephalitis  as  a manifestation'  of  in- 
fectious mononucleosis,  it  was  not  until  the 
article  by  Epstein  and  Dameshek  in  1931,  and 
by  Johannsen  in  the  same  year,  that  a clear 
description  of  the  neurological  manifestations  of 
the  disease  was  given.  Probably  the  next  thing 
of  historical  import  was  the  anomalous  discovery 
by  Paul  and  Bunnell  in  1932,  that  heterophil 
agglutinins  develop  in  high  titer  in  human  serum 
during  the  course  of  infectious  mononucleosis. 
However,  it  was  discovered  later  that  patients 
with  serum  sickness  also  develop  heterophil  anti- 
body reactions  with  the  red  blood  cells  of  sheep, 
and  that  the  test  is  undependable  when  only  low 
titers  are  obtained.  To  correct  this,  Stuart  and 
associates  found  that  sheep  cell  agglutinins  in 
normal  serum  were  adsorbed  by  guinea  pig 
kidney,  but  not  by  boiled  beef  erythrocytes;  that 
the  agglutinins  in  serum  of  infectious  mono- 
nucleosis patients  were  adsorbed  by  the  boiled 
beef  cells,  but  not  by  guinea  pig  kidney;  and  that 
those  in  the  serum  of  persons  with  serum  sickness 
were  adsorbed  by  both  guinea  pig  kidney  and 
beef  cells.  By  using  these  adsorption  tests,  the 
exact  heterophil  antibody  of  infectious  mono- 
nucleosis could  be  differentiated  from  the  others, 
and  the  correct  diagnosis  established.  Today,  the 
modified  Paul-Bunnell  test  is  known  as  David- 
sohn’s  heterophil  antibody  test,  as  he  did  addi- 
tional work  along  this  line  and  summarized  the 
investigations  of  others  in  the  Journal  of  the 
American  Medical  Association  in  1937. 

The  last  contribution  of  historical  interest  is 
that  of  Isaacs  in  1948,  who  showed  that  many 
acute  cases  of  infectious  mononucleosis  of  any 
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t\'pe,  after  apparent  recovery,  subsequently  re- 
main unduly  fatigued;  that  the  disease  assumes 
a chronic,  long-continued  course  in  these  people; 
that  its  duration  varies  from  months  to  years, 
having  exacerbations  with  partial  remissions;  and 
that  it  frequently  presents  a picture  similar  to 
that  of  undulant  brucellosis,  or  of  the  recurrent 
type  of  Q Fever.  The  fact  that  infectious  mono- 
nucleosis assumes  a chronic  form  is  not  generally 
known  and  is  disputed  by  some,  the  recurrent 
episodes  being  labeled  as  reinfections  by  them: 
by  others  it  is  misdiagnosed  or  labeled  “fever  of 
unknown  origin.” 

Isaacs  noted  that  the  heterophil  reaction  in 
these  chronic  cases  rarely  e.xceeded  1:64;  that 
they  often  had  a false  positive  Kahn  test;  and 
that  this  false  positive  might  last  either  a short 
time  or  as  long  as  six  years.  In  the  206  cases  he 
originally  reported,  among  other  erroneous  diag- 
noses attributed  to  them,  he  noted  the  follow- 
ing: lymphosarcoma,  leukemia,  Hodgkin’s  Dis- 
ease, brucellosis,  Addinson’s  Disease,  neurasthe- 
nia, psychoneurosis,  hypothyroidism,  bacterial 
endocarditis,  and  many  others. 

He  pointed  out  very  clearely  that  these  cases 
represented  a chronic  relapsing  type  of  infec- 
tious mononucleosis;  were  not  recurrent  attacks 
or  reinfections  as  erroneously  believed;  and  were 
almost  invariably  misdiagnosed.  A short  resume 
of  his  work  will  be  found  in  the  George  R.  Minot 
Symposium  on  Hematology. 

Finally,  in  the  historical  discussion,  we  must 
allude  to  the  fact  that  no  one  has  been  able  to 
reproduce  this  disease  in  man,  experimentally; 
that  its  specific  etiological  factor  remains  un- 
known; and  that  in  the  present  state  of  our 
ignorance,  various  types  and  manifestations  of 
infectious  mononucleosis,  as  these  are  presently 
understood,  may  ultimately  turn  out  to  represent 
more  than  one  etiological  entity. 

Definition.  Infectious  mononucleosis,  a term 
formerly  synonymous  with  glandular  fever,  as 
we  know  it  today  is  an  infectious  disease  of  un- 
known origin  and  of  low  virulence;  it  occurs  most 
commonly  as  single,  isolated,  sporadic  cases 
in  families;  but  at  times  it  assumes  epidemic 
proportions,  usually  in  institutions.  Its  symp- 
tomatology and  course  are  exceedingly  variable 
and  inconstant,  usually  presenting  cervical 
lymphadenopathy,  fever,  characteristic  changes 


in  the  lymphocytes  without  anemia,  and  fre- 
quently accomp^'^'ed  by  splenomegaly.  The 
types  commoi,*^  seen  are:  the  glandular,  the 
anginose,  the  systemic  or  typhoidal  febrile,  the 
hepatomegalic  with  jaundice,  and  the  central 
nervous  system  types,  either  involving  the  men- 
inges or  occurring  as  encephalitis.  As  in  abortive 
poliomyelitis,  so  in  infectious  mononucleosis, 
there  exists  a latent  or  subclinical  type  which 
shows  little  or  no  clinical  evidence  of  disease, 
yet  when  tested  serologically  during  epidemics, 
presents  strong  evidence  of  having  the  disease, 
as  shown  by  the  presence  of  a positive  Davidsohn 
heterophil  test,  as  well  as  Downey  cells  in  the 
peripheral  blood. 

Incubation  Period.  While  unknown,  seems  to 
vary  from  four  to  14  days  or  longer. 

Signs  and  Symptoms.  The  signs  and  symptoms 
of  this  very  protean  disease  vary  tremendously 
at  onset.  It  may  be  ushered  in  with  a sudden 
chill  followed  by  a series  of  chills,  fever,  prostra- 
tion, and  a paucity  of  physical  findings.  In  con- 
trast, it  may  present  itself  as  a slow,  insidious, 
low-grade  fever  with  a mild  catarrhal  rhinitis, 
morning  sore  throat  of  minor  degree,  gastro- 
intestinal upset,  mild  night  sweats  accompanied 
by  insomnia,  and  a period  of  a week  or  two  of 
weight  loss  and  excessive  fatigability.  There  are 
those  in  whom  swollen  glands  are  the  only  com- 
plaint. Again,  the  disease  begins  like  an  acute 
upper  respiratory  infection,  with  headache, 
malaise  and  sore  throat. 

Glandular  Type.  Lymph  glands  enlarge  early, 
particularly  those  along  the  stenocleidomastoid, 
and  their  swollen  appearance  at  the  angle  of 
the  jaw  has  been  mistaken  for  mumps.  The 
glands  may  be  moderately  tender  or  painful  to 
pressure.  To  a lesser  degree,  the  inguinal  and 
axillary  glands  enlarge  and  become  tender.  The 
spleen  and  liver  enlarge,  though  the  latter  is 
not  unusually  palpable,  and  in  20  per  cent  of 
the  cases  or  more  the  spleen  may  remain  grossly 
undetectable  by  palpation.  However,  if  accurate- 
ly percussed,  the  spleen  usually  will  be  found  at 
the  ninth  interspace  in  the  mid-axillary  line  in- 
stead of  the  sixth,  where  it  normally  belongs.  In 
the  severer  cases,  x-ray  studies  may  detect  en- 
larged glands  along  the  trachea  and  in  the  med- 
iastinum, and  pressure  from  them  may  cause  a 
troublesome  cough.  Also  the  disease,  in  any  of 
its  types,  may  develop  an  atypical  pneumonia.  In 
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severer  cases,  pain  develops  in  the  abdomen  as 
the  result  of  enlargement  of  the  mesenteric 
glands,  and  at  times,  these  are  palpable. 

Anginose  Type.  Frequently  this  starts  abruptly 
as  an  acute  sore  throat  with  a true  membrane,  in- 
distinguishable visually  from  that  of  diphtheria, 
of  Vincent’s  angina,  of  streptococcal  sore  throat, 
or  of  confluent  tonsillitis.  On  the  other  hand,  it 
may  be  ushered  in  by  one  or  two  weeks  of 
prodromal  malaise  for  which  no  apparent  cause 
is  found  until  the  throat  symptoms  develop.  In 
all  cases  the  diagnosis  requires  laboratory  sub- 
stantiation. It  so  closely  resembles  diphtheria, 
that  despite  repeated  negative  cultures,  on  more 
than  one  occasion  large  doses  of  diphtheria  an- 
titoxin have  been  administered  to  patients 
with  this  type  of  disease.  Blood  platelets  may  be 
affected,  and  in  some  cases  virtually  disappear. 
In  the  anginose  type,  this  may  be  accompanied 
by  peritonsillar  swelling  and  sloughing  ulcera- 
tions. With  this  lack  of  platelets  in  the  blood, 
severe  hemorrhage  may  accompany  the  slough- 
ing, and  the  bleeding  may  be  almost  impossible 
to  stop.  It  usually  occurs  at  the  inferior  pole 
of  the  tonsil  and  may  continue  to  bleed  around 
the  applied  hemostatic  sutures  or  forceps.  Fever 
may  reach  105°  F.  in  severe  anginose  cases, 
falling  by  crisis;  in  other  cases  by  lysis,  requiring 
several  weeks  to  return  to  normal  if  untreated. 

Typhoiclal  or  systemic  febrile  type.  At  times 
this  type  is  exceedingly  difficult  to  differentiate 
from  other  infectious  fevers  in  which  the  spleen 
enlarges.  It  requires  laboratory  differentiation  in 
all  cases.  It  particularly  simulates  typhoid  fever, 
brucellosis,  murine  typhus,  and  occasionally  Q 
Fever,  in  all  of  which  the  spleen  may  enlarge. 

However,  in  about  one  fifth  of  all  the 
cases  of  infectious  mononucleosis  seen,  the 
spleen  remained  impalpable.  A word  of  caution 
is  necessary  in  this  connection:  the  spleen  is 
extremely  friable  in  this  disease  and  the  attempt 
to  palpate  its  margin  through  the  abdominal  wall 
has  frequently  led  to  splenic  rupture  with  hemor- 
rhage, and  in  some  instances,  death. 

The  liver  has  been  involved  in  every  case  of 
infectious  mononucleosis  that  we  have  ever  test- 
ed, regardless  of  the  type  of  the  disease,  all  tests 
showing  impaired  function.  A damaged  liver 
must,  therefore,  be  considered  a part  of  each  and 
every  case  of  infectious  mononucleosis,  regard- 


less of  type,  varying  only  in  severity  and  de- 
gree in  a particular  case. 

Heptomegalic  Type.  As  the  name  implies,  liver 
involvement  plays  the  predominant  role  in  this 
type.  In  its  early  course,  its  symptomatology  is 
identical  with  that  of  infectious  jaundice  or 
homologous  serum  hepatitis,  the  patient  develop- 
ing an  enlarged  spleen  and  liver,  followed  by 
jaundice  and  accompanied  by  the  signs  usually 
seen  in  febrile  illnesses.  None  of  these  three 
types  of  hepatitis  can  be  differentiated  one  from 
the  other  except  by  a careful  history,  considera- 
tion of  the  course  and  incubation  period  of  the 
disease,  and  more  particularly,  by  the  specific 
laboratory  tests  for  infectious  mononucleosis.  It 
is  unfortunate  that  clinically,  infectious  mono- 
nucleosis in  all  its  phases  is  so  little  known;  that 
it  is  considered  such  a mild  disease;  and  that  it 
is  so  ignored  in  differential  diagnosis  by  the 
average  practitioner  of  medicine,  be  he  specialist 
or  generalist;  and  in  particular,  that  more  atten- 
tion is  not  paid  to  the  differentiation  of  infectious 
mononucleosis  from  the  other  two  hepatitis  en- 
tities, which  usually  may  not  be  differentiated 
one  from  the  other  except  by  inference  and  sus- 
picion. 

It  has  been  stated  upon  entirely  untenable 
grounds  that  the  so-called  Downey  cells,  the 
atypical  lymphocytes  of  infectious  mononucle- 
osis, are  not  specific  for  that  disease  inasmuch 
as  they  also  occur  in  infectious  hepatitis.  This 
is  putting  the  cart  before  the  horse:  when  these 
cells  are  seen  in  any  type  of  infectious  jaundice, 
the  diagnosis  is  infectious  mononucleosis,  none 
other,  and  the  differential  diagnosis  is  estab- 
lished. The  rising  titer  of  the  heterophil  usually 
clinches  this,  especially  after  the  11th  day 
of  the  disease,  but  this  test  is  negative  in  a fifth 
of  the  cases  on  one  examination.  If  examined 
serially  over  several  weeks,  the  number  of  posi- 
tive heterophils  increases  proportionately,  but 
it  still  remains  absent  in  a number  of  cases. 

Central  Nervous  System  Types.  In  the  last  few 
years  a number  of  cases  with  neurological  mani- 
festations has  been  reported.  A personal  com- 
munication from  Dr.  Martin  Seifert,  of  the 
Evanston  Communicable  Disease  Hospital,  is 
to  the  effect  that  in  his  hospital  this  disease  now 
constitutes  one  of  the  commonest  and  most 
puzzling  differential  problems  from  acute  polio- 
myelitis. We  have  had  the  same  difficulty  in 
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distinguishing  between  these  two  diseases  at 
times,  especially  early  in  their  course. 

The  central  nervous  system  symptoms  of  in- 
fectious mononucleosis  to  a marked  degree,  may 
also  resemble  those  of  infectious  encephalitis  of 
the  type  that  follows  other  febrile  entities.  Men- 
ingeal signs  and  symptoms  may  be  the  first  ones 
noticed,  and  the  case  may  appear  to  be  early 
meningitis;  again,  a particular  case  may  run  the 
usual  course  of  one  of  the  various  types  of  in- 
fectious mononucleosis,  and  then  have  the  signs 
of  meningitis,  or  of  encephalitis,  develop  after 
the  previous  symptoms  have  nearly  or  completely 
subsided.  Again,  the  disease  appears  first  as  a 
benign  aseptic  or  lymphocytic  meningitis  and 
disappears  entirely,  later  to  be  followed  by  dis- 
tinguishable features  of  infectious  mononucleosis. 
In  this  last  type,  the  blood  count  usually  shows 
a polymorphonuclear  leukocytosis,  while  at  the 
same  time  the  cells  in  the  spinal  fluid  are 
lymphocytes.  Downey  cells  occur  consistently 
in  the  spinal  fluid,  but  I have  never  had  a posi- 
tive heterophil  reported  from  spinal  fluid. 

Paresis  and  other  cerebral  signs  occurring  dur- 
ing infectious  mononucleosis  disappear  without 
residual  effects  as  a rule,  but  some  times  a 
typical  infectious  neuronitis  (Guillain-Barre) 
syndrome  appears,  and  death  has  resulted  in  a 
few  cases.  In  all  such  cases,  the  onset  was  with 
e.xceptionally  severe  headaches,  and  respiratory 
insufficiency  was  reported  to  be  the  cause  of 
death. 

Recently  we  saved  such  a case  by  tracheotomy 
and  placement  in  a Drinker  respirator.  Such 
cases  are  being  reported  in  increasing  numbers, 
and  in  October  1956,  Eugene  Frenkel  and  his 
co-workers  reported  a dramatic  recovery  in  an 
anginose  case  complicated  by  meningo-encep- 
halitis  of  26  days’  duration,  occurring  within  24 
hours  after  they  instituted  vigorous  cortisone 
therapy. 

Lesions  of  the  Skin  and  Mucous  Membranes. 
Rarely,  an  enanthem  occurs  in  infectious  mono- 
nucleosis, consisting  of  a small  number  of  pin- 
head-size  macules  varying  in  number  from  a 
few  to  a couple  of  dozen  that  change  from 
bright  red  to  a darker  color  in  36  to  48  hours, 
and  which  usually  disapjDcar  within  four  days. 
Various  exanthems  have  been  described,  from 
those  which  resemble  the  rose  spots  of  typhoid 
fever,  to  a maculopapular  fine  dry  rash  indis- 


tinguishable from  German  measles,  which  is 
usually  seen  in  cases  with  moderately  high  or 
long-continued  fever.  In  addition,  petechiae  have 
been  described  from  time  to  time,  occurring 
at  the  tips  of  the  fingers  and  at  the  mucocutane- 
ous junction  of  the  lips.  Rose  spots  are  apt  to 
be  most  confusing  because  they  appear  at  the 
end  of  a week,  which  is  about  the  time  the  rose 
spots  of  typhoid  fever  first  make  their  appear- 
ance. In  addition,  purpura  hemorrhagica  and 
lesser  purpuric  lesions  of  the  skin  have  been 
seen  from  time  to  time,  and  just  to  confuse  the 
dermatological  picture  more,  typical  urticarial 
eruptions  have  also  been  described.  The  protean 
manifestations  of  these  eruptions  might  tend  to 
lend  minor  strength  to  the  concept  of  the  patho- 
genesis of  infectious  mononucleosis  as  being  due 
to  an  allergic  hypersensitivity,  rather  than  to  the 
prevailing  totally  unproved  concept  that  a virus 
ultimately  will  be  incriminated  as  the  cause  of 
this  disease. 

Hematological  and  Pathological  Aspects.  The 
blood  picture  in  infectious  mononucleosis  is  quite 
characteristic.  At  present,  it  is  not  believed  to  be 
absolutely  specific,  but  most  of  the  doubt  as  to 
its  specificity  has  been  due  to  the  belief  that 
infectious  hepatitis  also  shows  Downey  cells  in 
the  stained  blood  smear.  More  and  more,  less 
credibility  is  given  to  this  particular  reason  for 
doubt,  as  the  preponderance  of  evidence  is  that 
such  cases  are  not  infectious  hepatitis,  but  ac- 
tually are  cases  of  infectious  mononucleosis  of 
the  hepatic  type. 

Non-specificity  is  further  attributed  to  Dow- 
ney cells  because  of  the  alleged  fact  that  they 
occur  in  a few  other  diseases,  especially  typhoid 
fever,  Q fever,  and  a few  others.  I am  inclined 
to  agree  with  Kracke  in  his  statement  that  “The 
atypical  lymphocyte  is  specific  for  infectious 
mononucleosis  and  should  act  as  a definite  diag- 
nostic criterion  for  the  disease.”  The  presence 
of  typical  Downey  cells  in  the  peripheral  blood 
of  a sick  patient  means  that  the  cause  of  the 
patient’s  illness  is  infectious  mononucleosis. 

As  to  other  conditions  in  which  Downey 
cells  are  said  to  occur  (with  increased  mono- 
cytes and  atypical  lymphocytes),  more  doubt  is 
cast  daily  upon  their  so-called  non-specificity. 

Downey  cells  reported  present  in  what  ap- 
peared to  be  other  illnesses,  have,  upon  closer 
inspection,  turned  out  to  be  plasma  or  other 
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abnormal  types  of  cells:  in  other  instances,  hema- 
tologists have  failed  to  find  abnormal  cells  of 
any  type  in  cases  where  they  were  supposed 
to  have  been  present,  or  at  least  no  cells  that 
met  the  criteria  for  Downey  cells  as  seen  in 
infectious  mononucleosis.  William  Ayres  points 
out  that  the  nucleoli  of  the  atypical  lymphocytes 
of  infectious  mononucleosis  remain  practically 
unmentioned  in  the  literature.  Using  special 
stains  containing  Azure  C,  he  demonstrated  that 
these  nucleoli,  unlike  those  seen  in  other  diseases, 
are  large,  numerous,  and  irregular  in  shape. 

The  most  striking  feature  in  infectious  mono- 
nucleosis is  found  in  the  appearance  of  these 
Downey  cells  in  the  stained  blood  smear.  In- 
deed, the  diagnosis  is  established  beyond  a 
reasonable  doubt  by  finding  them  present  in  a 
patient’s  blood.  With  rare  exceptions,  and  usually 
due  to  other  factors,  among  which  are  rare  severe 
cases  of  infectious  mononucleosis  of  long  dura- 
tion, anemia  is  not  part  of  the  picture  in  this 
disease,  and  the  hemoglobin  and  erythrocytes 
are  not  substantially  altered.  This  is  important  to 
remember,  for  we  have  seen  cases  misdiagnosed 
leukemia  after  a lymph  gland  biopsy,  and  then 
treated  with  X-ray  therapy,  where  a single  care- 
ful blood  study  was  sufficient  to  establish  the 
correct  diagnosis  of  infectious  mononucleosis. 
Indeed,  one  death  has  been  reported  as  a result 
of  this  type  of  erroneous  diagnosis  and  therapy. 

The  total  white  blood  count  is  neither  typical 
nor  consistent.  Aside  from  the  Downey  cell,  the 
characteristic  thing  is  a change  in  the  mor- 
phology of  the  blood  from  day  to  day.  Com- 
monest is  a leukopenia  early  in  the  disease,  fol- 
lowed by  a leukocytosis  with  a relative  or  abso- 
lute lymphocytosis,  and  the  appearance  of  ab- 
normal monocytes  and  lymphocytes  by  the  end 
of  the  first  week,  or  soon  thereafter.  This  leu- 
kocytosis tends  to  subside  to  normal  in  the  third 
week.  The  leukocyte  count  usually  is  the  highest, 
with  the  greatest  predominance  of  normal  and 
abnormal  lymphocytes,  at  the  time  the  fever  is 
the  highest,  and  counts  of  30,000  to  50,000  are 
not  unknown.  The  striking  feature  of  the  blood 
picture  is  the  differential  white  count,  with  its 
constant  typical  shifting  toward  abnormal  Dow- 
ney cells  and  lymphocytes,  at  the  expense  of  the 
neutrophils.  These  atypical  Downey  cells  show 
the  typical  foamy  cellular  structure  with  the 
bubbly  vacuolization  so  characteristic  in  this 
disease.  ; 


Even  experienced  hematologists  have  been 
known  to  report  plasma  cells  as  Downey  cells 
and  vice  versa.  It  takes  continuous  and  repeated 
observation  and  experience  day  after  day  to 
become  expert  in  their  differentiation,  but  in 
typical  cases,  interns  soon  learn  to  distinguish 
them  easily.  The  same  remarks  apply  to  the 
diagnosis  of  the  disease;  but  when  Downey  cells 
are  typical;  when  the  course  is  consistent  with 
the  diagnosis;  and  when  the  heterophil  becomes 
positive  and  increases  in  titer  when  run  serially; 
the  diagnosis  is  assured.  Incidentally,  this  dis- 
ease, once  considered  limited  to  children  and 
relatively  rare,  is  not  true  to  either  concept:  it 
is  exceedingly  common  and  is  diagnosed  more 
and  more  often  in  adults. 

Some  of  the  pathological  conditions  noted  in 
the  disease  will  be  mentioned  briefly.  Gross 
changes  are  almost  exclusively  confined  to  lym- 
phoid structures,  and  particularly  the  spleen. 
Hyperplasia  of  the  nasopharyngeal  lymphoid 
structures  is  consistent.  Enlargement  of  the  liver 
is  also  consistent.  The  lymph  nodes  show  a dif- 
fuse lymphoid  hyperplasia  of  the  larger  and 
medium  type  cells  with  a merging  of  the  stroma 
and  loss  of  follicular  structure.  Fibrosis  and 
reticular  hyperplasia  are  present.  The  lymph 
nodes  appear  to  be  the  seat  of  the  disease,  and 
in  them,  the  spleen  and  the  liver,  the  most 
marked  changes  are  seen.  Perivascular  round 
cell  cuffing  occurs  in  virtually  all  the  tissues  of 
the  body.  The  granulocytic  components  of  the 
marrow  are  either  normal  or  increased,  and  the 
erythropoietic  function  appears  to  be  unchanged, 
which  explains  the  absence  of  anemia  in  most 
cases  of  this  disease.  Myocarditis  occurs,  with 
the  usual  perivascular  cuffing  noted.  A marked 
destruction  of  the  scaffolding  structures  in  the 
spleen  and  liver,  similar  to  that  noted  in  the 
lymph  glands,  is  consistently  observed. 

Differential  Diagnosis.  It  is  our  daily  lot  in 
the  communicable  disease  section  of  the  Los 
Angeles  County  General  Hospital  to  have  to 
consider  this  disease  in  the  differential  diagnosis 
of  every  disease  that  enters  our  admitting  ward. 
It  exactly  simulates  the  various  anatomical  types 
of  diphtheria,  nasal,  tonsillo-pharyngeal,  and 
laryngeal.  It  is  easily  mistaken  for  Vincent’s 
Angina:  follicular  and  confluent  tonsillitis  is 
often  simulated  by  the  early  and  milder  cases. 
Severe  cases  may  be  mistaken  for  agranulocytic 
angina.  It  has  been  variously  misdiagnosed  as 
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meningitis,  encephalitis,  encephalomyelitis  of  the 
Guillain-Barre  type,  measles,  German  measles, 
scarlet  fever;  for  poliomyelitis  repeatedly;  for 
lymphosarcoma,  Hodgkin’s  disease  and  acute  or 
chronic  lymphatic  leukemia;  for  rheumatic  fever 
and  subacute  bacterial  endocarditis;  for  typhoid 
fever  or  dysentery;  for  undulant  fever  and  a 
whole  host  of  others,  including  regional  ileitis, 
appendicitis,  tularemia,  septicemia,  influenza, 
miliary  tuberculosis,  and  the  throat  lesions  of 
secondary  syphihs.  I could  easily  get  others  from 
my  files.  The  diagnosis  of  lues  is  particularly 
dangerous  when  in  error,  for  infectious  mono- 
nucleosis often  produces  a falsely  positive  Kahn 
and  Wasserman,  requiring  the  treponemal  im- 
mobilizing antibody  ( TPI ) test  to  rule  out 
syphilis,  even  though  Downey  cells  are  present. 
There  is  no  disease  in  the  infectious  disease  field 
that  infectious  mononucleosis  does  not  exactly 
simulate  at  times  and,  as  we  have  pointed  out, 
these  misdiagnoses  may  have  very  serious  con- 
sequences for  the  poor  patient. 

Prognosis.  The  vast  majority  of  cases,  like 
those  of  abortive  poliomyelitis,  are  never  seen 
by  a physician.  They  have  their  mild  illness  with 
its  sore  throat  and  quickly  recover.  On  the  other 
hand,  even  among  the  mild  cases,  prolonged 
periods  of  weakness  and  prostration,  following 
apparent  recovery,  are  common  and  discourag- 
ing to  many  patients,  and  their  symptoms  re- 
main consistently  undiagnosed  as  to  etiology. 
About  the  only  causes  of  death,  in  the  few 
who  have  died  of  this  disease,  have  been  spon- 
taneous rupture  of  the  spleen,  incident  to  its 
palpation  during  physical  examination,  and 
lesions  of  the  brain  or  central  nervous  system. 
Among  the  rare  complications  are  suppurative 
adenitis,  endocarditis,  respiratory  insufficiency, 
and  prolonged  icterus  with  fever. 

Transmission  of  Infectious  Mononucleosis.  No 
unquestioned  experimental  transmission  of  this 
disease  from  man  to  man,  from  man  to  animal, 
or  from  animal  to  man,  has  ever  been  recorded. 
While  articles  have  been  written  purporting  to 
show  that  material  obtained  from  individuals 
sick  with  infectious  mononucleosis,  and  subse- 
quently inoculated  into  animals,  has  produced 
a disease  capable  of  serial  transmission  to  other 
animals,  it  has  not  been  proved  to  the  satisfac- 
tion of  the  majority  of  scientists  working  in  the 
field,  that  the  disease  in  question  was  infectious 
mononucleosis.  Possibly  this  failure  may  be  due 


to  species-specificity  of  the  disease  for  man; 
because  the  experimental  approach  was  faulty; 
or  most  probably,  because  so  far,  the  material 
investigated  has  had  to  be  taken  at  an  unpro- 
pitious  moment,  viz.,  too  late  in  the  disease.  At 
this  point  I should  like  to  point  out  that  only 
four  years  have  elapsed  since  the  virus  of  polio- 
myelitis was  first  isolated  from  the  blood,  al- 
though for  40  years  or  more  investigators 
postulated  that  it  had  to  be  present  and  sought 
unsuccessfully  to  recover  it  from  there.  The  rea- 
son it  was  not  found  was  because  it  usually 
disappears  entirely  from  the  blood  before  the 
first  symptoms  appear.  An  analagous  situation 
may  obtain  in  infectious  mononucleosis. 

In  a recent  summary,  Hoagland  points  out 
that  infectious  mononucleosis  practically  never 
appears  in  roommates  or  as  a cross-infection  in 
open  hospital  wards.  He  presents  credible  evi- 
dence that  the  disease  may  be  carried  from 
person  to  person  in  infected  saliva,  and  spread 
by  kissing.  He  states  that  this  mode  of  transmis- 
sion would  account  for  the  age  groups  of  children 
and  adults  in  whom  the  disease  most  consistently 
occurs. 

Treatment.  Most  cases  are  too  mild  to  require 
a doctor,  their  disease  is  self-limited,  and  in  a 
day  or  two  they  recover.  Probably  the  majority 
of  cases  are  of  this  type.  In  severer  cases,  and 
the  glandular  and  anginose  are  far  from  the 
commonest,  treatment  in  the  past  usually  has 
been  supportive  and  symptomatic.  Regardless  of 
type,  there  was  nothing  else  known  to  do. 

When  the  anti-infective  drugs  became  avail- 
able, the  sulfonamides  and  antibiotics,  they  were 
given  assiduously.  Today  there  is  ample  proof, 
well  documented  in  the  literature,  that  these 
drugs  are  entirely  worthless  in  the  treatment  of 
infectious  mononucleosis. 

More  recently,  successful  treatment  of  the  dis- 
ease with  ketosteroids,  particularly  cortisone,  has 
been  reported  enthusiastically  in  the  literature. 
Before  cortisone  was  available,  Isaacs  report- 
ed cortical  adrenal  extracts  were  the  only  bene- 
ficial therapeutic  agents  in  his  chronic  cases. 
Gortisone,  and  ketosteroid  therapy  in  general, 
are  certain  to  be  rapidly  evaluated  now,  and  to 
assume  a place  in  treatment  of  these  cases,  par- 
ticularly the  most  toxic  acute  cases,  and  in  the 
long-continued  chronic  undulant  types. 

Human,  pooled,  convalescent,  infectious  mono- 
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nucleosis  serum,  as  well  as  human,  pooled,  con- 
valescent, scarlet  fever  serum  have  been  noted 
by  different  investigators  to  effect  very  rapid 
beneficent  changes  in  infectious  mononucleosis 
patients  to  whom  they  were  given  in  sufficient 
amounts.  Immunotransf vision  appeared  to  effect 
the  same  result. 

Starting  in  1940,  we  treated  the  severer  cases 
of  this  disease  that  entered  our  hospital  with 
human,  pooled,  convalescent  scarlet  fever  serum. 
The  result  was  excellent.  These  patients  de- 
veloped a sense  of  euphoria  within  24  hours, 
and  in  the  majority  the  disease  appeared  to  be 
completely  arrested  within  72  hours.  In  1948, 
scarlet  fever  serum  became  difficult  to  obtain. 
Scarlet  fever,  itself,  virtually  disappeared  from 
the  wards  of  the  hospital  because  of  anti-in- 
fective  therapy  with  the  sulfonamides  or  anti- 
botics  administered  in  the  home  by  physicians. 
It  seemed  wise,  therefore,  to  see  what  might  be 
accomplished  in  the  treatment  of  this  disease 
with  suitable  doses  of  gamma  globulin. 

Starting  in  1948,  gamma  globulin  was  given 
to  virtually  every  case  of  infectious  mononucle- 
osis that  was  admitted  to  our  hospital.  In  more 
than  200  cases  so  treated,  the  result  was  ex- 
cellent in  every  case  with  two  exceptions:  one 
of  these  was  tracheotomized  in  a respirator  with 
the  complication  of  infectious  neuronitis  (Guil- 
lain-Barre);  the  other  was  a complicating  men- 
ingoencephalitis. In  neither  case  did  the  anti- 
body content  or  therapeutic  substance  contained 
in  the  gamma  globulin  appear  to  be  able  to  pass 
the  choroid  barrier  in  the  spinal  fluid,  and 
neither  patient  was  benefited.  In  four  additional 
infectious  encephalomyelitis  or  encephalome'n- 
ingitic  patients,  however,  the  same  good  result 
was  obtained  that  we  obtained  in  all  the  cases 
of  other  types.  No  case  of  frank  icterus  of  the 
type  usually  confused  with  infectious  hepatitis 
was  seen  or  treated  in  this  method;  I presume 
because  these  cases  were  misdiagnosed  as  in- 
fectious hepatitis  and  sent  to  other  wards  of 
the  hospital. 

The  average  dose  of  gamma  globulin  was  10 
cc.  given  intramuscularly.  In  some  cases,  not 
benefited  in  24  hours,  an  additional  10  cc.  were 
given.  In  other  cases  20  cc.  intramuscularly  were 
given  initially  because  of  more  severe  symptoms 
in  the  case  in  question.  The  largest  dose  given 
was  200  cc.,  given  intramuscularly  to  an  im- 


portant movie  star  who  had  the  ulceroglandular 
anginose  type,  the  entire  pharynx  presenting  a 
sloughing  appearance,  with  a dirty  greyish  mem- 
brane visible  and  smellable.  This  young  lady 
was  critically  ill  and  her  absence  from  the  lot 
was  costing  the  motion  picture  studio  over 
$25,000  per  day.  They  had  five  days  of  “shoot- 
ing” remaining  and  unless  she  were  quickly 
rehabilitated,  the  cast  would  scatter,  never  to 
be  reassembled,  resulting  in  a huge  financial 
loss  to  the  studio  due  to  inability  to  complete 
the  picture.  To  return  the  star  to  the  lot  at  the 
earliest  possible  moment  was  imperative. 
Furthermore,  her  wedding  was  set  for  two  weeks 
away. 

Seven  days  from  the  day  the  gamma  globulin 
was  given,  she  was  back  on  the  lot,  and  sub- 
sequently her  marriage  was  performed  according 
to  plan. 

Usually  after  these  patients  receive  their  gam- 
ma globulin,  they  have  a feeling  of  euphoria 
within  24  hours,  and  objectively,  from  the  stand- 
point of  changes  in  the  temperature,  pulse  and 
respiration,  the  majority  of  them  recover  from 
acute  manifestations  of  the  disease  within  72 
hours. 

In  the  average  case  of  infectious  mononucle- 
osis, in  which  the  dose  of  gamma  globulin  is 
adequately  assessed  as  to  size,  it  acts  as  specific- 
ally as  antitoxin  does  in  diphtheria,  and  if  too 
small  a dose  is  given,  there  is  no  harm  in  re- 
peating it.  However,  the  high  cost  of  gamma 
globulin  is  apt  to  put  it  out  of  reach  of  many 
patients  that  need  it  most. 
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ABSTRACTO 

RECONSTRUCCION  PLASTICA  DE  LA  EXTROFIA  DE  LA 
VEJIGA  URINARIA  COMBINADA  CON  OSTEOTOMIA 
BILATERAL  DE  LOS  ILIACOS 

For  el 

Dr.  W.  G.  Shultz 
Tucson,  Arizona 


La  OSTEOTOMIA  bilateral  de  los  iliacos  per- 
mite  una  buena  aproximacion  de  los  huesos 
pubicos  siendo  este  el  factor  que  permite  re- 
construir  un  esfinter  ureteral  sin  tener  que 
separar  los  musculos  del  pubis.  Ademas  hace 
posible  una  muy  facil  aproximacion  de  los  mus- 
culos abdominales  sin  tener  que  hacer  desplaza- 
miento  de  las  fascias,  resultando,  entonces,  una 
pared  abdominal  bastante  fuerte. 

Es  mi  parecer  que  es  esta  la  primera  vez  que 
la  combinacion  de  dichos  procedimientos  se 
ha  usado  con  el  objecto  de  resolver  este  proble- 
ma. 

La  osteotomia  bilateral  de  los  iliacos  se  efectuo 
inicialmente.  Dos  semanas  despues  la  reconstruc- 
cion  plastica  de  la  extrofia  de  la  vejiga  se  llevo 
a cabo,  y,  en  esta  ocasion,  el  ortopedista  diseco 
los  huesos  pubicos,  colocando  dos  suturas  fuertes 
sobre  cada  uno  de  ellos,  despues  de  lo  cual 
fueron  aproximados  tanto  como  fue  posible 
anudando  las  ligaduras. 

El  ortopedista  no  intervino  en  la  operacion 
con  dicho  proposito,  hasta  despues  que  la  vejiga 

Trabajo,  presentado  en  la  Convencion  de  la  Sociedad  Medica 
de  E.E.U.U.  y Mexico  en  Mazatlan,  Sinaloa  Mayo,  1957. 


hubo  sido  completamente  construida  y la  con- 
struccion  del  esfinter  ureteral  iniciada  aproxi- 
mando  los  musculos  esfinterianos  y suturando 
justamente  debajo  de  su  insercion  en  el  pubis.  La 
pared  abdominal  fue  cerrada  sin  des  plazamiento 
de  las  fascias.  La  aproximacion  de  los  musculos 
fue  facil  y solo  hubo  un  exceso  de  piel  en  el 
extreme  superior  de  la  incision. 

Ferulas  ureter  ales,  inicialmente  de  cuatro  pun- 
tadas  de  alambre  de  vitalio,  cambiadas  despues 
de  10  dias  a cuatro  puntadas  fuertes  de  seda, 
reemplazadas  por  una  sonda  de  Foley  #10  en 
el  35avo  dia  post-operatorio  y quitada  una 
semana  mas  tarde,  haciendo  un  total  de  seis 
semanas  de  la  aplicacion  de  la  ferula. 

La  combinacion  de  estos  dos  procedimientos 
resulto  ser  un  excelente  metodo  en  la  correccion 
de  los  trastornos  sufridos  por  el  paciente  al 
andar,  lo  mismo  que  hubo  muy  buen  resultado 
en  lo  que  a funcionamiento  de  la  vejiga  con- 
cierne.  La  paciente  no  sufre  incontinencia.  Su 
vejiga  tiene  una  capacidad  de  7 onzas,  y sus 
rinones  son  normales  en  los  pielogramas  intra- 
venosos,  lo  mismo  que  tiene  buen  control 
urinario. 


( English  translation  next  page ) 
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PLASTIC  REPAIR  OF  EXTROPHY  OF  THE  URINARY  BLADDER 
COMBINED  WITH  BILATERAL  OSTEOTOMY  OF  THE  \V[A 

(Abstract) 

By  Dr.  W.  G.  Shultz 
Tucson,  Arizona 


T 

1 HE  bilateral  osteotomy  of  the  ilia  makes  pos- 
sible close  appro.ximation  of  the  pubic  bones, 
and  this  is  the  factor  which  makes  it  possible 
to  construct  a urethral  sphincter  without  sep- 
aration of  the  muscles  from  the  pubic  bones, 
therefore  avoiding  damage  to  either  nerve  or 
blood  supply  of  the  urethral  muscles.  It  like- 
wise makes  it  possible  to  very  easily  approxi- 
mate the  abdominal  muscles  without  fascial  slid- 
ing procedures  and  results  therefore  in  a strong 
abdominal  wall. 

I believe  this  to  be  the  first  time  that  this 
combination  of  procedures  has  ever  been  used 
in  the  approach  to  this  problem. 

The  bilateral  ilial  osteotomy  was  first  per- 
formed. Two  weeks  later  the  plastic  repair  of 
the  bladder  extrophy  was  performed  and  at 
this  time,  the  orthopedic  surgeon  dissected  out 
the  pubic  bones  and  placed  two  coarse  silk 
satures  under  each,  after  which  the  pubic  bones 
were  as  closely  approximated  as  possible  with 
pressure  and  the  ligatures  tied. 

The  orthopedic  surgeon  did  not  enter  the 

Presented  before  the  Medical  Society  of  the  United  States  & 
Mexico,  May  1957. 


operation  for  this  purpose  until  after  the  bladder 
had  been  completely  constructed  and  construc- 
tion of  the  urethral  sphicter  had  been  started. 
After  the  above  procedure,  I completed  the  con- 
struction of  the  urethral  sphincter  by  suturing 
the  sphincter  muscles  together  just  below  their 
attachment  to  the  pubic  bones.  The  abdominal 
wall  was  then  quite  readily  closed  without  fascial 
sliding  procedures.  In  fact,  the  muscles  came 
together  quite  readily  and  there  actually  was 
an  excess  of  skin  at  the  upper  end  of  the  in- 
cision. 

Urethral  splints  of  first,  4 strands  of  Vitalium 
wire,  changed  after  10  days  to  4 strands  of 
coarse  silk,  which  was  replaced  with  a #10  Foley 
catheter  on  the  35th  postoperative  day  and  re- 
moved a week  later  add  up  to  a total  of  six 
weeks  of  urethral  splinting. 

The  combination  of  these  two  procedures 
resulted  in  excellent  correction  of  this  patient’s 
walking  as  well  as  a good  functional  end  result 
insofar  as  the  bladder  is  concerned.  The  patient 
does  not  have  enuresis.  She  has  a bladder  ca- 
pacity of  seven  ounces  and  normal  kidneys  on 
I.V.  pyelograms.  She  has  good  urinary  control. 
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In  my  inaugural  address  i spoke  of  the  desirability  of  a fee  sched- 
ule. AFTER  THINKING  OVER  THE  MATTER  I DOUBT  IF  WE  COULD  EVER  AGREE 
ON  A STATEWIDE  FEE  SCHEDULE. 

HOWEVER,  I AM  SURE  THAT  EACH  COUNTY  SOCIETY  COULD  AGREE  ON  A 
FEE  SCHEDULE.  THUS,  MARICOPA  AND  PIMA  COUNTIES  FEE  SCHEDULES  MIGHT 
BE  EXACTLY  THE  SAME  WHILE  PINAL,  COCONINO,  AND  YAVAPAI  COUNTY 
SCHEDULES  MIGHT  BE  THE  SAME,  OR  LESS,  DEPENDING  ON  THE  WISHES  OF 
THE  VARIOUS  COMPONENT  SOCIETIES. 

THE  BASE  ON  WHICH  WE  COULD  ALL  AGREE  MIGHT  BE  THE  CALIFORNIA 
RELATIVE  VALUE  SCHEDULE.  THEN  EACH  SOCIETY  COULD  DESIGNATE  THE 
DOLLAR  VALUE  OF  EACH  UNIT.  FOR  EXAMPLE,  THIS  MIGHT  BE  $4  FOR  AN 
OFFICE  PROCEDURE,  $5  FOR  HOSPITAL  PROCEDURES,  $4  OR  $5.15  FOR  RADIOL- 
OGY AND  PATHOLOGY,  ETC. 

THE  WESTERN  ORTHOPEDIC  SOCIETY  HAS  A PUBLISHED  FEE  SCHEDULE  FOR 
ALL  THEIR  PROCEDURES  WHICH  LISTS  MINIMUM,  AVERAGE,  AND  MAXIMUM 
FOR  EACH  PROCEDURE.  I BELIEVE  THAT  THIS  IS  AN  EXCELLENT  WAY  OF 
HANDLING  THIS  SITUATION.  THEN  EACH  DOCTOR  HAS  A METHOD  OF  VARY- 
ING HIS  FEES  TO  THE  ABILITY  TO  PAY  OF  THE  PATIENT. 

I URGE  EACH  COUNTY  SOCIETY  TO  ACTIVILY  PROCEED  TO  STUDY  THIS 
PROBLEM. 

C.  C.  CRAIG,  M.D. 

PRESIDENT,  ARIZONA  MEDICAL  ASSOCIATION 
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CONTRIBUTORS 

The  Editor  sincerely  solicits  contributions  of  scientific 
articles  for  publication  in  ARIZONA  MEDICINE.  All  such 
contributions  are  greatly  appreciated.  All  will  be  given  equal 
con,sideration. 

Certain  general  rules  must  be  followed,  however,  and  the 
Editor  therefore  respectfully  submits  the  following  suggestions 
to  authors  and  contributors: 

1.  Follow  the  general  rules  of  good  English,  especially  with 
regard  to  construction,  diction,  spelling,  and  punctuation. 

2.  Be  guided  by  the  general  rules  of  medical  writing  as 
followed  by  the  JOURNAL  OF  THE  AMERICAN  MEDICAL 
ASSOCIATION. 

3.  Be  brief,  even  while  being  thorough  and  complete.  Avoid 
unnecessary  words.  Try  to  limit  the  article  to  1500  words. 

4.  Read  and  re-read  the  manuscript  several  times  to  cor- 
rect it.  especially  for  .spelling  and  punctuation. 

5.  Manu.scripts  should  be  typewritten,  double  spaced,  and 
the  original  and  a carbon  copy  submitted. 

6.  Articles  for  publication  should  have  been  read  before 
a controversial  body,  e.g.,  a hospital  staff  meeting,  or  a 
county  medical  society  meeting. 

7.  Exclusive  Publication— Articles  are  accepted  for  publi- 
cation on  condition  that  they  are  contributed  solely  to  this 
Journal.  Ordinarily  contributors  will  be  notifed  within  60 
days  if  a manuscript  is  accepted  for  publication.  Every  effort 
will  be  made  to  return  unused  manuscripts. 

8.  Illustrations  — Ordinarily  publication  of  2 or  3 illustra- 
tions accompanying  an  article  will  be  paid  for  by  Arizona 
Medicine.  Any  number  beyond  this  will  have  to  be  paid  for 
by  the  author. 

9.  Reprints  — Reprints  must  be  paid  for  by  tbe  author 
at  established  standard  rates. 

The  Editor  is  always  ready,  willing,  and  happy  to  help 
in  any  way  possible. 


(The  Opinions  expressed  in  original  contributions  do  not  neces- 
sarily express  the  opinion  of  the  Editorial  Board.) 


DRINK  NO  LONGER  WATER,  BUT 
USE  A LITTLE  WINE  — 

Ever  since  Bernard  DeVoto(l)  shook  up  the 
civilized  world  with  his  panegyric  upon  Ameri- 
ca’s great  contribution  to  the  betterment  of  man’s 
lot,  the  martini  cocktail  has  become  too  common 
as  a subject  of  conversation  and,  alas,  experi- 
mentation. What  was  once  simple  martiniphilia 
has  grown  horridly  into  martinimania.  Not  only 
has  the  ratio  of  vermouth  to  gin  plummeted  to 
the  infinite  abyss  but  the  new  technique  of  quick 
and  terrible  “deep  freeze’’  has  added  the  menace 
of  unpredictability.  The  visible  melting  of  a 
lump  of  ice  used  to  offer  a measure  of  security. 
Don’t  count  on  it  anymore;  that  supposed  chunk 
of  ice  is  actually  only  the  solid  phase  of  the 
stuff  you’re  drinking.  The  gaseous  phase  comes 
later  — tomorrow  morning  — in  the  cranial  vault. 
No  longer  does  your  host  say  “Cheerio”  or 
“Salud”  — if  he  is  a decent  guy  he  intones  the 
ancient  mariner’s  warning  “Sauve  qui  pent.” 
If  he  doesn’t  he  is  patently  subversive.  Perhaps 
it  is  fitting  that  a Californian(2)  summarizes  the 
case  for  waterless  martinis  by  saying,  “It  is  not 
their  strength,  it’s  their  inherent  meanness.” 

From  this  sorry  picture  a reviewer  turns  to 
the  recent  contribution  to  medical  literature  of 
John  Staige  Davis,  M.D. (.3)  with  mellow  delight, 
particularly  if  he  shares  the  author’s  preferences 
“for  a light,  blended  whiskey  because  of  its  low 
congeneric  content”.  If  there  is  anything  dis- 
tasteful to  a person  seeking  the  medicinal  bene- 
fits of  beverage  alcohol  it’s  those  congeners;  not 
only  distasteful  — they  may  be  positively  danger- 
ous. Who  knows  what  the  butyric  and  caproic 
series  of  aldehydes  can  do  besides  stink  — and 
when  you  get  even  more  carbon  atoms  linked  in 
a chain  — heaven  only  knows! 

Dr.  Davis  makes  an  undeniable  case  for  the 
therapeutic  virtues  of  beverage  alcohol.  There 
will  be  those,  including  this  reviewer,  who  re- 
coil at  the  implied  approval  of  alcohol  as  a 
dietary  adjunct  in  cases  of  liver  disease  but  may- 
be the  author  is  essentially  right  because  he  is 
realistic.  Anyway,  Dr.  Davis’s  carefully  and  ex- 
tensively documented  paper  makes  precious 
reading  and  is  particularly  recommended  to 
members  of  our  profession  who,  contrary  to  the 
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Code  of  Ethics  of  our  Trade  Union,  continue 
to  exploit  their  religious  prejudices  in  the  care  of 
patients. 

BIBLIOGRAPHY 

1.  DeVoto,  Bernard,  “The  Hour,”  Houghton  Mifflin  Company, 
Boston.  First  Ed.  1948. 

2.  Steinbeck,  John,  “The  Short  Reign  of  Pippin  IV,”  The 
Viking  Press,  New  York,  1957. 

3.  Davis,  John  Staige,  M.D.,  “The  Medicinal  Benefits  of 
Beverage  Alcohol,”  Virginia  Medical  Monthly,  Vo.  84,  pp.  3-7, 


WORLD  MEDICAL  ASSOCIATION 

Elsewhere  in  this  issue,  considerable  ma- 
terial with  reference  to  the  aims,  desires  and 
hopes  of  the  World  Medical  Association  are 
outlined.  Thorough  consideration  of  the  policies 
listed  should  be  given  by  our  members  and 
support  forthcoming  to  this  relatively  new  or- 
ganization. 

ASIATIC  FLU! 

A RE  YOU  ready  with  plans  for  care  of  patients 
if  this  expected  epidemic  arrives,  especially  if 
it  becomes  more  virulent?  What  about  essential 
services:  - FIRE,  POLICE,  PUBLIC  UTILI- 
TIES, HOSPITAL  PERSONNEL,  HOME 
NURSING,  ETC.? 

Your  state  society  stands  ready  to  help  through 
AMA  and  on  a local  level,  but  you,  on  a local 
level,  must  have  plans  ready  to  set  in  motion. 
The  Red  Cross  has  plans  and  stands  ready  and 
willing  to  help. 

LET  US  BE  AHEAD  OF  THE  SITUATION 
RATHER  THAN  LAGGING  BEHIND. 

The  vaccine  situation  will  be  critical  until 
January  or  February  of  1958.  Four  million  cc’s 
were  said  to  have  been  available  to  civilians  by 
mid  September  of  1957.  The  doctors  should 
adopt  rules  of  priority  and  publish  them.  The 
use  of  old  A & B influenza  vaccine  by  unscrup- 
ulous individuals  is  to  be  condemned.  They 
are  pure  charlatans  eager  for  a fast  buck. 

Let  us  educate  our  patients  in  the  character- 
istics of  the  disease,  especially,  as  yet,  in  the 
low  mortality.  Here  is  an  opportunity  to  show 
the  public  that  we  can  plan  ahead  and  calm 
our  already  aroused  patients. 

Let  us  make  the  most  of  this  opportunity  for 
public  service. 

Carlos  C.  Craig,  M.D.,  President 
Arizona  Medical  Association. 


AUTO  SAFETY  BELTS  RECEIVE 
WIDE  INDORSEMENT  AT  MEETING 

W ITH  ONE  exception,  witnesses  appearing  be- 
for  the  Traffic  Safety  Subcommittee  of  the  House 
Interstate  and  Foreign  Commerce  Committee 
testified  they  favor  automobile  safety  belts.  In- 
dorsing the  device  were  spokesmen  for  industry. 
Air  Force,  Public  Health  Service  and  American 
College  of  Surgeons. 

The  sole  dissenter  was  Andrew  J.  White,  di- 
rector of  a private  motor  vehicle  research  or- 
ganization, who  contends  that  a “massive  plan 
of  action”  is  needed  to  bring  the  entire  structure 
of  the  car  in  line  with  recognized  safety  prin- 
ciples. He  said:  “If  it  is  possible  to  select  the 
type  of  accident  you  are  going  to  be  involved 
in,  wear  a seat  belt;  if  not,  do  not  wear  one 
as  it  may  be  the  cause  of  death  or  serious  in- 
jury.” 

The  industry  representatives  — from  Ford, 
General  Motors,  Chrysler  and  American  Motors 
— readily  agreed  the  belts  have  obvious  ad- 
vantages, when  properly  designed,  installed  and 
worn.  The  Ford  witness  said  the  belts  could 
reduce  the  fatalities  by  50  per  cent.  However, 
none  of  the  industry  witnesses  would  agree  with 
committee  members  that  perhaps  the  belts 
should  be  made  compulsory  equipment.  They 
said  a public  educational  campaign  was  in  order, 
but  that  it  shouldn’t  be  industry’s  role  to  lead 
the  campaign.  The  committee  is  considering  a 
bill  that  would  require  safety  belts  to  meet 
certain  standards  set  by  the  government. 

Dr.  R.  Arnold  Griswold,  representing  the 
College  of  Surgeons,  indorsed  the  belts,  “be- 
cause it  is  best  to  make  a compromise  between 
maximum  protection  and  optimum  protection,” 
in  the  light  of  slow  public  acceptance.  He  said 
the  belt  may  make  the  most  impressive  record 
in  the  greater  number  of  nonfatal  injuries,  where 
lesser  force  is  apt  to  be  involved. 

Col.  John  Stapp  of  the  Air  Force’s  aeromedical 
laboratory,  where  research  is  being  done  on 
safety  belts  in  ground  vehicles,  said  auto  acci- 
dents injure  more  AF  personnel  than  any  other 
type  of  accidents,  and  kill  more  than  any  acci- 
dents except  airplane  crashes.  Col.  Stapp  per- 
sonally advocated  the  belts,  and  believes  they 
may  become  required  equipment  on  AF  autos 
and  trucks. 
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Compatible  with  commc! 
Stable  for  24  hours  in ( 
solution  at  room  temperature.  Ave 
age  IV  dose  is  500  mg.  given  at  li 
hour  intervals.  Vials  of  100  mg., 
250  mg.,  500  mg. 


THERAPEUTIC  BLOOD  LEVELS  ACHIEVED 


Many  physicians  advantageously  use 
the  parenteral  forms  of  ACHROMYCIN 
in  establishing  immediate,  effect! 
antibiotic  concentrations . With 
ACHROMYCIN  you  can  ejq>ect  prompt 
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Used  to  start  a pa- 
an-Jhtfig^r<agi mpn  immediately, 

: for  patients  unable  to  take  oral 
»dication.  Convenient,  easy-to-use, 
ieally  suited  for  administration 
1 office  or  patient's  home.  Supplied 
1 single  dose  vials  of  100  mg.,  (no 
jfrigeration  required) . 


I MINUTES  — SUSTAINED  FOR  HOURS 

)ntrol,  with  minimal  side  effects, 
^er  a wide  variety  of  infections  - 
iasons  why  ACHROMYCIN  is  one  of  to- 
ly's  foremost  antibiotics. 


RLE  LABORATORIES 

J.S.  Pat.  Off. 


DIVISION.  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER.  NEW  YORK 
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HEALTH  OFFICERS  RECOMMEND 
INFLUENZA  COMMISSION, 
PRIORITIES 

V 

TATE  and  Territorial  Health  Officers,  meet- 
ing in  W^ashington  August  27-28  in  a special 
session  called  by  Surgeon  General  Burney,  rec- 
ommended, among  other  things,  that  U.  S.  Pub- 
lic Health  Service  set  up  a priority  list  for  use 
of  Asian  influenza  vaccine  and  that  a national 
commission  be  appointed  to  deal  with  influenza 
problems. 

All  of  the  recommendations  received  the 
wholehearted  endorsement  of  the  AMA’s  special 
influenza  committee,  headed  by  Dr.  Harold 
Lueth,  which  met  with  the  larger  group,  then 
privately.  Dr.  Lueth’s  committee  agreed  to  get 
out  to  state  medical  societies  the  information 
developed  at  the  Washington  meeting,  and  to 
suggest  action  programs.  The  AMA,  already 
has  a program  under  way  to  keep  the  profession 
informed. 

Recommendations  adopted  by  the  State  and 
Territorial  Health  Officers  were  divided  into 
four  general  subjects,  and  include  the  follow- 
ing: 

Research  and  Program  Evaluation  — That  a 
national  commission  be  appointed  to  “consider 
not  only  the  urgent  problems  in  connection  with 
the  current  epidemic  but  also  the  long  range 
problems  associated  with  the  behavior  of  the 
Asian  and  other  strains  of  influenza  virus  in 
the  popidation  during  the  next  decade.  . .” 

Vaccination  Promotion  — That  vaecine  be 
allocated  to  states  under  a voluntary  system, 
that  PHS  recommend  to  civilian  physicians  that 
they  give  priority  in  vaccinations  to  (a)  those 
whose  serviees  are  necessary  to  maintain  health 
of  community,  (b)  those  necessary  to  maintain 
other  basic  services  and  (c)  persons  with  tuber- 
culosis and  others  who  constitute  a special  medi- 
cal risk.  It  was  recommended  that  children  be 
vaccinated,  using  the  following  doses  — Three 
months  to  five  years,  0.1  cc  intracutaneously  or 
subcutaneously,  repeated  after  an  interval  of 


one  to  two  weeks;  five  to  12  years,  0.5  cc 
subcutaneously,  repeated  after  an  interval  of 
one  to  two  weeks;  13  years  of  age  and  older, 
the  dose  for  adults  (1.0  cc  subcutaneously 
in  a single  injection).  . .”  It  was  recommended 
that  local  committees  decide  what  are  the  “basic 
services”  for  priority  purposes,  and  also  that 
the  polio  and  influenza  vaccination  programs 
be  continued  as  independent  and  parallel  oper- 
ations. 

Community  Planning  — That  the  health  officer 
must  be  primarily  responsible  for  the  campaign 
in  his  area,  but  must  get  the  support  of  other 
groups;  should  estimate  possible  effect  of  epi- 
demic and  determine  current  or  potential  re- 
sources to  meet  problem;  in  cooperation  with 
medical  society  outline  plan  for  community; 
if  there  is  an  effectively  operating  health  council, 
this  should  be  utilized,  otherwise  an  ad  hoc  com- 
mittee established;  opening  of  schools  and  hold- 
ing of  public  gatherings  should  not  be  delayed 
or  curtailed  as  a preventive  or  control  measure; 
maximum  reliance  should  be  placed  on  home 
care  for  uncomplicated  cases. 

Disease  Reporting  and  Epidemic  Surveillance 
— That  specimens  be  gathered  in  the  first  three 
days  of  illness  if  there  is  an  explosive  outbreak 
of  upper  respiratory  conditions;  in  identification 
of  outbreak,  throat  washings  and  paired  sera 
should  be  submitted  from  at  least  12  cases. 
That  several  states  gather  intelligence  rapidly 
on  occurrence  of  pneumonia  often  a complica- 
tion of  influenza.  Each  state  to  submit  weekly 
influenza  situation  reports  to  PHS.  Information 
should  include  but  not  be  limited  to  symptoms 
and  etiology,  complications  and  mortality  and 
age  groups  involved.  PHS  requested  to  prepare 
glossary  of  terms  in  influenza  program  and  assist 
state  health  department  virus  laboratories  with 
diagnostic  materials  and  services  of  PHS  epi- 
demiologieal  personnel  when  requested. 


LOCUM  TENES 

Locum  tones  wanted,  retired  physician  with  Arizona 
license  to  take  over  general  practice  for  Jan.  1958. 

If  Interested  write: 

Dr.  Leo  Schnur  — Box  274 
Sedona,  Arizona 
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NO  KNOWN  CONTRAINDICATIONS 


ROLICTOU* 


permits  high  dosage, 

more  effective  diuresis  in  more  patients 


The  low  incidence  of  side  action  with 
Rolicton  (brand  of  amisometradine)  per- 
mits high  dosage,  extending  the  range  of 
effective  diuresis  to  a greater  number  of 
patients  than  was  previously  possible. 

Laboratory  studies  demonstrate  that 
Searle’s  new  oral  diuretic,  Rolicton, 
causes  positive  diuresis  with  an  essen- 
tially balanced  excretion  of  water,  sodium 
and  chlorides. 

SetteR  studied  the  effect  of  Rolicton 
in  forty-seven  patients  and  found  no 
serious  side  effects.  Assali,  who  observed 
the  action  of  Rolicton  in  five  patients 
with  severe  toxemia  of  pregnancy,  states^ 
that  side  actions  are  essentially  non- 
existent. Side  actions  of  such  low  inci- 
dence, together  with  its  diuretic  efficacy, 
suggest  a high  order  of  usefulness  for 
Rolicton. 

One  tablet  of  Rolicton,  b.i.d.,is  usually 
adequate  to  maintain  patients  free  of 
edema  after  the  first  day’s  dosage  of  four 
tablets.  Some  patients  respond  well  to 
one  tablet  daily.  G.  D.  Searle  & Co., 
Chicago  80,  Illinois.  Research  in  the 
Service  of  Medicine. 


1.  Settel,  E. : Rolicton®  (Aminoisometradine), a 
New,  Nonmercurial  Diuretic,  Postgrad.  Med. 
27:186  (Feb.)  1957. 

2.  Assali,  N.  S. : Personal  communication.  May 
28,  1956. 


Normal  glomerulus,  showing  arteriole 
musculature,  glomerular  epithelial 
podocytes,  and  "epitheloid"  muscle 
cells  of  vas  efferens. 
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LIFE  INSURANCE  AS  APPLIED  TO 
THE  PHYSICIAN 

By  John  Bellows,  C.L.H. 

There  is  universal  acceptance  of  life  insurance 
as  the  foundation  for  financial  planning  among 
members  of  the  medical  profession.  It  is  a safe 
statement  to  say  that  the  professional  man  with 
his  v'ery  complete  educational  background,  rec- 
ognizes the  need  and  services  of  life  insurance 
as  much,  if  not  more  than,  any  other  group.  It 
is  therefore  a privilege  to  discuss  some  basic 
principles  which  particularly  apply  and  are  im- 
portant to  the  physician. 

We  are  often  asked  by  business  and  profes- 
sional people  “How  much  life  insurance  should 
I own  and  what  type  should  I buy?”  The  usual 
answer  is  that  “It  depends  on  your  responsibili- 
ties, your  income,  your  standard  of  living,  etc.” 
It  is  recognized  that  the  financial  problems  faced 
by  the  medical  and  dental  professions  are  in  a 
special  class.  The  dollar  in  your  pocket  is  the 
same  kind  of  dollar  that  is  in  the  pocket  of  the 
merchant,  the  manufacturer,  the  farmer  and 
the  man  who  works  for  a salary  — it  weighs  the 
same,  bears  the  same  markings  and  has  identical 
purchasing  power.  However,  the  financial  prob- 
lems faced  by  the  professional  man  and  those 
faced  by  these  others  are  quite  different. 

Your  income  producing  values  cannot  e.xist 
apart  from  you.  You  cannot  will  these  to  your 
wife  or  children.  According  to  the  Secretary  of 
the  Indianapolis  Medical  Society  it  costs  a 
young  doctor  about  $50,000  to  hang  out  his 
shingle.  Furthermore,  that  shingle  on  the  aver- 
age will  be  worth  $25,016  per  year  according 
to  a recent  survey.  However,  that  income  pro- 
ducing investment,  which  is  specialized  know- 
ledge and  skill,  stops  producing  income  the 
moment  you  stop  working  because  most  of  your 
assets  are  in  the  head  and  the  hands.  Your  office 
equipment,  books,  practice  are  of  little  value  to 
you  or  your  family  when  you  can  no  longer  use 
them  in  your  profession.  Thus,  your  capital  in- 
vestment is  made  worthless  by  death,  incapacity, 
or  old  age.  You  have  heard  this  many  times,  no 
doubt,  and  are  fully  aware  of  the  problem. 

Contrast  this  situation  with  that  of  the  man 
who  owns  a successful  wholesale  or  retail  mer- 
chandising business.  His  capital  consists  of 
shelves  stocked  with  merchandise  worth  thou- 
sands of  dollars.  He  has  men  working  for  him 


who  can  carry  on  in  his  absence  so  that  his 
capital  will  continue  to  produce  income  for  him 
if  he  is  disabled  or  for  his  family  if  he  dies. 
If  the  family  or  the  individual  wishes  to  sell 
the  business,  at  death  or  retirement,  the  invest- 
ment can  usually  be  recovered  at  cost  so  that 
no  loss  is  involved.  But  the  very  minute  the 
professional  man  stops  working,  for  whatever 
cause,  his  “invested  capital”  stops  producing 
income. 

It  would  be  very  strange  for  one  physician 
to  call  in  another  and  say  to  him  “I  want  to 
sell  my  practice  to  you  for  $100,000  and  I’m 
sure  it  will  be  a bargain  at  that  price.  It  has 
been  paying  me  an  annual  income  of  $20,000 
and  on  a 10  per  cent  basis  that  means  it  is 
worth  $200,000.  A piece  of  property  producing 
$20,000  yearly  would  be  valued  at  $400,000  on 
a 5 per  eent  basis  and  even  at  $200,000  on  a 10 
per  cent  basis. 

It  is  my  belief  that  the  basic  value  of  life 
insurance  has  been  and  always  will  be  the 
indemnification  of  the  human  asset.  There  is 
no  other  way  for  most  of  us  to  underwrite  our 
future  earnings  and  activity  value  than  through 
life  insurance.  It  is  the  only  method  known  by 
which  a modest  outlay  creates  a substantial 
estate.  This  is  important  because  it’s  not  a ques- 
tion of  “if  you  die”  but  “when  you  die.” 

If  you  are  now  age  35  and  use  the  ever  popular 
Ordinary  Life  policy,  you  can  at  once  set  up 
an  estate  of  let’s  say  $50,000  for  only  $1,320 
a year  or  $110  a month.  Your  family  gets  the 
$50,000  even  if  you  die  one  day  after  your 
plan  is  in  force  and  no  income  tax  to  pay.  This 
is  equal  to  $75,000  in  earnings  for  many  of 
you.  We  call  this  the  “create  and  save  plan”  — 
a plan  where  you  immediately  create  your  estate, 
then  save  to  keep  it. 

Contrast  this  with  the  “save  and  create  plan” 
— if  you  take  the  same  $1,320  and  get  2 
per  cent  interest,  net  after  taxes,  and  die  at  the 
end  of  the  first  year,  your  family  would  get 
only  $1,346.  I think  I can  guess  your  reaction 
to  2 per  cent  net  and  the  fixed  dollar  investment. 
All  right,  suppose  we  take  the  common  stock 
yielding  7 per  cent  gross  with  a net  of  4 per  cent 
and  an  opportunity  to  hedge  dollar  depreciation, 
we  still  only  have  $1,373  at  the  end  of  the 
first  year  — maybe.  If  you  die  at  the  end  of 
five  years  (using  the  2 per  cent  factor)  your 
family  would  have  only  $7,006.  Suppose  we 
go  one  step  further  and  compare  at  the  end  of 
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20  years.  The  “save  and  create”  plan  would  be 
worth  $32,713  to  your  family  in  case  of  death. 
The  insured  savings  plan  or  the  “create  and  save” 
plan  would  be  worth  $50,000  plus  dividends  of 
$14,950,  or  $64,950  — almost  double  in  estate 
value,  and  that’s  for  20  years. 

A few  people  are  lucky  enough  to  inherit  an 
estate  but  the  rest  of  us  must  rent  one  or  ask 
our  famihes  to  gamble  with  us  while  we  save 
one.  Is  not  the  “create  and  save”  plan  ideal  for 
professional  people?  Because  you  spend  years 
learning  your  skills  and  developing  your  practice, 
a long  span  of  life  is  essential  to  get  a fair 
return. 

Have  you  ever  taken  the  time  to  calculate  your 
economic  value  — not  what  your  bank  account, 
bonds,  car  or  home  are  worth  but  what  you 
represent  in  actual  “dollar  value”  as  an  income 
producing  unit.  Would  you  be  willing  to  sell 
your  future  earnings  to  age  65  for  the  life  in- 
surance you  own?  Most  doctors  in  their  30s 
will  earn  a half  a million  dollars  give  or  take, 
during  their  years  of  practice  and  that’s  the 
life  value  we  are  talking  about  and  must  pro- 
tect to  the  extent  possible. 

So  far  we  have  thought  about  dying  too  soon, 
but  what  about  living  too  long?  The  current 
annuitant  mortality  table  shows  that  the  average 
male  expectation  of  hfe  at  age  65  is  15.90  years, 
or  a maximum  of  age  80  plus.  No  manufacturer 
with  a plant  worth  $100,000,  $200,000  or  more 
would  think  of  running  his  business  without  a 
“depreciation  reserve.”  If  he  did  he  would  some 
day  find  himself  without  funds  to  replace  his 
machinery  and  buildings.  He  would  be  out  of 
business  — out  of  income.  His  accounting  de- 
partment would  not  let  him  operate  one  month 
without  setting  aside  part  of  each  dollar  of 
income  for  depreciation. 

This  manufacturer  has  fire  insurance  to  safe- 
guard his  plant  against  destruction  by  fire,  while 
he  builds  up  his  depreciation  reserves  to  replace 
his  assets  against  premature  destruction  and 
adopts  the  principle  of  setting  up  a regular 
annual  depreciation  reserve,  he  cannot  hope  to 
achieve  a fundamentally  sound  financial  status. 
When  a man  accepts  these  basic  facts,  there 
is  only  one  question  left  and  that  is  “What  kind 
of  plan  shall  I use?” 

Every  sensible  man  wants  his  financial  plan 
to  be  waterproof  not  only  for  himself  but  for 
his  family.  Therefore,  it  must  meet  at  least  three 
conditions: 


1.  It  must  supply  an  income  sufficient  to  meet 
his  and  his  family’s  future  needs  at  an  outlay 
he  can  afford  to  make  today,  and 

2.  It  must  free  him  of  worry  and  care.  No 
man  who  wishes  to  achieve  professional  success 
can  spend  hours  and  days  worrying  about  finan- 
cial planning,  and 

3.  The  plan  must  safeguard  him  against  in- 
terruption by  disabihty  and  his  family  against 
hardship  if  he  dies  too  soon. 

Certainly  one  answer  ,to  these  requirements 
is  life  insurance  — it  guarantees  money  for  future 
delivery. 

So  far  it  would  appear  that  using  life  in- 
surance to  accomplish  our  objectives  is  the 
only  way  out  but  that  conclusion  is  not  intended. 
There  are,  of  course,  many  ways  of  saving  money 
and  many  types  of  property  eligible  for  safe  ac- 
cumulation. There  are  also  speculations  which 
can  be  afforded  by  a few  but  unfortunately  many 
who  can’t  afford  to  lose  are  drawn  into  such 
risks  in  an  effort  to  do  it  the  easy,  fast  way. 

The  outstanding  investment  firm  of  Merrill, 
Lynch,  Pierce,  Fenner  and  Beane  in  one  of 
its  articles  “What  an  Investment  Firm  Thinks 
of  Life  Insurance”  has  briefly  this  to  say: 

“Always  get  First  Things  First.  Family  In- 
surance comes  first.  Not  just  an  insurance  policy 
but  an  insurance  plan,  to  provide  for  family 
protection,  educational  needs  and  retirement. 
Second,  home  ownership.  And  third,  a cash  re- 
serve for  emergencies.” 

Now  that  we  have  exposed  the  fact  that  life 
insurance  is  the  foundation  of  a sound  financial 
plan,  our  next  question  is  “What  type  of  life 
insurance?”  Actually  all  policies  are  mathe- 
matically equal  to  each  other.  With  the  excep- 
tion of  term  insurance,  all  policies  provide  sav- 
ings if  you  live,  or  life  insurance  if  you  die. 
For  a given  deposit,  you  get  a plan  providing 
large  savings  and  small  life  insurance  or  one 
that  gives  a large  amount  of  life  insurance  and 
small  savings  — the  savings  benefit  is  always 
balanced  against  the  death  benefit.  The  buyer 
must  balance  his  need  and  desire  for  immediate 
protection  against  his  problem  of  retirement. 

Most  young  professional  men  start  out  with 
some  debts  either  for  equipment,  education,  or 
in  some  cases  an  office  building.  Also,  of  course, 
their  initial  income  is  low  and  their  family  is 
young,  yet  they  have  a tremendous  investment 
in  themselves  and  a corresponding  income  po- 
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tential  if  all  goes  well.  These  men  must  be  satis- 
fied to  start  their  life  insurance  program  with 
only  part  of  the  package  — the  protection  part. 
This  refers  to  “term”  insurance  — covering  death 
only  — and  is  analogous  to  fire  insurance.  The 
word  “term”  indicates  that  it  is  temporary  and 
does  not  protect  for  a very  long  period  of 
years.  Wdth  liabilities  heavy  and  income  low, 
the  young  doctor  must  start  out  by  “renting  ’ 
his  life  insurance  because  of  the  low  outlay.  He 
can,  of  course,  compromise  the  issue  by  using 
one  of  the  many  combinations  of  permanent  and 
term  insurance.  There  again,  the  individual  situ- 
ation will  govern. 

The  philosophy  underlying  the  purchase  of 
this  kind  of  insurance  is  simply  that  a man  knows 
that  he  won’t  retire  much  before  60  or  65  but 
that  he  does  not  know  how  many  years  he  has 
left  before  he  will  die.  As  a result  he  will  start 
out  with  a substantial  amount  of  term  insurance 
and  then  convert  it  over,  without  medical  e.\- 
amination,  to  permanent  plans  as  soon  as  pos- 
sible, thus  gaining  both  the  protection  and  re- 
tirement advantage. 

Our  experience  has  indicated  that  professional 
men  who  are  well  established  are  deeply  con- 
cerned about  the  retirement  problem.  Actually, 
all  life  insurance  policies  except  “term”  insurance 
carry  a “built-in  annuity  clause.”  To  make  this 
point  clear  let  me  say  it  again  this  way.  No 
matter  what  kind  of  permanent  life  insurance 
you  purchase  from  any  one  of  the  leading  com- 
panies, you  can  use  it  to  provide  yourself  with 
a retirement  income  after  it  has  served  its  pro- 
tection purpose  in  capitalizing  your  future  earn- 
ing power.  Every  permanent  kind  of  life  in- 
surance, even  the  mislabled  standby  which  is 
called  Ordinary  Life,  can  be  converted  to  a 
life  income  for  you  or  a joint  life  income  for 
you  and  your  family.  No  man  plans  to  be  poor 
at  65  — but  too  few  make  plans  not  to  be. 

Few  people  relaize  that  the  actual  cost  for  a 
substantial  insurance  program  is  very  little.  With 
most  plans  of  insurance,  the  interest  earned  on 
the  savings  part  (income  tax  fee)  of  the  con- 
tract will  cover  the  cost  of  the  protection.  One 
low  cost  company  actually  shows  a larger  eash 
value  than  net  premiums  paid  in  20  years  for 
even  the  low  premium  Ordinary  Life  policy, 
based  on  a projection  of  current  dividends.  With 
interest  rates  going  up  and  mortality  going  down, 
such  a projection  is  reasonably  conservative.  The 
above  statement  holds  good  for  ages  up  to  age 


38.  The  higher  premium  types,  of  course,  show 
substantial  gains  over  premiums  paid. 

Now  let’s  talk  about  taxes  which  have  a way 
of  creeping  into  daily  conversations.  Many  peo- 
ple have  never  investigated  the  income  tax  ad- 
vantage of  life  insurance  as  personal  property. 
It  is  common  knowledge,  of  course,  that  the 
principal  proceeds  of  a life  insurance  policy  are 
free  of  income  tax  when  claimed  by  the  bene- 
ficiary. However,  suppose  our  widow  elects  some 
form  of  monthly  income  whether  in  a given 
amount  or  ov'er  a period  of  so  many  years,  is 
there  still  an  income  tax  advantage?  There  cer- 
tainly is  under  Section  I.I.C.  Sec.  101(d)  to 
the  extent  of  an  exclusion  of  $1,000  each  year 
of  the  amount  otherwise  determined  to  be  tax- 
able. 

This  a year  is  the  income  from  $33,333 
invested  at  3 per  cent.  Though  most  widows  have 
only  small  income  tax  problems,  the  very  reason 
they  are  small  suggests  the  value  of  an  income 
tax  advantage. 

Another  tax  advantage  of  life  insurance  is  of 
great  interest  as  one  becomes  successful  and 
finds  his  tax  bracket  climbing  from  year  to 
year.  If  a married  man  earns  $25,000  a year 
and  takes  the  usual  deductions,  he  finds  himself 
around  the  42  per  cent  bracket  and  he  must 
consider  this  carefully  when  he  makes  invest- 
ments that  pay  him  immediate  taxable  income. 
Even  a 4 per  cent  taxable  yield  shrinks  to  2.3 
per  cent  at  the  42  per  cent  bracket. 

The  life  insurance  advantage  is  that  the  in- 
terest required  to  build  up  the  cash  value  is 
not  taxable  annually.  A man  35  years  old  can 
purchase  types  of  life  insurance  policies  which 
will  yield  a net  average  return  to  age  65  of  2V4 
per  cent  with  complete  safety,  no  management 
problem,  no  publicity,  scientific  diversification, 
and  no  annual  income  tax  on  the  gain  because 
it  compounds  automatically  within  the  life  in- 
surance policy.  After  all,  it’s  the  net  after  tax 
that  counts. 

Now  that  we  have  covered  the  family  pro- 
tection and  personal  retirement  aspects  of  a life 
insurance  contract,  let’s  look  at  the  third  element 
in  a balanced  financial  program  and  one  of 
particidar  importance  to  professional  people. 
Reference  is  made  to  the  “self  completing”  fea- 
ture or  “waiver  of  premium  clause.”  In  the  event 
of  a prolonged  illness  or  disabling  accident, 
under  this  clause  the  insurance  company  will 
pay  your  premium  for  you  — the  full  face  of 
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when  anxiety  and  tension  "erupts”  in  the  G.  I.  tract... 

IN  GASTRIC  ULCER 


PATH  I BAM  ATE 

Meprobamate  with  PATHILON®  Lederle 


* 


Combines  Meprobamate  {400  mg.)  the  most  widely  prescribed  tranquilizer  . , . helps  control 
the  “emotional  overlay”  of  gastric  ulcer  — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . 3x>ith  PATHILON  {25  mg.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 


‘Trademark  ® Registered  Trademark  for  Tridihexethyl  Iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 


in  spasticity  of  the  Gl  tract 


Pavatrine 


125  mg. 


with  Phenobarbilal 

15  mg. 


is  an  effective  dual  antispasmodic 

combining  musculotropic  and 
neurotropic  action  plus  mild 
central  nervous  system  sedation 
for  ''the  butterfly  stomach” 


dosage:  one  tablet  before  each  meal  and  at  bedtime. 
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your  contract  remains  in  force  — your  life  in- 
surance investment  continues  to  increase  in 
value  — your  savings  continue  to  grow  just  as 
though  you  were  paying  the  premium.  Your 
most  important  asset  is  protected  from  loss  at 
the  critical  time  of  lost  earning  power. 

Most  people  learn  by  e.xperience  — their  own 
or  that  of  others.  Our  own  e.xperience,  of  course, 
makes  the  strongest  impression.  It  has,  however, 
one  major  drawback  — after  we  learn  we  are 
wrong,  it  may  be  too  late.  Therefore,  let  us 
perform  a financial  autopsy  on  a group  of  typical 
physicians.  The  following  data  was  the  result  of 
a study  made  by  Charles  Kingston  and  Associ- 
ates with  the  complete  cooperation  of  the  Hart- 
ford ( Connecticut ) County  Medical  Associa- 
tion. Through  the  association,  its  obituary  files 
from  January  1,  1940  to  May  1,  1953  were  made 
available.  In  addition,  the  probate  court  files 
for  Hartford  County  were  reviewed  which  in- 
cluded 144  files.  This  study  of  144  estates  over 
a period  of  13  years  revealed  the  following: 

ESTATES  SUBJECT  TO  PROBATE 


Gross  Value  Percentage 

Less  than  $10,000  31.0% 

$10,001  to  $25,000  21.0% 

25,001  to  50,000  15.0% 

.50,000  to  100,000  16.0% 

100,001  to  300,000  10.0% 

.300,001  to  .500,000  3.8% 

.500,001  to  1,000,000  1.6% 

Over  $1,000,000  1.6% 


100.0% 

The  above  deals  with  those  who  had  estates 
— some  13  per  cent  of  the  doctors  who  died  in 
Hartford  County  during  the  period  under  study 
had  no  estates.  They  died  in  debt. 

AVERACE  ESTATE  SETTLEMENT  COSTS 


Bills  payable 2.6% 

Funeral  Expenses 1.2% 

Misc.  Adm.  E.xp 1.3% 

Other  expenses  (Lawyers, 

appraisers,  etc.)  1.3% 

Executor’s  or  Administrator’s  Fee 2.4% 

Widow’s  Allowance 

during  settlement 3.5% 

12.3% 

— Thus  of  the  estates  — 

One-third  depreciated 12.3% 

Two-thirds  depreciated 16.1% 

The  larger  estates  depreciated 32.9% 


EARNINGS  AND  PREMATURE  DEATH 

Standard  Hartford 

Mortality  County 


Period  Table^  M.D.’s 

Age  41-50 7.7%  15.3% 

Age  51-60 14.1%  11.9% 

Age  61-70 2.3.2%  .35.6% 

Age  71-80  27.0%  25.4% 

Age  81-90 14.1%  5.1% 


®This  table  used  by  virtually  all  life  insurance  companies. 

At  the  peak  of  physical  manhood  (41-50) 
doctors  seem  to  do  much  better  in  keeping  their 
fellow  citizens  alive  than  they  do  for  themselves. 
Or  as  an  actuary  might  say,  “During  that  decade 
the  average  citizen  is  twice  as  good  a risk  as  a 
physician.” 

Finally  1 would  like  to  say  that  I have  yet 
to  meet  one  who,  nearing  the  end  of  the  road 
and  looking  back,  said  that  he  owned  too  much 
life  insurance  — but  I’ve  talked  to  many  who 
earnestly  wished  that  they  owned  a lot  more. 


No  more  late  billing... 


[NDfRsON 
kSCOTTI  MB 
RGMAN  MO 


All-Electric  machine  makes  itemized  statement 
in  4 seconds  . . . right  from  your  account  cards 


No  more  late  billing  when  you  send  itemized  statements  made  in  just  4 
seconds.  With  the  new  THERMO-FAX  ‘ Secretary"  Copying  Machine, 
your  nurse  or  receptionist  copies  office  account  cards  for  only  2^  per  copy. 
This  copy  is  the  Dili.  You  save  time,  simplify  your  billing  . . . and  your 
patients  get  the  itemized  statements  they  want.  New  All-Electric  copy 
maker  costs  just  S299*.  Dry  process  eliminates  chemicals  or  special 
installations.  *SuigiJttd  relail price. 


The  terms  THtRMO-FAX  and  SECRETARY  are  lrad»- 
marks o>  Mirtnesota  Mining  A M(g  Co  . SI  Paul  6,  Minn. 
General  Eiport.  99  Park  A¥cnue,  New  York  16,  N.  Y. 
In  Canada.  P 0 Boi  7S7.  London.  Onl. 


HUGHES  CALIHAN 


r 


1311  N.  Central 


417  E.  3rd  St. 


Phoenix,  Arizona 


Tucson,  Arizona 


AL  8-3461 


MA  4-4372 
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CORN  OIL 


Prime  Source 


of  UNsaturamd  Fatty  Acid 


Numerous  clinical 
studies  emphasize 
its  efficacy  in  the 
reduction  and 
control  of  serum 
cholesterol  levels 


Physicians  are  quite  aware  of  the  rapidly 
growing  appreciation  of  the  role  of  dietary 
lipids  in  health  and  disease.  Accumulating 
metabolic  studies  throughout  the  world  indi- 
cate that  serum  cholesterol  levels  may  be 
influenced  more  by  the  kind  than  by  the 
amount  of  the  dietary  fat. 

Unsaturated  fats  tend  to  depress  serum  cho- 
lesterol levels  in  many  patients,  whereas  sat- 
urated fats  may  have  the  opposite  effect. 
Medical  references  on  this  subject,  as  well  as 
other  findings  concerning  unsaturated  fatty 
acids  in  nutrition,  may  be  found  in  the  book, 
“Vegetable  Oils  in  Nutrition.” 


Mazola  Com  Oil  is  an  excellent  source  of 
wusaturated  fatty  acids... 85%  of  its  com- 
ponent fatty  acids  are  unsaturated . . . average 
values  being  55%  linoleic  acid,  30%  oleic 
acid.  Mazola  is  unadulterated  corn  oil  in  its 
natural  form . . . not  flavored,  not  blended, 
not  hydrogenated.  Well  tolerated,  easily 
digested,  readily  absorbed,  Mazola  is  also 
an  excellent  carrier  for  fat  soluble  vitamins. 

Mazola  Corn  Oil  is  widely  used  for  salad 
dressings,  in  frying,  cooking  and  baking... 
and  thus  may  be  included  palatably  in  great 
variety  as  a replacement  for  part  of  the  daily 
fat  intake. 


COMPARATIVE  COMPOSITIONS  OF  FOOD  FATS  AND  OILS 

Fotty  Acids  as  Percentoge  of  Totol  Acids 


Arachidonic  Iodine  Value 


Fat 

Ave. 

Range 

Ave. 

Ronge 

Ave. 

Range 

Ave. 

Range 

Ave. 

Average 

Ronge 

Butter 



46-48 





4.0 



1.2 



0.2 



26-42 

Coconut  oM 

— 

75-88 

— 

5-8 

— 

1. 0-2.5 

— 

— 

— 

— 

7-10 

Corn  oil 

13 

11-15 

— 

23-40 

56 

46-66 

0.0-0.6 

— 

126 

113-131 

Cottonseed  oil 

26 

21-30 

27 

22-36 

47 

34-57 

— 

— 

— 

105 

90-117 

Lard 

43 

_ 

46 

— 

10 

15.6 

0.5 

— 

0.5  (2.1) 

— 

53-77 

Linseed  oil 

— 

6-12 

— 

13-31 

— 

10-27 

— 

30-64 

— 

— 

170-204 

Margarine 

23 

15-23 

62 

59-77 

5.8 

5-1 1 

— 

0.1 -0.9 

0 

81 

74-85 

Olive  oil 

_ 

8-16 

— 

53-86 

— 

4-20 

— 



— 

80-88 

Peanut  oil 

17 

14-22 

54 

44-65 

29 

20-37 

— 

— 

— 

98 

90-102 

Shortening 

25 

17-45 

62 

43-79 

5 

3-12 

— 

0.2-0.6 

0-0.5 

78 

59-80 

Soybean  oil 

15 

11-18 

25 

18-58 

55 

28-62 

5.1 

0.3-10 

— 

130 

100-143 

Tallow  (beef) 

53 

— 

42 

— 

4 

5.3 

0.5 

— 

0.5 

— 

40-48 

Iodine  numbers  are  an  accepted  measure  of  the  degree  of  unsaturation  of  vegetable  oils. 


TO  PHYSICIANS  interested  in  the  study  and  manage* 
ment  of  high  cholesterol  blood  levels,  this  most  recent 
monograph  will  provide  helpful  information.  It  is  free 
on  request.  Write  to:  Corn  Products  Refining  Company, 
17  Battery  Place,  New  York  4,  N.  Y. 


\ CORN  PRODUCTS 
I*  REFINING  COMPANY 

V 17  Battery  Place, 

Now  York  4.  N.Y. 
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HOW  FIXED  FEE  SCHEDULES 
RESULT  IN  GOVERNMENT 
CONTROLLED  MEDICINE 

By  James  L.  Doenges,  M.D. 

I T IS  INDEED  a pleasure  to  be  with  you  to 
discuss  briefly  one  phase  of  the  socio-economic 
aspect  of  the  practice  of  medicine  and  surgery. 

In  recent  years  considerable  adverse  comment 
has  been  leveled  against  physicians  in  general 
and  especially  againk  surgeons  in  the  area  of 
fees.  This  attack  has  been  stimulated  by  a few 
who  are  utilizing  every  approach  to  discredit 
the  practice  of  surgery  in  their  attempt  to  stimu- 
late public  demand  for  government  controlled 
and  paid  medical  services. 

The  many  approaches  utilized  by  those  who 
would  destroy  the  free  practice  of  medicine 
form  an  awesome,  complex,  but  very  complete 
picture.  The  problem  of  fees  is  only  one,  but  a 
very  important  part  of  this  subject. 

Limitation  of  time  requires  that  this  discus- 
sion be  brief  and  relatively  general.  We  cannot 
go  into  detail  on  any  part. 

Much  of  our  difficulty  results  from  misunder- 
standing of  accepted  practices  and  facts  as  well 
as  purposes.  What  can  be  said  in  regard  to 
fixed  fees  for  surgical  services  can  be  repeated 
with  equal  validity  for  every  other  professional 
service. 

It  is  not  our  purpose  to  discuss  the  reason 
for  the  selection  of  the  medical  profession  for 
criticism  and  destruction.  However,  it  is  in- 
teresting to  consider  why  we  were  chosen  in- 
stead of  attorneys  or  some  other  professional 
group.  Have  you  heard  any  serious  proposals 
to  fix  fees  for  legal  services?  There  are  many 
reasons  why  the  medical  profession  was  chosen. 
Suffice  to  say,  we,  the  members  of  tlie  medical 
profession,  have  been  chosen  and  we  must  face 
this  fact. 

To  a large  degree,  criticism  of  our  profession 
centers  about  fees.  So  much  has  been  said 
against  us  that  many  of  our  own  members  have 
become  apologists  or  downright  cowards,  fear- 
ful of  stating  their  own  true  estimate  of  the 
value  of  their  services,  fearful  of  opposing  the 
will  of  organized  opposition  and  pressure  groups, 
fearful  of  defending  the  basic  rights  of  the  citi- 

Presented  befpre  the  OHIO  STATE  SURGICAL  ASSOCIA- 
TION, Deshler  Hilton  Hotel,  Columbus,  Ohio,-  Monday,  May  13, 
1957. 


zen,  and  even  fearful  of  accepting  their  own 
responsibilities  in  this  particular  area. 

These  individuals  have,  in  effect,  surrendered 
to  the  oxiposition  and  have  damaged  the  pro- 
fession in  so  doing.  It  is  an  amazing  and  em- 
barrassing sight  to  see  members  of  our  profes- 
sion cringing  before  the  onslaught  of  a few 
vociferous  groups  and  planners.  I AM  SICK 
AND  TIRED  OF  MEDICAL  APOLOGISTS. 

It  seems  these  men  have  forgotten  one  fact, 
the  most  important  single  fact  in  this  fight  for 
the  freedom  of  medicine.  Only  doctors  can  de- 
liver medical  services.  I repeat,  ONLY  DOC- 
TORS CAN  DELIVER  MEDICAL  SERVICES. 
The  AFL-CIO,  Department  of  Health,  Educa- 
tion and  Welfare,  the  county,  state  or  federal 
government,  the  United  Mine  Workers  Associa- 
tion — none  of  these  nor  all  of  them  combined, 
can  jDerform  one  operation.  ONLY  DOCTORS 
CAN  DELIVER  THESE  SERVICES! 

In  spite  of  this  fact,  we  have  moved  a long 
way  along  the  path  of  controlled  practice.  We 
can  blame  no  one  but  ourselves.  We  have  per- 
mitted it  to  happen. 

At  jiresent  we  are  faced  with  a very  serious 
problem,  that  of  fixed  fees.  Some,  for  lack  of 
understanding  or  appreciation  of  the  plan  be- 
hind fixed  fees,  have  approved.  Others  feel 
fixed  fee  schedules  are  a means  of  delaying 
the  day  of  government  medicine.  Others  like 
the  idea  because  it  is,  to  a certain  degree,  ad- 
vantageous to  them  and  assures  an  income  — at 
present.  Others  simply  lack  the  courage  to 
ojipose  the  plan. 

What  are  fixed  fee  schedules?  Let  me  state 
that  I do  not  intend  to  imply  that  fixed  fee 
schedules  are  the  only  road  to  government 
medicine.  They  are  not,  but  they  are  an  integral, 
in  fact  an  indispensable,  factor  in  all  such  pro- 
grams. 

Likewise,  it  should  be  understood  that  fixed 
fee  schedules  do  not  result  inevitably  in  gov- 
ernment medicine.  It  is  not  essential  that  they 
do.  However,  when  accepted  by  large  groups, 
they  always  imj^ly  and  comprise  acceptance  of 
one  of  the  essential  features  of  all  government 
medical  programs. 

Government  medicine  is  no  more  inevitable 
as  the  result  of  the  acceptance  of  fixed  fee 
schedules  than  is  total  socialism  an  inevitable 
result  of  the  acceptance  by  the  people  of  a 
nation  of  the  nationalization  of  one  segment  of 
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the  economy.  In  both  instances  the  worst  is 
not  inevitable,  but  history  provides  no  important 
example  of  the  exception. 

There  are  many  of  us,  in  fact  I believe  almost 
every  member  of  the  profession,  who  desire 
to  be  free.  Why,  then,  do  we  accept  these  con- 
trols? If  we  are  to  remain  free,  we  must  know 
the  enemy  and  his  plans. 

The  importance  of  fixed  fee  schedules  is  not 
well  understood.  In  the  first  place,  most  of  us 
practice  under  a modification  of  the  fixed  fee 
system  for  office  calls  as  well  as  most  surgical 
procedures.  These  fees  have  been  arrived  at, 
in  most  cases,  without  agreements,  consulta- 
tions, or  even  discussion  with  other  practitioners. 
However,  they  constitute  fees  usually  acceptable 
to  both  the  patient  and  the  physician.  Note  this 
point  for  it  is  the  most  important  single  feature 
of  such  agreements.  Fees,  although  ordinarily 
approximately  the  same,  are  agreed  upon  by 
the  physician  and  his  individual  patient. 

Just  what  constitutes  a “fixed  fee  schedule”? 
Such  a schedule  may  be  established  by  one 
physician  or  any  number  of  physicians.  In  the 
final  analysis,  a fixed  fee  schedule  is  merely 
a catalog  of  procedures  with  a price  stated  for 
each.  It  is  no  more.  It  can  be  no  more. 

This  is  a relatively  innocuous  matter.  It  be- 
comes obnoxious  and  dangerous  the  minute  it 
becomes  a point  of  bargaining,  the  minute  the 
estabhshment  of  the  schedule  leaves  the  hand 
of  the  individual  physician  and  his  individual 
patient.  The  danger  lies  not  in  the  schedule 
itself,  but  in  the  fact  that  a third  party  has 
entered  the  pieture. 

The  third  party  may  be  another  physician, 
an  associate,  or  a group  of  physicians  or  hospital 
staff,  a county  society,  state  society,  or  a na- 
tional society.  It  may  be  a political  unit  at  local, 
county,  state,  or  national  level.  It  may  be  a non- 
political “pressure  group,”  or  any  organization 
to  which,  though  unilaterality  of  law  a portion 
of  the  police  power  has  been  granted.  The  most 
vociferous  and  obvious  example  of  the  latter 
is  the  present  day  labor  union. 

Much  has  been  said  in  recent  years  to  in- 
dicate a disapproval  of  and  repudiation  of  the 
importance  of  the  individual  patient-physician 
relationship.  Some  groups,  especially  pressure 
groups,  have  repeatedly  publicized  opinions 
which  imply  that  the  patient  receives  poor  care 
if  he  is  permitted  to  choose  his  ovm  physician. 
They  also  indicate  that  the  patient-physician 


relationship  is  outmoded  and  that  it  is  of  no 
importance.  They  also  attempt  to  eliminate  the 
importance  of  the  individual  patient-physician 
relationship  in  the  area  of  fees. 

There  are  many  of  us  who  believe  that  the 
individual  patient-physician  relationship  is  all 
important.  The  importance  of  this  relationship 
does  not  require  detailed  discussion  here.  Suffice 
to  say,  this  intimate  and  individual  relationship 
must  exist  in  every  area  if  the  practice  of  medi- 
eine  is  to  continue  at  the  high  moral  and  in- 
tellectual level  which  has  characterized  it 
through  the  years. 

As  soon  as  a third  party  enters  the  picture, 
regardless  of  the  area,  the  destruction  of  the 
free  practice  of  medicine  is  underway. 

Attempts  to  interfere  with  the  actual  practice 
of  medicine  have  been  fewer  and  less  notieeable 
although  far  too  extensive  and  far  too  common, 
than  in  the  area  of  fees.  The  reason  for  this 
is  obvious. 

Too  many  physicians  have  accepted  third 
party  interference  with  their  practices.  Control 
is  control,  and  it  matters  not  who  exercises  this 
control.  The  fact  of  control  remains  unchanged. 
A group  of  physicians  can  be  just  as  unfair  as  a 
group  of  government  officials.  A group  of  phy- 
sicians can  be  just  as  dictatorial  as  can  a group 
of  union  officials. 

Many  physicians  believe  that  anything  they 
accept  without  some  agency  issuing  a regula- 
tion or  without  a law,  constitutes  a “voluntary” 
act.  The  word  “voluntary”  is  so  badly  abused 
that  it  has  lost  much  of  its  meaning  to  many. 
Many  accept  programs  they  would  not  accept 
otherwise  because  the  word  “voluntary”  is  used. 
Many  believe  that  if  a group  of  physicians  con- 
stitutes the  third  party  the  element  of  control 
is  eliminated. 

There  are  numerous  areas  in  which  fixed  fee 
schedules  (one  example  of  control)  are  in  oper- 
ation. Schedules  for  care  of  veterans  at  the  local 
level  are  accompanied  by  fixed  fee  schedules. 
These  schedules  are  a perfect  example  of  con- 
trol. Regardless  of  how  the  schedules  were 
determined,  they  are  rigidly  fixed,  and  so  rigidly 
controlled  that  any  participating  physician  is 
subject  to  considerable  legal  difficulty  if  his 
charges  exceed  the  schedule. 

Workmen’s  compensation  laws  establish  fixed 
fees  for  services  in  many  areas.  There  are  many 
similar  examples  such  as  contract  agreements 
between  individual  physicians  or  groups  or  phy- 
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sicians  and  private  industries  or  insurance  com- 
panies to  render  services  for  fixed  fees. 

It  is  important  to  note  that  in  every  area 
in  which  the  government  “pays”  for  medical 
service,  the  fee  is  fixed.  Granted,  this  may  be 
achieved  through  so-called  negotiations  with 
some  medical  group,  but  it  does  not  eliminate 
the  fact  that  the  fee  is  fixed  and  is  fixed  by  a 
third  party,  usually  the  governmental  agency. 
This  is  true  of  welfare,  township,  vocational  re- 
habilitation, and  every  other  program  of  similar 
nature. 

However,  the  area  in  which  the  idea  of  fixed 
fees  has  received  greatest  acceptance  is,  on  a 
purely  numerical  basis,  in  the  field  of  so-called 
“health”  insurance. 

Many  physicians  have  accepted  fixed  fees 
in  this  area  because  they  are  over-awed  by  the 
idea  that  it  is  “voluntary”  and  they  believe  that 
the  fees  are  determined  by  physicians  on  a 
“voluntary”  basis.  Note  the  all  important  fact 
that  in  such  an  agreement  the  negotiation  of  a 
fee  always  involves  a third  party.  Even  if  it 
were  another  physician,  it  would  still  be  a 
third  party.  It  is  not  the  individual  physician 
rendering  the  service  to  the  individual  patient. 
Herein  lies  the  seed  of  our  destruction.  Insur- 
ance programs  cover  more  millions  of  people 
than  do  any  of  the  other  fixed  fee  programs. 
Efforts  are  being  made  to  force  all  of  these 
programs,  especially  the  “mutuals,”  into  service 
plans.  Similar  pressure  is  beig  exerted  by  some 
private  insurance  companies  and  being  demand- 
ed by  so-called  “welfare”  programs  of  unions 
and  other  groups.  Recently  an  example  of  the 
importance  of  the  fixed  fee  schedule  in  the 
establishment  of  government  medicine  became 
apparent  in  negotiations  on  the  “Medicare”  pro- 
gram. One  point  which  every  physician  should 
observe  with  keenest  apprehension  is  that  this 
program  was  supplied  by  the  government  but 
paid  through  private  or  mutual  insurance  com- 
panies. 

Let  us  observe  a few  of  the  legal  features 
common  to  all  of  these  so-called  insurance  pro- 
grams. Many  physicians  do  not  realize  that  if 
their  state  society  enters  into  an  agreement  with 
a division  of  the  federal  government,  although 
this  does  not  commit  the  individual  physician 
to  any  act,  it  does  establish  a contract.  Regard- 
less of  whether  it  is  the  Medicare  program  or 
the  home  town  treatment  program  of  the  Vet- 
erans’ Administration,  the  physician  is  regarded 


as  having  entered  into  a contract  with  the  gov- 
ernment under  the  terms  established  by  the 
state  medical  society  or  negotiating  unit,  as 
long  as  he  accepts  a patient  under  one  of  these 
programs.  As  soon  as  the  physician  files  the 
papers  for  rendering  services  under  any  of  these 
programs,  he  has,  in  effect,  signed  a contract 
with  the  government  to  deliver  services  under 
the  terms  of  the  general  contract.  In  short,  he 
has  agreed  to  practice  government  medicine  in 
this  particular  case.  He  is  subject  to  considerable 
legal  difficulty  provided  his  fees  exceed  those 
established  in  the  contract. 

You  are  well  acquainted  with  the  fact  that 
under  the  welfare  programs  of  the  various  po- 
litical units  a charge  in  excess  of  that  allowed 
by  the  agency  cannot  be  collected  legally.  All 
of  the  so-called  “welfare”  programs,  such  as 
those  of  the  Lfnited  Mine  Workers,  require  that 
physicians  agree  to  accept  the  fees  fixed  by 
third  parties  for  their  services. 

Even  in  the  indemnity  programs  an  enormous 
element  of  control  is  exerted  over  the  physician. 
In  many  of  these  programs,  the  physician  is 
required  to  state  his  fee,  in  spite  of  the  fact  that 
the  companies  have  a stated  allowance  for  stated 
services.  This  does  not  constitute  a fixed  fee, 
since  there  is  no  agreement  on  this  matter.  How- 
ever, the  patient  has  paid  a premium  calculated 
to  allow  the  benefits  scheduled  for  the  pro- 
cedure. In  cases  in  which  the  physician  does  not 
care  to  make  his  charge  as  high  as  the  allow- 
ance, an  additional  legal  complication  arises. 
Remember,  the  patient  has  paid  a premium 
sufficient  to  entitle  him  to  the  listed  benefits. 
If  the  physician’s  charge  is  lower,  the  patient 
does  not  receive  the  additional  amount.  If  either 
the  patient  or  physician  indicates  a higher  fee 
to  the  insurance  company  he  is  liable  to  legal 
action  for  fraud.  This  indicated  how  control 
creeps  into  every  facet  of  the  economic  area  of 
the  practice  of  medicine  under  any  of  these 
programs. 

It  is  interesting  to  follow  the  methods  by 
which  so-called  health  insurance  has  been  util- 
ized to  bring  about  the  control  of  the  medical 
profession  and  how  it  is  being  utilized  to  fur- 
ther the  intrusion  of  government  into  the  prac- 
tice of  medicine.  The  history  of  insurance  of 
this  type  provides  an  example  of  this  progres- 
sion. 

Originally,  health  insurance  was  written  on 
the  basis  of  a contract  between  the  patient  and 
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the  insurance  company.  Such  contracts  did  not 
involve  the  physician  at  all.  The  patient  pur- 
chased a contract  which  provided  eertain 
amounts  of  money  under  stated  circumstances. 
The  patient  reported  the  incident  to  the  com- 
pany and  received  that  amount  of  his  eontraet 
payment. 

The  difficulties  eneountered  under  these  con- 
tracts caused  many  important  changes.  Large 
numbers  of  insurance  companies  sprang  up.  In 
Europe  they  were  called  “Friendly  Societies.” 
In  the  United  States  the  position  of  the  friendly 
society  was  occupied  by  the  fraternal  organiza- 
tions and  many  small  “mutual”  eompanies.  Here, 
as  previously,  the  insurance  eontraet  existed 
between  the  patient  and  the  insurance  company. 
However,  the  groups  or  companies  began  re- 
quiring reporting  or  certification  by  the  phy- 
sician. This  seemed  a very  innocuous  matter,  but 
here  again,  the  third  party  entered  the  picture. 

Many  organizations  found  it  more  convenient 
to  employ  physieians,.  under  eontraet,  to  render 
serviees  to  their  members  or  subscribers  at  a 
fixed  fee  or  on  a “per  capita”  basis.  Such  con- 
tracts are  offered  by  many  groups  today  to  al- 
most any  physician  who  will  accept  them. 

Under  the  original  coneept  of  these  programs 
the  benefits  were  still  paid  to  the  patient  and 
were  not  made  payable  to  the  physician.  Some 
find  it  difficult  to  understand  the  importance 
of  this  partieular  move,  but  let  us  observe  that 
at  this  point  in  the  history  of  health  insurance, 
THE  PHYSICIAN  BEGAN  ACCEPTING  A 
THIRD  PARTY  in  the  patient-physieian  relation- 
ship by  reporting  or  certifying  an  illness  of  a 
patient  to  someone  other  than  the  patient  him- 
self. This  began  the  “voluntary”  deterioration  of 
and  destruction  of  the  confidential  nature  of  the 
patient-physician  relationship. 

It  was  only  natural  that  such  programs  should 
be  subjected  to  many  abuses.  One  of  these  soon 
became  obvious  and  distasteful  to  the  eontraet 
physician.  The  patient  reeeived  the  benefits 
to  which  he  was  entitled  but  failed  to  pay  his 
physieian’s  fees.  The  physieian  felt  he  was  en- 
titled to  his  fees  and  held  that  the  various  com- 
panies had  a responsibility  to  him  because  he 
had  aecepted  the  company  as  a third  party  in 
supplying  it  with  information  and  therefore  re- 
garded the  eompany  as  somewhat  responsible 
for  the  “proper  use”  of  the  benefits  whieh  were 
obtained  by  the  patient.  At  this  point  physieians 
began  looking  to  the  third  party  in  one  area  of 


responsibility.  This  argument  was  enhanced  by 
acceptance  of  the  idea  that  the  patient  purchased 
the  insurance  for  the  sole  purpose  of  providing 
funds  to  meet  medical  difficulties.  These  facts, 
combined  with  many  others,  led  to  the  aceept- 
anee  of  the  idea  of  making  the  benefits  assign- 
able to  the  physieian  rendering  the  serviees,  or 
of  making  the  benefits  payable  to  the  physician 
and  the  patient  jointly. 

It  is  all  important  to  note  that  all  of  these 
contracts  are  entered  into  by  the  patient  with 
the  company,  and  that  the  physician  has  abso- 
lutely no  part  of  this  agreement.  The  physician 
has  no  moral  right  to  require  that  the  benefits 
be  paid  to  him.  He  did  not  pay  the  premium,  he 
did  not  enter  into  the  contract  in  any  way,  and 
from  a moral  point  of  view,  he  has  no  right  to 
have  his  name  on  the  cheek.  The  benefits  prop- 
erly belong  to  the  patient,  not  to  the  doctor. 

However,  the  most  important  part  of  this 
entire  procedure  centers  about  the  unrealized 
fact  that  such  procedures  eneourage  the  patient 
to  begin  to  divorce  himself  from  a sense  of  per- 
sonal responsibility  to  his  physician.  This  di- 
vorcement of  the  responsibility  of  the  patient 
to  discharge  his  financial  obligations  to  his  phy- 
sician is  one  of  the  most  important  elements  in 
the  destruction  of  the  patient-physieian  relation- 
ship. It  encourages  the  patient  to  believe  that 
someone  else,  in  this  case  the  insurance  com- 
pany, is  responsible  for  his  financial  obligations. 
Having  accepted  the  principle  that  someone  else 
may  rightly  assume  this  responsibility,  it  be- 
comes a matter  of  indifference  to  the  patient  — 
and  eventually  to  the  physician,  who  assumes 
this  responsibility.  The  door  is  open  for  govern- 
ment intervention. 

There  may  be  those  who  will  minimize  the 
importanee  of  the  step  but  there  are  many  of 
us  who  feel  that  the  socialization  of  the  nation 
and  government  control  of  the  practice  of  medi- 
eine  cannot  exist  if  individual  responsibility  is 
realized  and  accepted  in  all  areas. 

As  a result  of  the  above,  and  as  concrete  evi- 
denee  of  the  deterioration  and  destruction  of  the 
patient’s  sense  of  responsibility  and  of  his  desire 
to  be  relieved  of  all  responsibility,  we  need  only 
observe  the  growth  of  the  idea  that  patients 
should  be  able  to  purchase  insurance  which 
would  cover  their  obligations  and  responsibili- 
ties in  full. 

One  hears  practically  nothing  about  complete 
eoverage  for  loss  to  natural  forees  for  personal 
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property.  Total  coverage  in  most  areas  is  not 
available  e.xcept  at  prohibitive  rates  and  is  even 
discouraged  by  agents  and  companies  alike. 

Factually,  total  coverage  in  any  field  is  al- 
most universally  accepted  as  impractical,  too 
e.xpensive,  unnecessary,  and  most  unrealistic! 

W'hy  then  the  demand  for  total  coverage  in 
the  field  of  “health”?  The  answer  is  provided 
by  the  writings  and  actions  of  those  who  would 
destroy  all  freedom.  The  fixed  fee  schedule  is 
one  of  the  most  important  parts  of  their  plan 
to  establish  this  type  of  government  medicine 
and  reduce  all  professional  men  to  the  level 
of  salaried  or  hourly  rated  employees  of  one 
agency  or  another. 

The  field  of  medicine  is  utilized  rather  than 
any  other  field  because  of  the  enormous  emo- 
tional appeal  and  the  almost  universal  experi- 
ence of  need  or  desire  in  this  area!  In  no  other 
area  can  such  an  appeal  be  cultivated. 

The  idea  of  complete  coverage  is  of  greatest 
importance.  In  recent  years,  an  ever  increasing 
cry  has  been  heard  for  complete  medical  serv- 
ices for  all  — for  a fixed  fee.  Here  again,  the 
importance  of  the  “fixed  fee”  is  paramount. 

One  cannot  help  but  wonder  how  it  came 
to  pass  that  in  this  one  area  — that  of  medical 
and  surgical  care  and  hospital  expenses,  a de- 
mand that  all  expenses  should  be  covered  for 
a single  fee  has  become  evident.  A study  of  the 
history  of  the  progress  of  socialism  answers  all 
questions  on  this  subject. 

It  is  not  an  accident  that  such  unreasonable 
“demands”  are  presented.  It  is  part  of  the  plan 
to  destroy  all  freedom,  not  just  freedom  in  the 
practice  of  medicine  — but  the  freedom  of  every 
segment  of  the  economy. 

The  socialists  have  recognized  this  fact  for 
many  years,  and  have  utilized  it  with  telling 
results.  Please  remember  that  they  now  describe 
health  as  a “right.”  This  thing  called  “health” 
is  defined  as  — “The  state  of  complete  physical, 
mental  and  social  well  being  and  not  just  the 
absence  of  disease  or  infirmity.”  (WHO) 

All  of  this  is  due  to  everyone  as  a right.  All 
of  this  is  something  everyone  has  coming  in 
equal  quantity  and  quality.  Does  it  not  follow 
that  something  so  universally  “due”  to  all  should 
be  supplied  to  all  either  “free”  or  at  least  at  a 
set  fee? 

The  writings  of  the  socialists  describe  the 
process  in  detail.  Read  them  — and  see  how 
American  medicine  has  followed  their  lead  — 


just  as  the  sheep  follow  the  “Judas”  goat.  The 
slaughter  of  medicine  as  a market  economy 
phenomenon  is  just  around  the  corner. 

Under  all  of  these  plans,  the  mutual  and 
personal  responsibility  of  patient  and  physician 
is  lost! 

A natural  consequence  of  this  deterioration 
of  the  sense  of  responsibility  and  of  the  growing 
idea  that  someone  else  should  be  responsible, 
encouraged  many,  especially  pressure  groups,  to 
contend  that  variation  in  fees  produced  insur- 
mountable difficulties.  It  became  a source  of 
irritation  to  find  that  the  fees  allowed,  when 
the  patient  visited  one  physician,  completely  re- 
lieved him  of  his  responsibility,  but  when  he 
visited  another  physician  did  not  quite  achieve 
this  end.  This  added  fuel  to  the  fire  and  the 
idea  of  fixing  fees  or  of  establishing  fee  sched- 
ules came  into  greater  prominence. 

Such  programs  permitted  insurance  companies 
to  calculate  their  loss  on  a more  accurate  basis. 
It  also  permitted  groups  and  individuals  to 
secure  coverage  which  could  be  calculated  in 
advance  as  being  complete  coverage.  It  be- 
comes obvious  that  once  such  a fee  schedule 
is  accepted  a logical  consequence  should  be  to 
require,  by  one  means  or  another,  that  physicians 
agree  to  accept  those  schedules  as  payment  in 
full  for  their  services. 

It  should  be  emphasized  that  the  amount  of 
the  fee  is  of  no  importance.  At  the  point  where 
the  physician  accepts  such  an  agreement,  he 
joins  his  patient  in  his  flight  from  personal  re- 
sponsibility and  accepts  the  idea  that  a third 
party  is  not  only  responsible  for  the  payment  of 
his  patient’s  bills  but  that  a third  party  is  like- 
wise entitled  to  establish  his  fees.  Here  again, 
this  may  seem  a minor  point  to  some.  However, 
it  is  most  destructive  to  the  free  practice  of 
medicine.  No  physician  can  relinquish  his  per- 
sonal responsibility  in  the  area  of  fees  to  a 
third  party  and  continue  to  practice  medicine 
in  the  same  moral  climate  he  occupied  pre- 
viously. This  matter  of  moral  and  mutual  re- 
sponsibility between  patient  and  physician  is 
all  important. 

The  brief  argument  which  has  been  presented 
has  essentially  been  in  “reverse.”  It  has  been 
easy  to  emphasize  the  fact  that  no  government 
medical  program  operates  without  a fixed  fee 
schedule.  This  is  self  evident.  It  cannot  be  other- 
wise. 

The  converse  is  more  difficult  to  prove  since. 
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actually,  it  is  possible  to  have  fixed  fee  schedules 
without  having  government  medicine!  Our  in- 
tention was  not  to  prove  that  it  was  inevitable, 
but  to  show  how  it  did  — and  almost  always 
does  — result. 

The  most  important  part  of  the  discussion  has 
been  minimized.  That  part  is  you  — the  phy- 
sician. The  role  of  the  physician  is  all  important. 
Let  us  look  at  some  of  the  effects  of  acceptance 
of  fixed  fees  on  physicians. 

All  “fixed  fee”  programs,  short  of  complete 
government  medicine,  require  that  those  who 
participate  be  known  to  the  patients.  Any  moral 
physician  should  look  seriously  to  his  ideas  of 
ethics  when  he  consents  to  have  his  name  appear 
on  listings  as  a participating  physician. 

All  fixed  fee  programs  imply  that  illness  can 
be  standardized.  All  physicians  realize  that  this 
is  impossible.  The  individual  variations  arising 
as  diagnostic  requbements,  utilization  of  time, 
development  of  complications,  the  system  of 
treatment,  the  response  to  treatment,  the  severity 
of  the  case  and  innumerable  other  factors,  all 
too  well  known  to  you,  immediately  prove  the 
fallacy  of  the  idea  of  standardization  of  illness. 
All  medical  teaching  and  tradition  repudiates 
this  idea  since  it  has  always  been  accepted  that 
every  patient  is  and  must  be  regarded  as  an 
individual,  that  his  problems  are  singular  and 
that  he  must  be  dealt  with  accordingly. 

Fixed  tee  programs  indicate  that  physicians 
can  be  and  are  standardized  and  that  they  are 
of  equal  competence  or  ability.  They  imply  to 
the  general  public  that  all  doctors  are  equal 
in  training  and  knowledge  and  that  their  per- 
sonahties  are  the  same.  They  imply  that  there 
is  no  difference  in  judgment,  in  the  techniques 
utilized,  in  the  abilities,  results  obtained,  and 
that  no  important  difference  exists  in  every  other 
portion  of  the  personal  care  of  the  patient.  It 
simply  states,  by  implication  to  the  patient,  that 
his  doctor  is  no  better  than  the  next.  This 
damages  the  patient’s  confidence  in  his  personal 
physician. 

Such  ideas,  imply  acceptance  of  the  false 
claims  of  those  who  relegate  medicine  to  a me- 
chanical matter,  that  physicians  are  tradesmen 
peddling  a service  or  product  which  is  not 
worthy  of  individual  evaluation. 

Strictly  from  a moral  and  historical  basis,  we 
should  remember  St.  Luke,  physician  and  patron 
saint  of  physicians,  who,  almost  2,000  years  ago 
enunciated  the  principle  that  “A  laborer  is 


worthy  of  his  hire.”  (Luke  10-7).  Not  only  in 
the  field  of  medicine  but  in  every  area,  history 
is  replete  with  the  failures  resulting  from  the 
rejection  of  this  principle.  Repudiation  of  this 
basic  precept  is  the  heart  of  the  entire  system 
of  socialism  and  it  is  the  aim  and  purpose  of 
fixed  fee  schedules. 

When  one  attempts  to  divorce  worth  from  hire, 
he  is  following  the  socialistic  pattern  and  those 
who  would  substitute  seniority,  need  and  rights, 
for  responsibilities,  efficiency,  and  initiative  are 
falling  into  a dangerous  position.  The  consci- 
entious moral  physician  is  the  one  individual 
who  should  espouse  and  live  by  St.  Luke’s  prin- 
ciple. It  is  elementary,  unalterably  and  forever 
opposed  to  such  practices  in  the  field  of  medi- 
cine, and  understanding  of  this  principle  il- 
lumines these  plans  for  what  they  are. 

There  is  another  moral  question  dealing  with 
the  separation  of  a service  from  its  proper  frame 
of  reference.  This  procedure  disguises  its  true 
comparative  value  and  is  as  dishonest  as  it  is 
to  artificially  manipulate  prices  and  provide 
subsidies  to  hide  from  the  people  the  true  value 
of  goods  they  buy  and  sell. 

To  establish  a fixed  price  for  service,  basing 
this  price  on  a technical  procedure  demanded 
by  the  service,  completely  prostitutes  the  idea  of 
responsibility.  In  fact,  it  denounces  or  indicates 
nonexistence  of  any  convertible  value  of  moral 
responsibility  assumed  and  discharged.  If  it 
were  possible,  it  would  be  more  realistic  to  at- 
tempt to  place  a price  on  the  amount  of  personal 
responsibility  accepted  and  to  disregard  the 
minor  mechanical  features.  Giving  simple  medi- 
cation under  certain  circumstances  entails  as- 
sumption of  responsibility  as  great  as  the  per- 
formance of  certain  major  surgical  procedures. 

We  have  discussed  the  mechanism  by  which 
fixed  fee  schedules  result  in  government  medi- 
cine by  pointing  out  the  fact  that  none  of  these 
programs  can  operate  without  a fixed  fee  sched- 
ule. As  indicated  at  first,  it  is  not  inevitable  that 
the  fixed  fee  schedule  should  result  in  govern- 
ment medicine.  The  fact  that  it  is  a necessary 
component  of  government  medicine  does  not 
of  necessity  make  it  a forerunner  to  government 
medicine.  However,  the  acceptance  of  fixed  fee 
schedules  in  these  areas  result  in  the  climate 
which  does  result  in  government  medicine.  This 
climate  is  established  by  the  fact  that  those 
companies  proposing  and  sponsoring  fixed  fee 
schedules  and  service  plans,  cover  a high  per- 
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centage  of  the  entire  population.  They  are  at- 
tempting even  by  utilizing  certain  unfair  means 
of  competition,  to  cover  an  ever  increasing  and 
greater  segment  of  the  population.  They  are 
attempting  to  enter  into  contracts  with  the 
federal  government  to  provide  this  type  of  pro- 
gram for  all  federal  employees. 

One  point  many  do  not  realize  is  that  there 
comes  a time  when  insurance  is  not  profitable 
to  the  policy  holders.  This  may  be  somewhat  of 
a surprise  to  many,  but  we  must  realize  that 
when  an  entire  population  or  political  subdi- 
vision is  completely  included  in  such  a program, 
especially  if  a fixed  fee  schedule  is  in  operation, 
there  ceases  to  exist  any  reason  for  the  existence 
of  the  insurance  company.  At  this  point  the 
lirokerage  fee  of  the  company  can  be  eliminated 
or  at  least  transferred  to  the  political  unit,  as 
the  entire  program  has  become  one  equivalent 
to  that  of  government  taxing  all  to  provide  serv- 
ices for  all.  We  need  only  view  the  implications 
of  present  acts  of  our  government  to  see  how 
this  operates. 

We  must  admit  that  our  government,  having 
secured  a fixed  fee  schedule  or  service  plan 
program  for  special  groups,  such  as  the  de- 
pendents of  military  personnel,  veterans,  cer- 
tain social  security  beneficiaries,  and  others, 
will  naturally  attempt  to  extend  such  benefits 
into  other  areas.  At  present  there  are  a number 
of  proposals  in  congress  to  do  this  very  thing. 
Bills  are  pending  which  would  entitle  any  in- 
dividual ELIGIBLE  FOB  social  security  bene- 
fits to  hospital  and  medical  care  at  “govern- 
ment” expense.  This  need  only  be  extended  to 

THE  JENKINS-KEOGH  BILLS 
a pension  plan  for 
SELF-EMPLOYED  INDIVIDUALS 

T 

1 HE  CURRENT  session  of  congress  now  has 
before  it  two  identical  bills  (HR  9 and  10) 
which  would  allow  self-employed  persons  an 
income  tax  deduction  for  limited  amounts  placed 
in  a retirement  fund.  Similar  legislation  has  been 
introduced  in  every  session  of  congress  since 
1951,  but,  unlike  its  predeeessors,  the  present 
bills  contain  provisions  generally  acceptable  to 
the  life  insurance  industry. 

While  these  bills  are  likely  to  be  laid  to  rest 
in  graves  beside  those  of  their  ancestors,  it  is 
generally  eonceded  that  these  newcomers  have 


include  ci\  il  servants  and  another  large  segment 
of  the  population  will  be  receiving  “govern- 
ment” medical  care.  Proposals  will  then  be  made 
to  provide  similar  services  for  all  veterans,  later 
for  their  dependents.  We  need  go  no  further. 
It  becomes  obvious  that  at  this  point  the  need 
for  private  insurance  will  cease  to  exist  and 
government  medicine  in  its  most  hideous  form 
will  become  a reality. 

In  the  final  analysis,  the  most  important  factor 
which  produces  government  medicine  through 
the  mechanism  of  fixed  fee  schedules  exists 
through  and  results  from  the  alteration  in  the 
area  of  mutual  responsibility  between  patient 
and  physician.  As  physicians  we  can  do  much 
to  encourage  our  patients  to  accept  their  own 
responsibilities.  However,  as  physicians,  if  we 
accept  the  intervention  of  a third  party  in  the 
patient-physician  relation  in  any  area,  we  are 
eliminating  part  of  our  personal  responsibility 
to  the  patient.  In  the  areas  of  fees,  through  the 
mechanism  of  fixed  fees  or  service  plans,  the 
temptation  seems  overwhelming  to  many  — 
few  are  willing  to  examine  the  processes  closely 
to  see  the  ultimate  results. 

Our  only  hope  to  retain  freedom  in  the  practice 
of  our  profession  is  to  reawaken  our  fellow  phy- 
sieians  and  help  them  see  the  loss  we  face  if 
we  abandon  principles. 

If  we  maintain  the  individual  patient-phy- 
sician relationship  regardless  of  personal  sacri- 
fices and  difficulties,  we  will  not  only  save 
medicine—  but  we  will  save  our  beloved  nation 
from  the  destruction  which  has  been  planned  by 
those  WHO  HATE  FREEDOM! 


a better  chance  for  survival.  The  American  Bar 
Association,  American  Medical  Association, 
American  Dental  Association,  American  Institute 
of  Accountants  and  other  similar  groups  have 
formed  the  “Ameriean  Thrift  Assembly  for  10 
Million  Self-Employed”  to  promote  the  enact- 
ment of  this  legislation  by  congress. 

Because  of  this  intensified  promotion,  and  the 
general  interest  that  many  of  our  readers  have 
shown  w'e  have  prepared  the  following  outline 
of  the  pertinent  provisions  of  these  bills. 

I.  WHO  IS  ELIGIBLE? 

A.  Any  self-employed  individual  who  meets  the 
following: 

B.  Tests 

1.  Must  be  subject  to  self-employment  tax  or 
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would  be  subject  to  it  except  for  exemption 
as 

a.  doetor 

b.  voluntary  exclusion  of  a minister 

2.  And  is  not  a participant  in 

a.  qualified  pension  or  profit  sharing  plan, 
or 

b.  pension  plan  established  by  a govern- 
mental body  or  one  of  its  instrumentalities, 
or 

c.  pension  plan  established  pursuant  to 

l.R.C.  Sec.  501(c)(3)  (non-profit  organiza- 
tions ) 

II.  HOW  MUCH  CAN  THE  INDIVIDUAL 
DEDUCT  FROM  GROSS  INCOME? 

A.  If  under  50  years  of  age  on  Januaiy  1,  1957 

1.  10  per  cent  of  net  earnings  from  self  em- 
ployment, or 

2.  $5,000,  whichever  is  less 

B.  If  over  50  years  of  age  on  January  1,  1957 

1.  Amount  as  computed  in  A above,  plus 

2.  10  per  cent  for  each  full  year  age  is  in 
excess  of  50  but  not  in  excess  of  70 

C.  Provided  these  amounts  are  set  aside  during 
the  taxable  year  (or  within  4V2  months  there- 
after ) 

D.  Maximum  deduction  — $100,000  during  life- 
time 

III.  WHERE  MUST  THESE  FUNDS  BE  DE- 
POSITED? TWO  METHODS 

A.  In  a restricted  retirement  fund 

1.  Funds  must  be  administered  by  trustee  or 
eustodian 

a.  incorporated  bank  subject  to  supervision 
and  examination  under  laws  of  U.  S.,  state, 
or  territory 

b.  for  income  tax  purposes  custodian  treated 
as  a trust 

c.  tax-exempt  under  l.R.C.  See.  501(a) 

d.  subject  to  l.R.C.  Sec.  511  (tax  on  unre- 
lated business  ineome) 

2.  Trust  or  custodianship  must  be  created  in 
writing  and  expressly 

a.  prohibit  use  of  funds  to  pay  premiums  on 
restricted  retirement  policy  containing  life 
insurance  protection  unless  insured  pays 
that  portion  of  the  premium  attributable  to 
protection 

b.  provide  that  trustee  or  custodian  cannot 
exercise  extended  term  non-forfeiture  op- 
tion on  restricted  retirement  policy 


c.  provide  that  trustee  or  custodian  will 
return  any  contribution  to  participant  which 
is  in  excess  of  his  allowable  deduction 

d.  provide  that  trust  or  account  is  for  ex- 
clusive benefit  of  participating  self-em- 
ployed members 

3.  Trustee  or  custodian  may  invest  funds  in 

a.  surrender  value  of  restricted  retirement 
policy  on  life  of  individual,  or 

b.  stock  or  securities  listed  on  recognized 
exchanges,  except  in  corporation  that  a 
member  of  retirement  fund  owns  more  than 
10  per  cent  of  the  voting  stock  (attribution 
rules  of  l.R.C.  Sec.  318  apply),  or 

c.  U.  S.,  state,  territorial,  or  munieipal 
bonds  and  other  evidences  of  indebtedness, 
or 

d.  stoek  in  a regulated  investment  company 
meeting  the  requirements  of  l.R.C.  See.  851 

4.  Participant’s  interest  must  be  unassignable, 
except 

a.  may  be  given  right  to  designate  death 
beneficiaries,  and 

b.  may  be  given  right  to  transfer  death  to 
a similar  trustee  or  custodian 

B.  In  a restricted  retirement  policy  issued  by  a 
life  insurance  company 

1.  May  be  annuity,  endowment,  life  contract, 
or  any  combination  (except  term) 

a.  on  life  of  the  self-employed  individual 

b.  who  must  have  all  ownership  rights 

2.  Policy  must  be  endorsed  to  show 

a.  it  is  a restricted  retirement  policy,  and 
it  is 

b.  non-assignable 

c.  may  be  new  or  old  policy 

3.  Portion  of  premium  allocable  to  cost  of  the 
life  insurance  protection  not  deductible 

a.  presumably,  full  deduction  when 

b.  annual  increase  in.  cash  value  equals  or 
exceeds  annual  premium  paid 

IV.  HOW  ARE  AMOUNTS  DISTRIBUTED 
FROM  RESTRICTED  RETIREMENT  FUND 
TAXED? 

A.  If  received  by  individual  after  age  65 

1.  Payments  included  in  gross  income  in  year 
received 

2.  If  entire  amount  received  in  one  taxable 
year  — tax  is 

a.  Five  times  the  increase  in  tax  that  would 
have  resulted  from  including  1/5  of  the 
distribution  in  gross  income 
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b.  if  funds  have  not  accumulated  for  at  least 
five  years  before  distribution  the  entire 
amount  is  included  in  gross  income 

B.  If  received  by  individual  before  age  65 

1.  Tax  is  110  per  cent  of  the  total  taxes  which 
would  have  been  paid  had  the  amount  been 
received  rateably  over  taxable  year  and  the 

four  preceding  years 

2.  This  is  a penalty  on  early  witlidrawal 

C.  If  received  by  death  beneficiary 

1.  Payments  included  in  gross  income  in  year 
received 

2.  If  entire  amount  received  in  one  year  the 
1/5  averaging  rule  applies  (see  IV,A,2,a 
above ) 

D.  Distribution  of  unrestricted  retirement  policy 
not  taxed  until  payments  received  under  policy 
(see  below) 

V.  HOW  ARE  AMOUNTS  RECEIVED 
UNDER  RETIREMENT  POLICY  TAXED? 

A.  In  general,  installment  payments  are  taxed 
under  I.R.C.  Sec.  72  as  an  annuity 

1.  Three  year  spread-out  rule  of  I.R.C.  Sec. 
72  does  not  apply 

2.  In  computing  exclusion  ratio  premiums  de- 
ducted not  considered  as  part  of  investment 
in  contract 


3.  Surviving  annuitant  taxed  in  same  manner 

B.  If  full  amount  received  in  one  year  after 
age  65  the  1/5  averaging  rule  applies  (see  IV, 
A,2,a  above 

C.  If  received  by  individual  before  age  65  the 
110  per  cent  rule  applies  (see  IV,B,  above) 

D.  Policy  loans  considered  as  payment  except 

1.  Where  loan  does  not  exceed  one  annual 
premium,  and 

2.  Is  repaid  within  12  months  after  premium 
due  date,  thus 

3.  Automatic  premium  loans  protected 

E.  If  non-forfeiture  option,  other  than  reduced 
paid-up  insurance,  becomes  operative  the  in- 
dividual is  deemed  to  have  received  payment 
equal  to  cash  value  accumulated  since  policy 
was  endorsed 

F.  Death  proceeds  includible  in  beneficiary’s 
gross  income  as  received 

1.  Except  portion  attributable  to  premiums 
paid  before  policy  endorsed  as  restrictive  re- 
tirement policy,  and 

2.  Except  portion  attributable  to  amount  at 
risk  ( face  less  cash  value  at  date  of  death ) 

3.  If  all  proceeds  are  received  in  one  taxable 
year  the  1/5  averaging  rule  applies  (see  IV, 
A,2,a  above ) . 


20  MEDICAL  SCHOOLS  IN  LINE  FOR 
MENDS  PROGRAM  OF  DEFENSE 
DEPARTMENT 

XwENTY  additional  medical  schools  have  ap- 
plied to  participate  in  the  medical  education  for 
national  defense  (MEND)  program  sponsored 
by  the  defense  department.  Under  it,  faculty 
members  of  participating  schools  are  indoctrin- 
ated in  military  and  disaster  medicine  through 
symposia  and  other  means  being  developed  by 
the  armed  services.  Courses,  in  turn,  are  of- 
fered students.  According  to  Assistant  Defense 
Secretary  Frank  Berry,  10  schools  will  be  pick- 
ed from  among  the  20  early  in  June.  This  will 
bring  to  45  the  number  of  schools  offering  spe- 
cial courses. 

At  a press  conference.  Dr.  Berry  also  noted 
a “sharp”  decrease  in  the  number  of  resigna- 
tions from  the  medical  branches  of  the  armed 
services.  He  attributed  this  to  the  passage  last 
year  of  the  career  incentive  act,  which  provides 
for  additional  pay  for  doctors  serving  beyond 


two  years  and  also  gives  them  additional  credit 
toward  promotions  and  retirement.  There  are 
enough  physicians  now  commissioned  or  com- 
mitted to  service  to  take  care  of  the  military’s 
needs  for  the  next  fiscal  year  without  having  to 
draft  any  doctors,  he  said. 

He  also  reported  on  the  success  of  a defense 
mutual  aid  program  in  which  teams  go  to  foreign 
countries  to  help  troops  of  our  allies  improve 
their  nutrition.  Five  surveys  have  been  com- 
pleted (Iran,  Pakistan,  Korea,  Philippines  and 

Turkey)  and  one  is  to  start  in  Libya  in  June. 

* * 

Senator  Netiberger,  who  along  with  Senator 
Morse  has  sponsored  an  amendment  to  the  HEW 
appropriation,  urged  that  $500  million  be  ap- 
proved for  cancer  research  without  a time  limit 
on  spending.  The  two  Oregon  Democrats  want 
the  government  to  attack  the  problem  on  a 
“crash”  basis  like  the  atomic  bomb  develop- 
ment. The  administration  asked  and  the  house 
approved  $46,902,000  for  the  National  Cancer 
Institute  for  the  12  months  starting  July  1. 
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Ammonium  chloride - 70.0  mg 
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Bottles  of  16  fl. 


when  anxiety  and  tension  "erupts”  in  the  G.  I.  tract... 

IN  DUODENAL  ULCER 
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Meprobamate  with  PATH i LON®  Lederla 


* 


Combines  Meprobamate  {400  mg.)  the  most  widely  prescribed  tranquilizer  . . . helps  control 
the  “emotional  overly”  of  duodenal  ulcer  — without  fear  of  barbiturate  loginess,  hangover  or 

habituation ivith  PATHILON  {25  mg.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 

and  high  effectiveness  in  the  treatment  of  many  G.L  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 
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RX.,  DX.,  AND  DRS. 

By  Guillermo  Osier,  M.D. 


E wish  to  repeat  a belief  and  suggestion  which 
seems  to  carry  more  and  more  weight  as  the  years 
go  by,  — “Without  exception  patients  who  have 
asthma  or  emphysema  SHOULD  NOT  SMOKE 
ANYTHING  in  ANY  AMOUNT  at  ANY  TIME.” 
. . . Peters  and  Prickman  (‘Minnesota  Medicine’  for 
February  1957)  are  the  most  recent  authors  to 
stress  that  credo,  and  the  newest  members  of  the 
group  which  smokers  will  either  dislike  or  ignore. 


There  has  been  a shift  from  dicumarol  to  an- 
other type  of  ANTICOAGULANT  in  the  practice 
of  a few  of  our  internist  friends.  They  use  a 
brand  of  Marfarin,  made  by  Endo  Labr.,  and  called 
'Coumadin'.  ...  It  acts  as  a HYPOPROTHROM- 
BINEMIA-INDUCING  AGENT,  is  more  potent, 
is  said  to  be  more  predictable,  and  the  effects 
are  achieved  in  24  hours  and  last  3 to  5 days.  It 
may  be  given  once  a day,  and  by  oral  or  hypo- 
dermic portals.  . . . The  discoverer  of  the  inject- 
able anticoagulants  was  Karl  Link  of  Wisconsin; 
he  has  a branch  of  his  family  in  Tucson;  and  he 
doesn't  have  to  worry  whether  one  drug  super- 
cedes the  other,  since  he  invented  both  of  them. 


A logical  further  use  of  ANTICOAGULANTS 
has  been  announced  by  Millikan  of  the  Mayo 
Clinic.  He  and  his  colleagues  (Siekert  and  Whis- 
enant)  believe  that  oral  or  IV  anticoagulants  can 
be  used  for  FOUR  VASCULAR  CONDITIONS,  — 
intermittent  insufficiency  in  the  vertebral  basilar 
system  with  infarction;  and  actively  advancing  oc- 
clusion of  the  carotid  system.  . . . Dr.  Wright  of 
Cornell  suggested  a fifth  category,  multiple  throm- 
bo-embolic  episodes.  ...  A small  point  of  uncer- 
tainty is  the  diagnosis  of  some  of  these  conditions 
by  some  of  us  barefoot  country  docs. 


The  'Scope  Weekly'  (which  we  suspect  is  con- 
nected with  Upjohn's,  since  it  contains  no  other 
advertisements,)  has  MENTIONED  ANOTHER 
ARIZONAN  in  its  'Questions  for  Doctors  — and 
Answers'.  DR.  JOHN  L.  COGLAND,  internist  of 
Phoenix,  was  asked  "what  characteristics  do  you 
think  are  most  important  in  an  individual  who 
wants  to  enter  the  medical  profession?"  , . , Dr. 
Cogland  gave  the  usual  answers  about  physical 
and  intellectual  capacity  for  sustained  effort,  fi- 
nances, etc.,  but  added  that  a potential  doctor  must 
have  an  acquired  characteristic,  THE  SINCERE 
DESIRE  TO  BECOME  A GOOD  DOCTOR. 


Meniere’s  syndrome  has  another  therapeutic  ap- 
proach, this  time  a combination  by  Roerig  & Co. 


It  is  called  ‘Antivert’,  and  it  can  be  used  for  other 
forms  of  vertigo.  . . . The  ‘combo’  includes  the 
antihistaminic  and  anticholinergic  actions  of  mec- 
lizine and  the  vasodilating  action  of  nicotinic  acid. 


The  supreme  example  of  a mystery-type,  hard- 
to-get  approach  in  describing  a new  drug  has  just 
been  'released'  by  the  Olin  Mathieson  Chemical 
Corp.,  by  way  of  its  E.  R.  Squibb  & Sons  Divi- 
sion. . . . They  tell  about  "A  NEW  STEROID 
AGENT"  which  "may  prove  to  be  palliative  in 
certain  cases  of  cancer."  . . . They  do  not  say  what 
type  of  cancer  cases  may  be  affected;  they  don't 
say  when  the  drug  will  be  'released'  and  they 
don't  even  give  the  name  of  the  drug! 


A summary  of  the  principles  and  practice  of 
HYPOTHERMIA  as  an  adjunct  to  anaesthesia  in 
cardiovascular  sugery  was  published  in  this  col- 
umn last  year.  We  now  hear  of  its  use  in  another 
field,  tho  not  yet  reported.  . . . Certain  lung  lesions 
require  surgery,  but  are  accompanied  by  hypoxe- 
mia due  to  associated  lung  damage.  ‘Cooling’  cuts 
the  metabolism,  and  the  need  for  oxygen,  and  can 
occasionally  make  the  surgery  safer.  . . . We  know 
of  two  chest  surgeons  who  have  used  the  method 
in  cases  of  carcinoma  and  TB  with  emphysema. 
Worked  out  fine. 


Here  is  a STRANGE  CLINICAL  RELATION- 
SHIP fo  which  we  wouldn't  pay  much  attention 
except  that  the  basic  condition  is  becoming  more 
common,  and  since  we  have  just  seen  such  a com- 
bination. . . . Plotkin,  in  "Disease  of  the  Chest," 
urges  that  we  become  aware  of  the  MALFUNC- 
TION OF  AN  ORGAN  WHICH  IS  NOT  THE  ONE 
PRIMARILY  INVOLVED!  He  refers  to  involve- 
ment of  the  GASTROINTESTINAL  TRACT  in 
cases  of  PULMONARY  EMPHYSEMA  with  cor 
pulmonale.  . . . The  condition  is  a strange  one, 
since  the  usual  pattern  of  'pain,  food-intake  relief' 
does  not  exist.  Small  'silent'  ulcers  are  silent,  and 
even  large  penetrating  ones  are  atypical.  ...  Of 
65  autopsied  cases  of  emphysema  with  right  heart 
disease,  10  had  gastric,  11  had  duodenal  ulcers, 
and  6 had  hypertrophic  gastritis.  Another  series 
studies  by  x-ray  had  a 30  per  cent  incidence  of  pep- 
tic ulcer.  . . . The  case  we  have  just  seen  had  pain, 
but  no  relief  from  therapy.  We  were  inclined  to 
blame  a previous  use  of  steroid  therapy  but  Dr. 
Plotkin  does  not  mention  such  a relationship.  We'll 
have  to  drop  him  a query. 


Upjohn  is  advertising  ‘Halotestin’  as  a methyl- 
testosterone  with  a halogen  (fluoro)  attachment. 
It  is  said  to  lack  the  toxic  edema  & jaundice  ef- 
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DOCTOR, 


DID  YOU  KNOW  THAT 
NOW  YOU  CAN  OWN 

PERMANENT  LIFE  INSURANCE* 
$50,000.00  PROTECTION 


AT  LESS  THAN  THE  COST  OF  TERM 


FOR  EXAMPLE  THE  FIRST  YEAR  COST  IS  AS  FOLLOWS: 


Age  30  

35  

40 

45  

Issue  Ages  (20  to  65) 


$179.92 

$231.28 

$310.34 

$430.46 


AND  ALSO 


PART  OF  THE  COST  IS  TAX  DEDUCTIBLE 

THIS  PLAN  IS  THE  NEW  CONCEPT  OF  LIFE  INSURANCE 
PROTECTION  FOR  BUSINESS  AND  PROFESSIONAL  MEN 

FOR  INFORMATION  REGARDING  THIS  ORIGINAL  LOW  COST  ORDINARY 
LIFE  PLAN  ALONG  WITH  ITS  TAX  ADVANTAGES  - YOU  MAY  CALL  THIS  OFFICE 
FOR  THE  QUALIFIED  BUSINESS  INSURANCE  REPRESENTATIVE  NEAREST  YOU  — 
(And  be  sure  to  have  him  tell  you  about  the  guaranteed  4%  loan  available  to  you). 

We  Will  Quote  Rates  To  Your  Attorney  or  Accountant  At  Your 
Request  or  For  Your  Personal  Proposal  Return  To 


Paul  Boyajian  & Associates -AM  5- 

1827  W.  Camelback  Rd.,  Phoenix,  Arizona 


Your  Name 


Age  at  Nearest  Birthday 


Address 


City 


State 


Amount  of  Insurance  Desired  Appro.  Tax  Bracket 

All  Replys  Are  Considered  Confidential 

I 

*This  plan  is  on  file  with  the  Arizona  State  Insurance  Department. 
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fects  of  other  androgens  (tho  we  think  it  may  be 
early  to  guarantee  it).  It  is  usable  by  mouth, 
and  is  said  to  be  five  times  more  potent  than 
other  oral  androgens.  . . . Maybe  this  is  progress? 


The  oddest  variant  of  the  original  'Blood  Bank' 
has  just  been  described.  At  the  Central  Labora- 
tories of  the  Imperial  Cancer  Research  Fund 
(London)  there  is  a FROZEN-TUMOR  BANK! 
. . . It  is  necessary  to  have  a ready  supply  of  blood, 
bones,  arteries,  corneas,  etc.,  but  few  people  think 
of  the  need  for  experimental  stock  tumors.  They 
have  about  50  kinds  of  transplantable  tumors,  al- 
most all  of  which  are  from  animal  and  fowl 
sources.  . . . The  only  similar  kind  of  bank  is 
one  which  keeps  bacterial  strains,  but  in  incu- 
bators. Steenken,  at  Saranac  Lake,  has  a bank 
of  acid-fast  bacilli  for  the  National  Tuberculosis 
Association.  ...  It  isn't  so  odd  when  the  basic 
idea  is  considered. 


There  has  been  a great  deal  of  worry  in  the 
public  prints  about  HOW  MUCH  RADIATION  a 
person  gets,  and  can  stand.  Most  of  the  non- 
medical items  we  have  seen  were  indefinite  trash. 
Most  of  the  medical  speeches  and  papers  have 
been  of  a similar  sort.  I’m  sure  that  someone 
will  ‘wrap  it  up’  soon.  . . . One  angle  which  may 
or  may  not  be  practical  is  the  suggestion  of  Dr. 
Poppel,  chief  radiologist  of  N.Y.U.  & Bellevue. 
He  believes  that  everyone  should  keep  a ‘LIFE- 
TIME DIARY  OF  RADIATION’.  This  would  re- 
quire a nationally-standardized  radiation  diary 
system.  ...  It  seems  hard  to  believe  that  human 
beings  who  can’t  remember  if  they  have  had 
measles  or  vaccinations  would  keep  diaries  in  any 
numbers.  Some  people  who  are  versatile  and 
methodical  MIGHT  have  a radiation  diary,  a past 
medical  history  diary,  a food  and  drug  reaction 
diary,  a menstrual  diary,  as  well  as  the  ordinary 
social  and  political  diaries. 


E.  H.  Fell,  a Chicago  surgeon,  writes  of  'THE 
OPEN  AIRWAY'  in  the  Jour.  Mich.  State  Med. 
Soc.  He  urges  that  every  physician,  regardless  of 
specialty,  should  think  of  the  need  for  an  open 
passage  for  an  exchange  of  gases.  The  ill  effects 
of  obstruction  can  be  shown  by  a simple  experi- 
ment on  animals.  . . . We  have  meant  to  mention 
the  increasing  use  of  TRACHEOTOMY  by  cer- 
tain surgeons.  It  is  done  as  an  elective  procedure, 
sometimes  as  an  adjunct  to  hypothermia,  and  al- 
lowing the  surgical  team  to  keep  the  bronchi  clear 
in  the  first  post-op  hours,  and  even  days. 


A mean  old  M.D.  from  Virginia  (G.  J.  Boines) 
has  made  up  a list  of  ‘Mis-conceptions  in  Polio- 
myelitis.’ It  includes  one  set  of  comparisons  which 
we  haven’t  ever  seen.  . . . Under  the  heading:  ‘It 
is  an  erroneous  belief  that  poliomyelitis  is  the  most 
crippling  of  diseases,’  it  states  that  for  every  polio 


patient  needing  help  there  are  160  with  heart  dis- 
ease, 75  with  arthritis  and  rheumatism,  25  with 
mental  disease,  7 with  cancer,  6 with  cerebral 
palsy,  4 with  TB,  2 with  multiple  sclerosis,  and  2 
with  muscular  dystrophy.  . . . We  think  there  are 
probably  modifying  factors,  — polio  is  acute;  some 
of  the  others  are  not  very  debilitating;  TB  is  in- 
fectious; etc. 


YOUR  FAMILY  HEALTH  RECORD 

C OPIES  of  “Your  Family  Health  Record”  are 
available  to  the  membership  on  receipt  of  re- 
quest therefor.  They  may  be  ordered  individual- 
ly or  by  the  component  county  medical  society, 
from  the  central  office,  Arizona  Medical  As- 
sociation. 

Office  Space  For  Rent 
31  West  Camelback  Rd. 
Phone  CR  7-3337 


EXCITING  NEWS  FOR 

HARD  of  HEARING 

DOCTOR: 

Maico's  Newest  Hearing  Aid  with  "Automatic 
Volume  Control"  Gives  Amazing  Results  For 
Those  Hard-to-Kelp  Nerve-loss  Cases.  May  we 
Suggest  That  You  Have  Your  Patient  Try  It. 

MfllCO 

Hearing  Aids -Audiometers 

Don't  Be  Satisfied  With  Less  Than  The  Best 

MAICO  of  PHOENIX 

HEARING  SERVICE 

212  W.  Adams  - Ph.  AL  8-0270 

WE  GUARANTEE  TO  THE  DOCTOR  AND  HIS  PATIENT 
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Surgical  Fees  Up  50% 


The  new  Preferred  Surgical  Plan  offered  by 
HBA  pays  one-and-a-half  times  the  surgical 
fees  offered  by  the  Standard  Surgical  Plan. 

This  also  means  that  the  fees  for  the  anesthe- 
tist are  increased  in  the  same  proportion. 


Doctor  Calls  Fee  $5.00 


The  HBA  Preferred  Surgical  Plan  also  pro- 
vides for  payment  of  doctor's  visits  in  the 
hospital  when  surgery  is  not  performed. 

In-hospital  medical  calls  are  payable  at  $5.00 
a day  up  to  a total  of  30  days. 


All  present  HBA  policyholders  will  be  given  an  opportunity 
to  convert  to  this  Preferred  Surgical  Plan. 

Many  of  your  patients  may  ask  for  your  advice.  We,  there- 
fore, believe  that  this  information  would  be  of  interest  to 
you. 

HOSPITAl  BENEFIT  ASSURANCE 


First  Street  at  Willetta 


Phoenix,  Arizona 
Alpine  8-4888 
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CIVICS 

By  Norman  A.  Ross,  AI.D. 


"COMPREHENSIVE"  INSURANCE 

THE  FASTEST  GROWING  HEALTH 
INSURANGE  TODAY. 

(Medical  Economics,  July,  1957) 

T HE  DOCTOR  isn’t  bound  by  a fee  schedule 
and  the  patient  pays  part  of  major  bills  under 
the  kind  of  policy  the  industry  calls  ‘compre- 
hensive’.” By  Hugh  G.  Sherwood. 

Does  this  conflict  with  Blue  Shield  philosophy 
and  direction? 

“o  o * Executive  Director,  Gonneeticut  Blue 
Shield  — deductible  and  co-insurance  — are 
seriously  limiting  their  control  over  medical 
costs  ^ The  payment  of  “going  rates”  puts 

medical  care  in  the  constant  upward  infla- 
tionary spiral  * “ **.” 

Does  this  medical  economic  advisor,  in  ac- 
tuality a medical  comptroller,  propose  to  affect 
appreciably  national  inflation  by  reducing  the 
physicians’  purchasing  power  — in  this  area 
of  medical  practice  — in  the  State  of  Gonnec- 
ticut,  or,  for  that  matter,  with  the  cooperation 
of  his  fellows,  in  the  entire  United  States? 

We  are  sure  this  is  not  the  case  and  that  this 
man  is  speaking  only  in  terms  of  obtaining  the 
lowest  possible  rate  for  his  subscribers.  We  are 
satisfied  that  he  would  agree,  and  that  it  is 
generally  accepted  as  fact,  that  reducing  phy- 
sicians to  lower  and  lower  economic  levels  can 
only  lead  to  poorer  and  poorer  medical  care 
— to  government  subsidy  to  protect  patient  and 
physician,  and  to  the  eventual  inclusion  of 
all  physicians  and  all  patients  in  a national 
medical  program  — in  the  national  interest. 

It  is  common  knowledge  that  our  national 
economy  has  been  in  an  inflationary  spiral  since 
the  birth  of  this  nation.  The  annual  national 
inflationary  rate  has  been  3 per  cent  per  annum 
for  the  past  50  years. 

Gomprehensive,  deductible,  or  by  whatever 
name  this  “fastest  growing  health  insurance”  is 
called,  shows  that  medicine  can  breathe  a sigh 


of  relief  for  the  intentions  of  those  who  design 
and  those  who  purchase  this  policy.  They  do 
not  propose  that  “going  rates”  are  overpayments 
to  their  physicians. 

MORE  ABOUT  “GOMPREHENSIVE” 
INSURANGE 

Do  you  remember  when  government  sepa- 
rated “medical  costs”  — when  public  and  gov- 
ernment considered  the  physician  to  be  an  in- 
dividual, not  a part  of  a “package  deal”  in  a 
medical  insurance  plan,  or  a medical  social  ef- 
fort? 

Remember  when  industrial  fees  were  reduced? 
It  was  during  the  depression,  of  course.  This 
pause  in  national  inflation  promptly  affected  us. 

The  Arizona  State  Industrial  Gommission’s 
representatives  presented  graphs  to  justify  their 
requests  for  physician  fee  reductions.  The  in- 
dustrial commission  dollar  was  divided,  as  I 
remember,  75  per  cent  for  compensation  and  25 
per  cent  for  medical  care.  These  divided  into; 
hospital  payments,  sickness  supply  and  drug 
payments,  and  payments  for  physicians’  serv- 
ices. The  Arizona  State  Industrial  Gommission 
as  of  the  time  of  that  request  for  reduction  of 
fees  showed  the  justness  of  their  proposal  to 
our  satisfaction  and  we  accepted  the  reduced 
rate. 

Those  graphs  included  the  annual  e.xperience 
of  the  commission  from  the  time  of  the  en- 
actment of  the  Arizona  State  Industrial  law 
until  the  date  of  the  request  for  reduction  in 
industrial  fees.  Wouldn’t  we  physicians  like  to 
see  that  depression-born  graph  extended  to  this 
date  of  the  inflationary  spiral,  and  industrial 
fees  and  fees  of  other  programs  adjusted  accord- 
ingly and  sharply? 

The  “comprehensive”  insurance  policy  which 
is  being  received  with  such  acclaim,  considers 
hospital  payment,  sickness  supply  and  drug  pay- 
ment, and  the  payment  for  physicians’  services 
as  distinct  and  separate  items.  Even  percentages 
of  payment  of  charges  vary. 

Recently  an  adjustment  of  the  industrial  fee 
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schedule  has  been  considered.  Is  state  govern- 
ment’s attitude  toward  medicine  changing  as  it 
appears  in  the  attitude  of  industry,  the  insurance 
industry  particularly? 

The  prompt  and  enthusiastic  acceptance  of 


this  “comprehensive”  insurance  by  industry  and 
public,  compliments  American  medicine  past, 
present,  and  future.  It  is  ample  proof  of  the 
popularity  of  medicine,  “the  American  way. 

“Comprehensive”  insurance.  I’ll  buy  that. 


THE  STATISTICS  FOR  THE 
VOLUNTEER 

By  Clarence  G.  Salsbury,  M.D.’* 


S a health  program  of  any  nature  progresses, 
whether  it  be  on  a voluntary  basis  or  at  a health 
department  level,  it  becomes  increasingly  neces- 
sary to  reappraise  the  activities  of  the  program 
in  the  light  of  the  intended  results.  Such  a re- 
appraisement, properly  evaluated  in  the  light  of 
available  statistics,  personnel  and  budget,  must 
of  necessity  be  a prime  factor  in  the  development 
of  future  plans. 

In  many  areas  over  the  nation,  the  lack  of  a 
large  number  of  newly  reported  cases  of  tuber- 
culosis has  led  to  a serious  condition  of  com- 
placency among  volunteer  and  professional 
workers  in  the  field.  Qualified  individuals  more 
than  suspect  that  many  new  cases  of  tubercu- 
losis are  never  reported  to  health  authorities. 
This  is  undoubtedly  true  in  Arizona  for  a check 
of  our  records  for  any  given  week  indicates 
that  only  one  half  the  physicians  regularly  return 
to  us  the  weekly  cards  we  send  asking  for  listing 
of  reportable  diseases. 

I should  like  to  digress  for  one  moment  to 
remind  you  that  as  a statistician  it  is  my  obli- 
gation to  report  the  data  as  they  appear  to  me. 
Whatever  opinions  I voice  are,  of  course,  open 
to  your  criticism  and  certainly  we  shall  not 
agree  in  every  instance.  It  is  my  purpose  to 
raise  questions  in  your  minds,  which,  through 
discussion  at  local  and  state  levels  will  aid  us 
jointly  in  solving  the  problems  of  tuberculosis. 

Statistically,  there  are  two  measures  of  the 
problem  which  we  can  readily  examine  — newly 
reported  cases  of  tuberculosis  and  deaths  in 
which  tuberculosis  is  stated  to  be  the  cause. 
It  seems  logical  to  examine  cases  first  since  there 
must  be  a case  of  tuberculosis  before  there  is  a 
death. 

During  the  year  1956,  1,133  new  cases  of 
tuberculosis  were  reported  among  Arizona  resi- 
dents. This  figure  is  hardly  comparable  to  data 
reported  in  other  years  since  it  does  not  in- 


clude persons  who  came  to  Arizona  for  hos- 
pitalization from  other  states,  but  only  those 
for  whom  residence  in  the  state  is  definitely 
established. 

Although  the  letter  of  the  law  provides  that 
a report  of  a new  case  of  tuberculosis  must  be 
made  as  soon  as  the  diagnosis  has  been  made, 
it  is  interesting  to  note  that  many  new  cases 
are  first  reported  by  health  facilities  rather  than 
private  physicians.  During  1956,  only  one  in 
seven  new  cases  was  first  reported  by  a private 
physician.  Nearly  one  in  five  was  reported  by 
the  various  veterans’  facilities.  More  than  one 
in  four  was  first  reported  by  a hospital.  Amaz- 
ingly enough,  one  in  16  was  first  reported 
by  the  death  certificate  itself.  For  those  of  you 
who  want  more  detailed  information,  the  follow- 
ing may  be  interesting: 


Number 

Percent 

Source  of  Report 

of  Cases 

of  Total 

Private  Physicians  . . 

. . . .161 

14.2 

TB  Sanatariums  . . . 

. ...  72 

6.4 

General  Hospitals  . . 

. ...  168 

14.8 

Chest  Clinics  

....  73 

6.4 

Mental  Hospitals 
and  Prisons  

....  15 

1.3 

Death  Certificates  . . 

....  69 

6.1 

Transfers  from  other 
States  

....  62 

5.5 

Indian  Service  Hospitals . 147 

13.0 

All  Veterans’  Facilities  .214 

18.9 

City  and  County 
Health  Depts.  . . . 

....  144 

12.7 

Military  

. . . . 8 

.7 

Certainly  a tabulation  such  as  this  raises  ques- 
tions. How  did  a new  case  of  tuberculosis  be- 
come a matter  of  report  by  an  institution  unless 
it  was  so  diagnosed  by  a physician  prior  to 
admittance?  Are  reports  from  hospitals  the  result 
of  routine  X-rays  or  have  they  too  been  diag- 
nosed prior  to  admission?  With  more  than  Vs 
of  our  tuberculosis  deaths  showing  up  as  new 
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cases  even  though  the  death  certificate  indicates 
a long  duration  of  the  disease,  why  has  the 
case  not  been  reported  previously?  What  is 
happening  to  the  many  contacts  which  must 
have  been  made  in  cases  such  as  these  latter 
ones?  Certainly  many  of  you  can  come  up  with 
even  more  questions  than  just  these  few. 

The  importance  of  the  1,133  newly  reported 
cases  of  tuberculosis  in  terms  of  impact  on  the 
population  certainly  cannot  be  overlooked.  Even 
if  the  1,133  cases  are  actually  all  the  new  cases 
diagnosed  during  the  year  1956,  this  still  means 
that,  at  the  prevailing  rate,  one  Arizonan  in  every 
915  will  fall  victim  to  this  dread  disease  during 
the  current  year.  Each  of  us  — our  family  mem- 
bers — our  friends  — stands  a chance  to  be 
numbered  among  this  group. 

Translating  these  data  into  comparative  figures 
based  on  recent  population  estimates  indicates 
the  tuberculosis  case  rate  in  Arizona  for  the 
year  1956  was  110.4  cases  per  100,000  popula- 
tion. Similar  calculations  at  county  levels  in- 
dicate a variance  from  a high  of  228.2  in  Navajo 
County  to  a low  of  26.0  in  Greenlee  County.  The 
complete  list  of  county  rates  is  as  follows: 


Cases 

Rate  Per 
100,000 

Arizona 

1,133 

110.4 

Navajo  . . . . 

74 

228.2 

Coconino  . 

64 

207.9 

Apache  . . . 

64 

190.2 

Yavapai  . . . 

38 

167.6 

Yuma  

54 

144.6 

Pinal  

77 

141.8 

Gila  

29 

122.9 

Pima  

276 

118.3 

Cochise  . . . 

29 

115.4 

Graham 

13 

98.2 

iVIaricopa  . 

403 

83.0 

Mohave  . . . 

4 

52.7 

Santa  Cruz 

4 

50.0 

Greenlee  . . 

4 

26.0 

Most  of  us 

agree  that,  in  general. 

infectious 

diseases  are  not  bound  by  county  lines.  Con- 
sequently we  must  look  to  another  source  to 
determine  the  reasons  for  the  wide  variance  in 
case  rate  by  counties.  Could  it  be  a problem  of 
under-reporting  in  certain  areas?  Could  it  be 
related  to  the  activities  of  volunteer  agencies 
in  certain  areas?  Are  the  differences  related  to 
health  services  available  in  the  several  areas? 
Are  there  distinct  differences  in  characteristics 


of  the  population  at  the  county  level  which 
would  be  reflected  in  the  tuberculosis  case  rates? 

In  relation  to  this  latter  question  we  must 
of  necessity  consider  race  and  se.x  of  those  re- 
ported as  new  cases  of  tuberculosis.  In  50  of  the 
1,133  new  cases,  race  and  sex  were  not  stated. 
Of  the  remaining,  774  were  white,  256  Indian, 
and  53  other  races.  On  a percentage  basis,  related 
to  the  1,083  cases  in  which  race  was  stated,  seven 
in  10  were  white,  nearly  one  in  four  was  Indian. 
Relating  this  information  to  population  data 
would  seem  to  indicate  either  a much  higher 
incidence  of  tuberculosis  among  the  Indian  pop- 
ulation or  an  under-reporting  of  new  cases 
among  the  white  group.  Erom  a personal  stand- 
point, it  would  seem  that  there  are  fairly  con- 
clusive arguments  in  both  directions.  However, 
we  must  squarely  face  the  fact  that  every  person 
residing  permanently  within  the  borders  of  our 
state  must  be  given  due  consideration  in  public 
health  problems  as  they  occur.  Race,  creed,  or 
color  basically  do  not  affect  the  chance  of  an 
infection  spreading  to  another  person. 

Of  the  1,083  cases  in  which  race  and  sex  were 
stated,  714,  (65.9  per  cent)  were  males  and  369, 
44.1  per  cent)  were  females.  In  the  white  popu- 
lation the  percentage  of  males  is  higher  with 
70.8  per  cent  of  the  774  white  total  being  male. 

While  we  often  have  considered  tuberculosis 
as  a disease  of  youth,  this  certainly  is  not  true. 
The  average  age  of  the  1,133  newly  reported 
cases  of  tuberculosis  for  the  year  1956  was  42.5 
years.  The  average  age  of  the  white  group  was 
45.6  years  and  of  the  Indian  group  33.1  years. 
In  both  groups,  males  were  older  than  females 
— 49.3  years  and  36.8  years  for  white  males  and 
females  respectively  and  34.3  years  and  31.9 
years  for  similar  Indian  classifications. 

In  the  total  group  only  one  in  10  was  under 
15  years  of  age,  one  in  six  under  21  years  of 
age,  and  one  in  seven  was  65  years  old  and 
older.  Among  the  white  male  group,  17  per  cent 
were  65  years  old  and  older. 

These  few  comments,  it  would  seem,  might 
lead  us  to  a revaluation  of  reporting  of  new 
cases  of  tuberculosis  in  Arizona  — a reconsider- 
ation of  case-finding  plans  with  special  em- 
phasis on  plans  which  will  include  older  per- 
sons in  our  population  and  set  aside  any  com- 
placency which  may  exist  in  our  midst. 

A second  measure  of  the  Arizona  tuberculosis 
problem  is  an  analysis  of  death  records.  During 
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the  year  1926,  1,404  tuberculosis  deaths  were 
recorded  in  this  state  with  a rate  of  352.3  deaths 
per  100,000  estimated  population.  In  30  short 
years,  within  the  period  which  all  of  us  can 
remember,  this  figure  has  been  reduced  to  200 
deaths  with  a death  rate  of  19.5  per  100,000 
estimated  population.  The  1956  death  rate  of 
19.5  per  100,000  estimated  population  makes  the 
first  time  in  our  history  that  the  rate  is  under 
20  per  100,000.  However,  this  eertainly  is  not 
just  eause  for  a decision  indicating  that  the 
problem  has  been  solved.  Our  state  tuberculosis 
death  rate  is  still  the  highest  in  the  United 
States  — more  than  twice  the  national  average 
of  approximately  8.6  per  100,000  estimated  popu- 
lation. The  final  1956  data  on  death  are  not 
yet  complete  for  either  Arizona  or  the  United 
States,  but  we  are  close  enough  for  all  practical 
purposes. 

The  tuberculosis  death  rates  by  county  range 
from  a high  of  37.8  deaths  per  100,000  estimated 
population  in  Graham  County  to  a low  of  zero 
in  Santa  Cruz  County.  The  county  list  in  rank 
order  is  as  follows: 


Number 

Rate  Per 

of  Deaths 

100,000 

Arizona  

200 

19.5 

Graham  

9, 

37.8 

Coehise  

7 

27.8 

Yuma  

10 

26.8 

Apache  

9 

26.7 

Yavapai  

6 

26.5 

Pima  

61 

26.1 

Navajo 

8 

24.7 

Pinal  

12 

21.0 

Maricopa  

75 

15.4 

Mohave  

1 

13.2 

Greenlee  

9 

13.0 

Coconino 

3 

9.8 

Gila  

1 

4.2 

Santa  Cruz  

0 

0.0 

The  wide  variance 

in  county  tuberculosis  case 

rates  is  similarly  noted  in  county  death  rates. 
Here  again  it  is  difficult  to  understand  why 
counties  geographically  close  should  have  vastly 
different  rates.  From  comparison  with  case  rates, 
there  seems  to  be  little  if  any  relationship  be- 
tween a high  case  rate  and  a high  death  rate. 

One  of  the  measures  of  eomparison  in  this 
instance  is  the  case  fatality  rate,  which  expresses 
the  number  of  deaths  per  100  cases.  These  rates 
as  follows,  again  in  rank  order,  show  consider- 
able variation: 


CASE  FATILITY  RATE 

Rate  Per 
100  Cases 


Arizona  17.7 

Greenlee  50.0 

Graham  38.5 

Mohave  25.0 

Cochise  24.1 

Pima  22.1 

Maricopa  18.6 

Yuma  18.5 

Yavapai  15.8 

Pinal  15.6 

Apache  14.1 

Navajo  10.8 

Coconino  4.7 

Gila  3.5 

Santa  Cruz  0.0 


There  are  those  who  fallaciously  would  lead 
us  to  believe  that  a high  case  fatality  rate  is  a 
decisive  indication  of  lower  quality  medical  and 
health  service.  However,  such  is  not  necessarily 
the  truth  of  the  situation  for  here  again  the 
problems  of  under-reporting  enter  into  the  pic- 
ture with  considerable  impact. 

One  final  note  regarding  the  charaeteristics 
of  persons  who  died  of  tubereulosis  — only  4 
per  cent  died  before  reaching  age  21,  and  28.5 
per  cent  were  past  the  age  of  65  years.  The 
average  age  was  52.5  years. 


BOOK  REVIEW 

1957  CURRENT  THERAPY  edited  by  Howard  F.  Conn,  M.D. 
(1957)  Saunders.  $11, 

Once  again  editors  of  American  medicine’s 
most  successful  volume  on  treatment  have  col- 
lected, evaluated,  and  sifted  thousands  of  thera- 
peutic procedures  for  eommon  diseases  and  dis- 
orders. Over  400  of  the  safest  and  most  effec- 
tive have  gone  into  this  1957  volume.  Make 
them  a part  of  your  practiee. 

Stacey’s  Medical  Books,  San  Francisco 


Centrally  Located 

Downtown  Phoenix 

Space  Adaptable  For  Medical  Offices 

FOR  INFORMATION 

Alpine  3-5T  87 
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WORLD  MEDICAL  ASSOCIATION 

Membership  in  the  United  states  Committee 
of  The  World  Medical  Association  offers  the 
opportunity  to  play  a direct  role  in  the  world- 
wide affairs  of  organized  medicine. 

In  these  times,  when  mutual  understanding 
seems  to  be  the  only  road  to  peace,  the  uni- 
versal language  of  medicine  can  help  mend  the 
ills  of  the  body  politic,  just  as  it  is  mending  the 
ills  of  the  individual. 

The  500  leaders  of  American  medicine  who 
comprise  the  U.  S.  committee  of  WMA  recog- 
nize that  it  is  just  as  important  for  them  to 
support  medicine’s  international  society  as  it 
is  to  be  members  of  their  county,  state  and 
national  medical  organizations. 

WMA  has  formulated  an  international  code 
of  medical  ethics  and  a modified  Hippocratic 
oath  defining  the  ideals  and  obligations  of  phy- 
sicians. WMA  has  also  set  forth  the  basic 
principles  that  should  protect  the  rights  and 
status  of  doctors  in  all  governmental  social 
security  schemes.  And  WMA  has  done  more 
than  give  lip  service  to  these  codes  and  prin- 
ciples. It  is  working  day  and  night  around  the 
world  to  protect  the  profession  wherever  it  is 
threatened  by  political  interference  that  would 
prevent  the  doctor  from  serving  his  patients 
according  to  his  scientific  knowledge  and  his 
conscience.  Recently,  WMA  has  defended  the 
rights  of  the  medical  profession  against  at- 
tempts by  various  non-medical  organizations  to 
draft  a code  of  international  medical  law. 

American  physicians  are  singularly  fortunate 
in  having  met  their  social  and  economic  prob- 
lems by  voluntary  action,  turning  back  the  threat 
of  political  domination.  Our  favored  position 
only  emphasizes  our  responsibility  to  lead  the 
fight  to  preserve  the  principles  of  good  medical 
practice  for  our  colleagues  abroad,  and  to  help 
them  restore  these  principles  wherever  they 
have  been  compromised. 

Doctors  the  world  over  hold  the  same  basic 
ideals  and  cherish  the  same  hopes  for  medicine. 
WMA  has  provided  solidarity  and  strength 
by  bringing  physicians  together  for  the  solution 
of  their  common  problems. 

A tangible  benefit  of  membership  in  the 
U.  S.  committee  is  the  privilege  of  attending 
the  annual  assemblies  of  The  World  Medical 
Association  as  an  official  observer.  The  1 1th 


general  assembly  was  held  in  Istanbul,  Turkey, 
from  Sept.  20  to  Oct.  5,  1957.  A large  number 
of  U.  S.  committee  members  were  present,  many 
of  them  combined  attendance  at  the  assembly 
with  a tour  of  European  centers  of  medical  in- 
terest. 

The  WMA  secretariat  assists  members  of 
the  U.  S.  committee  in  making  arrangements 
for  foreign  travel,  providing  information  on 
foreign  medical  meetings  and  introductions  to 
medical  leaders  and  teachers  abroad,  and  pro- 
moting to  the  utmost  the  international  friend- 
ships and  contacts  of  physicians. 

Membership  in  the  U.  S.  committee  also 
brings  you  the  “World  Medical  Journal,”  pub- 
lished every  other  month  by  WMA.  This  mag- 
azine, edited  by  Dr.  Austin  Smith,  (editor  of 
JAMA)  brings  you  world-wide  information  on 
medical  progress  and  problems  in  the  53  coun- 
tries whose  national  medical  associations  com- 
prise the  membership  of  WMA. 

WMA  is  speaking  for  you  and  working  for 
your  interests  in  its  contacts  with  other  world 
organizations  concerned  with  health  or  medical 
care,  such  as  the  World  Health  Organization 
(WHO)  of  the  United  Nations,  the  Interna- 
tional Labor  Organization  (ILO),  the  In- 
ternational Social  Security  Association  (ISSA) 
and  the  International  Committee  of  the  Red 
Cross. 

Some  other  activities  and  accomplishments  of 
WMA  of  interest  to  every  American  physician 
are: 

Sponsorship  of  the  First  World  Conference 
on  Medical  Education  in  London  in  1953  and 
the  second  such  conference  to  be  held  in  Chicago 
in  1959; 

Promotion  of  international  exchanges  of  medi- 
cal students  and  teachers,  lecturers  and  clinical 
teaching  by  traveling  teams  of  physicians; 

Development  of  an  international  program  to 
improve  occupational  health  services; 

Promotion  of  a freer  flow  of  proved  thera- 
peutic agents  throughout  the  world  by  urging 
removal  of  unwarranted  trade  restrictions  and 
arbitrary  licensing  requirements  in  certain  coun- 
tries; 

Promotion  of  medical  research,  by  promoting 
national  pharmacopoeias  and  defending  the 
rights  of  individuals  discovering  new  drugs  and 
agents  to  name  them; 

Development  of  an  international  emblem  (in 
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j conference  with  the  International  Committee  of 
i the  Red  Cross  and  the  International  Committee 
on  Military  Medicine  and  Pharmacy)  for  identi- 
fication and  protection  of  medical  units  and 
civihan  physicians  engaged  in  civil  defense  in 
war  time;  and  promulgation  of  regulations  stat- 
ing the  rights  and  duties  of  such  physicians; 

Formulation  of  plans  for  a central  repository 
of  medical  credentials,  to  enable  qualified  phy- 
sicians of  every  country  to  file  proof  of  their 
identity  and  qualifications  with  a safe  and  au- 
thoritative international  source; 

Conducting  useful  studies  of  many  subjects 
of  world-wide  interest  to  physicians,  such  as 
post-graduate  medical  education,  hospital  fa- 
cilities, cult  practices,  medical  advertising,  and 


effects  of  social  security  legislation  on  medical 
practice. 

The  World  Medical  Association  brings  you 
solid  benefits  as  well  as  the  satisfaction  of 
taking  part  in  the  international  affairs  of  our 
profession.  You  can  help  make  its  work  more 
effective  by  joining  the  U.  S.  eommittee.  The 
nominal  dues  of  aetive  membership  in  the  U.  S. 
committee  are  only  $10  each  year.  The  com- 
mittee is  seeking  to  double  its  present  member- 
ship of  5,000  American  physicians  this  year. 
The  objectives  of  WMA  are  your  objectives. 
It  is  your  voice  in  world  medical  affairs.  We 
invite  you  to  add  your  name  and  your  voice 
in  guiding  and  strengthening  this  great  organiza- 
tion. 


FROM  PROCEEDINGS 
HOUSE  OF  DELEGATES 
AMERICAN  MEDICAL  ASSOCIATION 
NEW  YORK 
JUNE  3-7,  1957 

Resolution  63.  World  Medical 
Association 

The  following  resolution,  introdueed  by  Dr. 
Percy  L.  Hopkins,  on  behalf  of  the  Illinois  State 
Medical  Society,  was  adopted  by  the  House  of 
Delegates : 

Whereas,  The  World  Medical  Association  is 
the  only  international  medical  organization  rep- 
resenting the  practicing  profession  in  the  fields 
of  medical  economics  and  medical  education 
and  devoted  to  protection  of  the  freedom  of  the 
practice  of  medicine;  and 
Whereas,  The  United  States  eommittee  of 
WMA  was  organized  in  1948  to  enable  all 
American  physicians  to  render  support  to  the 
objectives  of  The  World  Medical  Association 
and  help  improve  the  status  of  organized  medi- 
cine internationally;  and 
Whereas,  After  nine  years  only  5,000  U.  S.  phy- 
sicians have  beeome  members  of  the  U.  S.  com- 
mittee, although  both  the  association  and  the 
committee  are  engaged  in  projects  of  vital  in- 
terest to  every  Ameriean  physician;  and 
Whereas,  The  House  of  Delegates  of  the 
AMA  at  its  clinical  session  in  November 
1956  declared:  “It  is  difficult  ...  to  believe 
that  any  physician  in  the  United  States  ...  is 


not  a member  of  the  (U.  S.  committee)  WMA 
. . . Further  expansion  of  the  U.  S.  committee 
will  be  necessary  if  the  American  viewpoint 
is  to  be  continually  and  effectively  presented 
by  our  spokesmen  in  The  World  Medical  As- 
sociation and,  through  them  before  other  in- 
ternational bodies,  to  protect  the  interest  and 
aims  of  medicine.  . . . Surely  physicians  will 
will  to  share  in  this  international  effort.”;  there- 
fore be  it 

Resolved,  That  the  House  of  Delegates  of  the 
American  Medical  Association  reiterate  its  sup- 
port of  The  World  Medical  Association  and 
recommend  that  every  member  of  the  American 
Medical  Association  join  the  U.  S.  committee 
of  The  World  Medical  Association;  and  be  it 
further 

Resolved,  That  the  component  state  associa- 
tions be  urged  to  support  and  give  official  recog- 
nition to  the  state  chairmen  and  subcommittees 
of  the  U.  S.  committee  in  order  to  achieve  the 
objectives  of  The  World  Medical  Association  in 
protecting  the  freedom  of  medical  practice  and 
increasing  the  influence  of  the  practicing  medical 
profession  at  the  international  level. 


DRIVE-IN  PRESCRIPTION  WINDOW 

PEOPLE'S  DRUG  STORE 

HIE.  Dunlap 
WE  3-9152  - WI  3-9964 
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BROAD  SOCIAL  SECURITY  CHANGES 
PROPOSED 

DOCTORS  TO  BE  COVERED 

More  changes  in  the  much-amended  social 
security  law  have  been  proposed  in  a bill  (H.R. 
8883)  introduced  July  24  by  Rep,  Robert 
Kean  of  New  Jersey,  a Republican  member  of 
the  House  Ways  and  Means  Committee  before 
which  the  legislation  would  be  heard.  The  bill 
claimed  that  the  amendments  could  be  financed 
without  increasing  social  security  tax  rates.  His 
explanation;  present  full  emi^loyment  at  higher 
wages  and  increased  earnings  of  the  Social  Se- 
curity Trust  Fund.  (However,  another  $600  of 
income  would  be  taxed  at  present  rate.) 

One  of  eight  major  points  in  his  bill  calls 
for  the  compulsory  inclusion  of  physicians  under 
the  system,  thereby  making  them  eligible  for 
old  age  and  survivors  insurance  at  age  65  or 
age  50  if  totally  and  permanently  disabled. 

Other  proposals  include:  (1)  Increase  maxi- 
mum wage  base  from  $4,200  to  $4,800;  under 
present  contributory  rates,  there  would  be  a 
$13.50  a year  increase  in  OASI  taxes  for  earn- 
ings of  $4,800  or  more,  (2)  pay  benefits  to 
dependents  of  those  receiving  disability  pay- 
ments, (3)  authorize  payments  from  the  trust 
fund  toward  rehabilitation  of  those  now  receiv- 
ing disability  benefits,  (4)  increase  ultimate 
benefits  for  those  who  continue  to  work  after 
age  65  by  a 1 per  cent  a year  delayed  retirement 
benefit,  (5)  increase  maximum  family  benefits 
for  widows  and  dependent  children  from  $200 
to  $296.25  a month,  (6)  increase  widow’s  bene- 
fits from  75  per  cent  to  80  per  cent  of  the 
worker’s  primary  insurance  amount,  and  (7) 
cover  tips  received  as  wages. 

Mr.  Kean  said  he  is  “very  much  in  favor”  of 
the  coverage  of  physicians. 

Reopening  of  the  controversy  over  compulsory 
coverage  of  physicians  under  social  security  is 
in  sight  for  next  year,  with  introduction  of  this 
proposed  bill  to  further  liberalize  the  system. 


MEDICAL,  DENTAL  AND  ALLIED 
SPECIALISTS  UNDER  THE 
UNIVERSAL  MILITARY  TRAINING 
AND  SERVICE  ACT,  AS  AMENDED 

A MENDMENTS  to  the  Universal  Military 
Training  and  Service  Act,  as  amended,  adopted 
in  June  1957,  replaces  the  former  “Doctor  Draft” 
law  and  provide  for  meeting  the  requirements 
of  the  armed  forces  for  medical,  dental,  and 
allied  specialists  until  July  1,  1959.  Under  the 
new  amendments  only  those  specialists  who  are 
otherwise  liable  as  regular  registrants  are  sub- 
ject to  induction  under  the  Selective  Service  law. 

The  old  “Doctor  Draft”  law  under  which 
medical,  dental  and  allied  specialists  had  been 
liable  since  1950  expired  July  1,  1957.  It  had 
placed  liability  for  service  on  older  doctors, 
dentists,  and  allied  specialists,  at  one  time  up 
to  the  age  of  51. 

One  of  the  principal  effects  of  the  new  amend- 
ments to  the  basic  Selective  Service  law  is  to 
limit  liability  of  doctors,  dentists,  and  allied 
specialists  to  age  35  for  those  deferred  on  or 
after  June  19,  1951;  and  to  age  26  for  others. 
Public  Law  85-62,  which  amends  the  basic  Se- 
lective Service  law  with  respect  to  these  special- 
ists, was  signed  by  the  President  on  June  27, 
1957.  By  placing  medical,  dental,  and  allied 
specialists  under  the  same  provisions  of  law 
and  regulations  as  other  registrants  with  respect 
to  the  upper  limit  of  the  age  of  liability,  the 
1957  amendments  relieve  from  liability  under 
the  Universal  Military  Training  and  Service  Act, 
as  amended,  any  such  specialist  over  the  age 
of  32  on  the  date  the  amendments  became  effec- 
tive — July  1,  1957.  This  is  true  because  in 
order  to  have  acquired  extended  liability  under 
the  June  19,  1951  amendments,  a registrant 
must  not  only  have  been  deferred  on  or  after 
that  date,  but  also  must  not  have  attained  the 
26th  anniversary  of  his  birth  by  that  date.  Any 
man  who  was  26  on  June  19,  1951  would,  on 
July  1,  1957,  have  been  32  years  old. 

The  amendments  in  addition  provide  that: 

( 1 ) No  person  in  the  medical,  dental,  and 
allied  specialist  categories  shall  be  inducted  if 
he  applies  for  an  appointment  as  a Reserve 
officer  and  is  or  has  been  rejected  for  such  an 
appointment  on  the  sole  ground  of  physical 
disqualification. 
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(2)  The  President  may  order  to  active  duty 
for  not  more  than  24  consecutive  months  any 
member  of  a Reserve  component  who  is  such 
a specialist,  who  is  under  35,  and  who  has 
not  performed  at  least  one  year  of  active  duty 
in  the  armed  forces. 

(3)  Any  such  person  called  or  ordered  to 
active  duty  from  a Reserve  component  of  the 
armed  ofrces  and  who  serves  on  active  duty 
as  a specialist  for  12  months  or  more,  shall  upon 
release  from  active  duty  or  within  six  months 
after  release,  be  given  an  opportunity  to  resign 
the  commission  unless  he  is  otherwise  obligated 
to  serve  on  active  training  and  service  in  the 
armed  forces  or  in  training  in  a Reserve  com- 
ponent by  law  or  contract. 

(4)  Any  physician  or  dentist  qualified  for  a 
Reserve  commission  shall,  so  long  as  a need  for 
his  services  exists,  be  given  an  opportunity  to 
volunteer  for  active  duty  of  not  less  than  24 
months. 

(5)  The  President  may  prescribe  rules  and 
regulations  for  the  selection  or  induction  of 
persons  by  age  group  or  groups  and  for  the 
selection  and  induction  of  persons  qualified  in 
needed  medical,  dental,  or  allied  specialist  cate- 
gories pursuant  to  requisitions  submitted  by  the 
Secretary  of  Defense. 

(6)  Qualified  specialist  aliens  liable  for  in- 
duction shall  not  be  held  ineligible  for  appoint- 
ment as  commissioned  officers  solely  on  the 
grounds  that  such  alien  specialists  are  not  citi- 
zens or  have  not  declared  their  intention  of 
becoming  citizens. 

(7)  Any  qualified  person  who  is  liable  for 
induction,  or  who  is  ordered  to  active  duty  as 


Our  Amazing  Arizona 

FAULTS  OF  ONE 
NOT  FAULTS  OF  ALL* 

By  Columbus  Giragi 

Dr.  JOSEPH  H.  KRIS,  veteran  Long  Island 
physician,  deserved  the  condemnation  heaped 
upon  him  by  high  medical  officials,  public  of- 
ficials and  private  citizens  when  he  presented 
his  bill  in  the  sum  of  $1,500  for  administering 
to  little  Benny  Hooper,  who  was  rescued  from 
a narrow  well  at  the  family  home  in  Manor- 
ville,  N.  Y. 

A medical  committee  poured  oil  on  the  in- 

“(Arizona  Republic  — Column,  6-30-57.)  Reproduced  by  per- 
mission of  author. 


a member  of  a Reserve  component  as  a phy- 
sieian,  or  dentist,  or  in  an  allied  specialist  cate- 
gory, shall  be  appointed,  reappointed  or  pro- 
moted to  sueh  grade  or  rank  as  may  be  com- 
mensurate with  his  professional  education,  ex- 
perience or  ability  provided  that  any  person  in 
a needed  medical,  dental,  or  allied  specialist 
category  who  fails  to  qualify  for,  or  who  does 
not  accept,  a commission,  or  whose  commission 
has  been  terminated,  may  be  used  in  his  pro- 
fessional capacity  in  an  enlisted  grade. 

(8)  Periods  of  active  duty  performed  by  such 
specialists  in  student  programs  prior  to  receipt 
of  appropriate  professional  degree  or  in  intern 
training  shall  not  be  counted  toward  establishing 
the  qualification  of  such  specialists  for  classifi- 
cation as  a veteran  exempt  from  liability  for 
training  and  service. 

(9)  It  is  the  sense  of  Congress  that  the  Presi- 
dent provide  for  deferment  of  optometry  stu- 
dents and  premedical,  preosteopathic,  prevet- 
erinary,  preoptometry,  and  predental  students  in 
numbers  at  least  equal  to  the  numbers  of  such 
male  students  now  studying  in  colleges  and 
universities. 

( 10 ) Public  Law  62,  85th  Congress,  amending 
the  Universal  Military  Training  and  Service  Act, 
as  amended,  to  provide  service  liability  for 
persons  in  medical,  dental,  and  allied  specialist 
categories,  expires  on  July  1,  1959. 

With  the  expiration  of  the  requirement  for 
special  registration  of  medical,  dental,  and  al- 
lied specialists,  such  specialists  under  the  amend- 
ments of  June  27,  1957,  should  notify  their  local 
boards  within  10  days  of  the  attainment  of  de- 
grees in  these  fields. 


dignation  created  when  Dr.  Kris  presented  the 
bill  to  the  parents  of  the  little  boy,  and  it  has 
been  announced  everyone  is  happy  with  the 
decision  that  any  money  contributed  by  well- 
wishers,  and  earmarked  for  medical  expenses, 
would  go  to  the  National  Foundation  for  In- 
fantile Paralysis. 

Dr.  Kris  deserves  all  the  resentment  he  cre- 
ated, but  the  medical  profession  does  not  deserve 
to  be  judged  by  his  stupidity. 

Screwballs  who  advocate  socialized  medicine, 
right  here  in  our  amazing  Arizona,  were  quick 
to  grab  the  Kris  callousness  and  flay  the  entire 
medical  profession. 

* * * 

THE  COMMITTEE,  a mediation  group  set  up 
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by  the  Suffolk  County  Medical  Society,  quickly 
handled  the  disgusting  incident.  It  is  a com- 
mittee said  to  be  similar  to  such  committees  else- 
where, set  up  to  amicably  settle  matters  when 
people  feel  their  doctor  bills  are  too  high. 

For  almost  40  years  I have  had  much  need 
to  use  the  medical  profession,  and  honesty  im- 
pels the  admission  that  there  was  never  any 
need  for  such  a committee.  On  the  contrary, 
many  of  the  eharges  were  too  low. 

I have  never  been  confined  in  other  than  pri- 
vate hospitals  and  sanitariums  and  was  never 
overcharged. 

No  doctor,  or  dentist,  or  hospital  or  sanitarium 
employee  was  overpaid,  or  tried  to  e.xact  an 
exorbitant  fee. 

I have  won  quite  a few  arguments,  and  ex- 
perienced no  defeats  or  draws  with  patients  who 
were  as  ungrateful  as  a dog  which  bit  the  hand 
that  fed  it.  I could  never  refrain  from  casti- 
gating male  and  female  ingrates  who  undertook 
to  abuse  doctors  and  nurses  who  did  everything 
possible  for  them,  except  suffer  their  physical 
pains  and  mental  miseries. 

O O O 

I HAVE  HEARD  FOLKS  gripe  about  medical 
and  hospital  bills,  when  they  had  failed  to  pay 
those  bills,  yet  managed  to  buy  a new  automo- 
bile every  time  a new  model  became  available. 

I have  never  known  a doctor  who  did  not 


do  some  work  for  which  he  never  expected  to  be 
paid  — because  some  patients  were  broke. 

No  Dr.  Kris  can  smear  those  men  and  women 
— in  my  humble  estimation. 

In  northern  Arizona  a doctor  would  get  out 
of  bed  at  midnight,  or  2 or  4 o’clock  in  the 
morning,  when  the  thermometer  registered  be- 
low zero.  It  was  too  eold  to  start  his  car.  He 
could  not  drive,  anyway,  as  he  was  suffering 
from  gout  and  was  on  crutches.  He  used  his 
crutches  to  come  (about  a block)  to  my  bedside 
when  the  going  was  really  rough. 

* O O 

NO  POLITICIAN,  without  exception,  ever 
gave  anyone  that  breed  of  eonsideration! 

I would  rather  leave  my  wallet  pocket  un- 
buttoned in  a group  of  medical  men  than  in  a 
group  of  politicians,  not  excluding  some  of 
those  U.  S.  senators  who  justly  criticized  Dr. 
Kris. 

Despite  the  work  of  the  Suffolk  County  medi- 
cal mediation  committee,  he  did  not  reflect  credit 
on  the  medical  profession. 

That  profession  should  not  be  judged  by  Dr. 
Kris  in  this  instance,  nor  should  all  politicians 
be  judged  by  those  who  made  the  penitentiary. 

I have  been  in  church  with  some  of  the  rudest 
chislers  I have  known,  but  no  one  accused  tlie 
entire  congregation  of  stealing  chickens  on  the 
way  home. 


KREBIOZEN 

The  AMERICAN  Cancer  Society  is  dedicated 
to  finding,  at  the  earliest  possible  date,  the 
cause  of  cancer  and  means  of  preventing  and 
curing  it.  It  is  anxious  to  see  that  every  promis- 
ing lead  is  fully,  completely  and  fairly  in- 
vestigated. It  also  must  do  everything  possible 
to  prevent  the  public  from  being  misled  by 
enthusiastic  exploitation  of  unproved  methods 
which  may  lead  to  unnecesary  loss  of  life  if 
patients  use  these  unproved  methods  at  a time 
when  their  cancers  might  be  cured  or  more 
successfully  treated  by  accepted  methods. 

So  far,  only  surgery  and  radiation  are  recog- 
nized by  physicians  as  cures  for  eancer  and 
then  only  for  certain  cancers  diagnosed  early 
and  treated  promptly.  It  is  generally  accepted 
that  in  the  future  chemicals,  biologicals  or  drugs 
may  be  found  which  will  cure  cancer. 

Many  tliousands  of  chemicals  and  biologicals 


have  been  tested  in  this  country’s  laboratories 
and  medieal  schools  for  possible  anti-cancer 
properties.  Some  few  have  demonstrated  these 
properties  and  are  now  in  common  use  by 
physieians  throughout  the  country  in  the  man- 
agement of  cancer.  No  one  of  these  is  claimed 
as  a cure  — using  “cure”  in  its  generally  ac- 
cepted sense  of  five-year  survival,  free  of  the 
disease. 

Krebiozen,  an  agent  whose  formula  is  either 
unknown  or  kept  secret,  has  been  promoted  by 
the  Krebiozen  Foundation  of  Chicago  since  1951. 
Studies  of  100  case  histories  of  patients  treated 
with  Krebiozen  by  a subcommittee  appointed 
by  the  Committee  on  Research  of  the  American 
Medical  Association  were  reported  in  a Journal 
of  the  American  Medical  Association  on  October 
27,  1951. 

This  committee  was  composed  of  faculty 
members  of  medical  schools  located  in  Chicago, 
exclusive  of  the  University  of  Illinois.  The  case 
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histories  studied  were  obtained  from  seven  in- 
dependent sources  throughout  this  country.  The 
report  of  this  committee  was  that  the  patients 
treated  with  Krebiozen  failed  to  show  objective 
evidence  of  improvement.  Another  committee 
appointed  by  Dr.  Stoddard,  the  then  president 
of  the  University  of  Illinois,  headed  by  Dr.  War- 
ren H.  Cole,  head  of  the  Department  of  Surgery 
of  the  University  of  Illinois,  reviewed  the  rec- 
ords of  500  case  histories  of  patients  treated  with 
Krebiozen.  This  committee  reported  on  Sep- 
tember 10,  1952.  They  also  found  no  objective 
evidence  that  Krebiozen  was  effective  in  the 
treatment  of  cancer. 

We  have  been  informed  that  Kriebiozen  has 
heen  used  by  individual  physicians  since  1952 
throughout  the  United  States  and  that  case 
histories  have  been  assembled  from  reports 
received  from  these  physicians  in  the  offices  of 
the  Krebiozen  Foundation  in  Chicago.  We 
understand  that  these  reports  are  the  basis  of 
the  monograph  published  in  1956  by  Doctors 
Ivy,  Pick  and  Philips. 

So  far  as  we  are  aware  neither  the  Krebiozen 
Foundation  nor  anyone  associated  with  it  has 
ever  requested  the  American  Cancer  Society  or 
the  National  Cancer  Institute  to  make  or  arrange 
for  an  independent  and  objective  review  of 
these  case  histories. 

Neither  has  the  Kriebiozen  Foundation  ever 
requested  the  American  Cancer  Society  or  the 
National  Cancer  Institute  for  financial  support 
of  plans  for  an  independent  and  objective  evalu- 
ation of  this  drug. 

Both  the  National  Cancer  Institute  and  the 
American  Cancer  Society  have  committees  of 
independent  scientists  who  would  carefully  con- 
sider any  proposal  from  the  Krebiozen  Foun- 
dation for  a fair  evaluation  of  this  substance  and 
should  the  Foundation  ask  for  an  independent 
review  of  the  case  histories  referred  to  above, 
as  a necessary  prelude  to  such  an  evaluation,  the 
American  Cancer  Society  would  take  the  initia- 
tive of  setting  up  a competent  committee  to  make 
such  a study. 


STUDY  OF  RADIOACTIVE  FALLOUT 
VICTIMS  REPORTED 

The  JULY  13,  1957  issue  of  the  Journal  of  the 
American  Medical  Association  carried  a report 
based  on  a two-year  followup  study  made  of 
84  Marshall  Islands  natives  who  were  acci- 
dentally exposed  to  radioactive  fallout.  The 
report  showed  them  to  be  in  generally  good 
health  and  recovering  from  radiation  damage. 
The  study  was  made  by  Dr.  Robert  A.  Conard, 
Brookhaven  National  Laboratory,  Upton,  N.  Y., 
Lts.  Charles  E.  Huggins,  (MC),  USNR  and 
John  B.  Richards  (MC),  USNR,  Naval  Medical 
Research  Institute,  Bethesda,  Maryland,  Dr. 
Bradford  Cannon,  Boston,  Mass.,  and  Col.  Austin 
Lowrey,  (MC),  USN,  Walter  Reed  Army  Hos- 
pital, Washington,  D.  C. 

The  study  showed  increasing  recovery  from 
serious  blood  cell  damage  among  the  exposed 
group.  All  but  15  had  recovered  from  skin 
injury,  the  authors  said. 

The  residual  skin  damage  was  mainly  in  the 
form  of  pigment  aberations.  Four  persons  also 
showed  scarring.  Nearly  all  of  the  exposed  per- 
sons had  suffered  some  type  of  skin  damage  and 
loss  of  pigmentation.  Normal  pigmentation  had 
returned  in  most  cases  at  the  end  of  one  year. 

While  the  people’s  white  blood  cell  levels 
were  still  below  normal,  the  two-year  levels 
were  not  considered  to  be  a serious  condition 
according  to  the  report.  It  also  appeared  that 
the  lowered  white  cell  levels  had  not  lowered 
the  resistance  of  the  people  to  the  disease;  a 
chicken  pox  epidemic  had  occurred  between 
exposed  and  unexposed  persons  without  any 
serious  complications. 

One  interesting  finding  was  slight  retardation 
in  the  growth  and  development  in  the  exposed 
male  children  as  compared  with  unexposed  chil- 
dren. The  authors  said  no  significance  could  be 
attached  to  these  slight  differences  because  of 
the  small  number  of  children  (nine  boys)  and 
uncertainties  of  racial  backgrounds;  however, 
they  noted  that  similar  retardation  was  found 
among  Japanese  boys  surviving  the  Hiroshima- 
Nagasaki  atomic  bombings. 

The  report  also  said:  One  man  died  within 
an  hour  after  becoming  seriously  ill.  Autopsy 
showed  the  cause  to  be  hypertensive  heart  dis- 
ease with  congestive  heart  failure  — five  babies 
born  between  the  first  and  second  year  studies 
had  developed  normally  and  were  free  of  any 


628 


Arizona  Medicine 


October,  19,57 


apparent  abnormalities.  Examination  of  the  eyes 
showed  no  radiation  effeets  although  there  is 
still  a possibility  that  damage  may  occur  at  a 
later  date  — radioactive  analysis  of  bone  samples 
taken  from  the  man  who  died  revealed  no  radia- 


tion that  could  be  definitely  associated  with  fall- 
out deposition  in  the  bones.  In  fact,  the  radio- 
activity that  was  present  was  “well  below  the 
accepted  tolerance  limits”  and  within  the  range 
found  in  the  bones  of  Americans. 


INFLUENZA— 1957 
A FACT  SHEET* 


INTRODUCTION 

During  recent  weeks  the  eyes  of  the  health 
and  medical  profession  of  this  country  have  been 
on  the  influenza  epidemic  which  swept  through 
the  Far  East.  Although  thus  far  only  sporadic 
outbreaks  have  occurred  in  this  country,  affect- 
ing roughly  some  13,000  people,  the  im- 
portant consideration  is  what  will  happen  during 
the  fall  and  winter  months.  Experts  in  the  field 
say  the  distinct  possibility  of  an  influenza  epi- 
demic in  the  United  States  this  coming  winter 
cannot  be  ignored.  This  fact  sheet  generally 
summarizes  the  most  important  aspect  of  the 

situation  as  of  this  date. 

» * * 

ASIAN  INFLUENZA 

Influenza  has  been  known  for  centuries  under 
a variety  of  names  but,  except  for  the  pandemic 
of  1918,  the  illness  was  regarded  lightly. 

Over  the  past  25  years  certain  strains 
of  Type  A virus  and  Type  B virus  have  been 
the  causative  agents  of  cyclic  outbreaks  of  in- 
fluenza. 

The  current  epidemic  in  the  Far  East  and 
sporadic  outbreaks  in  the  United  States  and 
elsewhere  are  caused  by  a new  strain  of  Type 
A virus  known  as  the  Asian  strain. 

There  is  a distinct  probability  that  the  current 
influenza  epidemic  will  increase  and  may  de- 
velop into  pandemic  proportions  by  late  fall 
or  winter.  It  has  already  touched  on  every 
continent.  There  is  also  the  possibility  of  an 
increase  in  virulence  of  the  at-present  mild  in- 
fection. ( No  such  increase  in  virulence  has  been 
noted  to  date. ) 

A properly  constituted  vaccine  containing  the 
new  strain  of  Type  A virus  has  been  developed. 
It  represents  the  only  preventive  tool  at  our 
command.  Six  manufacturers,  licensed  to  pro- 
duce it,  are  working  now  on  accelerated  pro- 
duction schedules. 

Influenza  vaccines  have  been  proved  effective 

®U.  S.  Department  of  Health,  Education,  and  Welfare  Public 
Health  Service. 


and  safe  in  controlled  studies  conducted  by  the 
military  services. 

The  Public  Health  Service,  in  cooperation 
with  the  State  and  Territorial  Health  Officers 
Association  and  the  American  Medical  Associa- 
tion is  promoting  a nationwide  voluntary  pro- 
gram of  vaecination  against  the  prevalent  strain 
of  influenza.  The  first  8 million  cc.  of  the  new 
vaccine  will  be  available  by  mid-September. 

There  will  be  no  priorities  set  at  the  federal 
level.  The  vaccine  will  be  available  on  the  open 
market.  The  cost  per  shot  to  the  individual  is 
not  known  at  present. 

Historical  Aspects 

Outbreaks  of  influenza  have  attracted  atten- 
tion for  centuries.  The  disease  has  been  known 
through  the  ages  under  a variety  of  names  — 
the  jolly  rant,  gallant’s  disease,  “the  fashionable 
illness”  and  more  recently  as  the  flu,  or  the 
virus. 

Sudden  appearance  and  widespread  involve- 
ment of  all  ages  and  kinds  of  people  have  al- 
ways been  characteristic  of  the  illness. 

The  first  epidemic  with  origin  in  America  was 
described  in  1758.  The  usual  high  morbidity  and 
low  mortality  features  of  the  disease  were  in 
evidence.  Asia  and  Europe  were  hit  with  a 
pandemic  in  1782. 

In  the  19th  and  20th  centuries,  recurrences 
were  high-lighted  by  the  pandemics  of  1890  and 
1918.  The  pandemic  of  1918-19  which  swept 
over  nearly  every  continent  and  island  of  the 
globe,  has  been  described  as  one  of  the  great 
human  catastrophes  of  all  times.  For  the  first 
time  in  the  recorded  history  of  the  disease,  mor- 
tality was  high. 

Unusual  features  accompanying  the  current 
epidemic  of  Asian  influenza  have  reawakened 
interest  in  events  just  preceding  the  1918-19 
holocaust. 

The  1918  Pandemic 

In  January  1916,  influenza  was  reported  to  be 
epidemic  in  22  states  but  was  described  as  a 
mild  type  of  illness.  In  December  1917,  influenza 
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was  prevalent  in  Camp  Kearny,  California,  and 
by  January  1918  had  reached  other  Army  camps. 
It  was  still  said  to  be  mild.  In  the  spring,  local- 
ized outbreaks  occurred  in  the  civilian  popula- 
tion and  mortality  from  pneumonia  rose  sharply 
in  certain  cities. 

Mild  epidemics  of  influenza  were  reported  in 
various  localities  in  Western  Europe  in  April 
and  May  of  1918  and  in  June  and  July  more 
extensive  outbreaks  occurred  in  Great  Britain 
and  in  Europe,  China,  India,  the  Philippine 
Islands  and  Brazil.  In  these  countries,  mortality 
rose  moderately. 

During  August  1918  epidemics  of  influenza 
were  reported  in  Greece,  Sweden,  Switzerland, 
Spain,  the  West  Indies,  and  late  in  the  month 
it  appeared  almost  simultaneously  in  Camp 
Shelby,  Mississippi,  and  in  Boston,  Massachu- 
setts. In  September,  it  appeared  in  rapid  succes- 
sion in  other  cities  and  Army  camps  along  the 
Eastern  Seaboard  and  the  Gulf  of  Mexico  and 
spread  rapidly  westward  across  the  country.  By 
October,  the  epidemic  had  involved  the  entire 
United  States  except  for  a few  isolated  areas. 

The  interval  between  the  peaks  of  the  epi- 
demic in  Boston  and  San  Francisco  was  about 
four  weeks,  and  the  peaks  in  the  number  of 
deaths  usually  were  reached  in  about  one  month 
following  the  beginning  of  the  epidemic  in  a 
community  or  area.  In  some  areas  there  was  a 
return  of  the  epidemic  in  January  and  February 
1919.  It  was  marked  in  the  cities  where  the 
autumn  epidemic  had  been  less  severe.  Thus, 
the  spring  of  1918,  an  explosive  outbreak  with 
high  mortality  in  the  fall,  and  a third  phase  of 
recrudescence  early  in  1919. 

In  the  Army  over  a million  men  were  hos- 
pitalized for  influenza  and  pneumonia,  and  of 
these  there  were  more  than  44,000  deaths.  There 
were  some  5,000  deaths  among  naval  personnel. 

It  has  been  estimated  that  there  were  20 
million  cases  of  influenza  and  pneumonia  in  the 
United  States  in  1918-19  with  approximately 
850,000  deaths.  The  latter  figure  includes  deaths 
reported  in  the  military. 

Since  1918 

In  recent  years  mortality  from  all  causes  has 
not  shown  a marked  rise  during  influenza  epi- 
demics and  deaths  attributed  to  influenza  and 
pneumonia  have  been  decreasing  in  numbers. 
The  principal  impact  of  influenza  epidemics 
since  1940  has  been  seen  in  an  excess  of  deaths 
during  an  epidemic  from  causes  other  than  in- 


fluenza and  pneumonia,  such  as  heart  disease 
and  other  chronic  diseases.  As  expected  these 
deaths  occur  in  the  older  age  groups. 

Little  is  known  of  the  true  prevalence  or  in- 
cidence of  influenza  in  recent  years  because 
reporting  of  individual  cases  is  unreliable.  The 
disease  cannot  be  clinically  differentiated  from 
other  types  of  upper  respiratory  infections  which 
may  also  be  occurring  during  an  epidemic  of 
influenza,  and  it  is  not  practicable  to  obtain 
laboratory  diagnosis  of  all  suspect  cases.  Ab- 
senteeism rates  in  schools,  industrial,  or  other 
working  groups  may  raise,  but  such  indices  are 
more  useful  in  alerting  health  officers  to  the 
possibility  of  an  influenza  epidemic  than  in 
providing  figures  on  incidence. 

Since  1948,  the  Influenza  Study  Program, 
sponsored  by  the  World  Health  Organization, 
has  maintained  a system  of  reporting  specific 
diagnoses  of  influenza  in  the  United  States, 
Canada,  South  America  and  Europe.  Approxi- 
mately 40  collaborating  laboratories  are  located 
in  universities,  hospitals.  Public  Health  Service 
and  military  installations. 

Etiological  Aspects 

The  virus  of  human  influenza  was  isolated 
in  1933  and  1934  following  intranasal  instillation 
of  throat  washings  in  ferrets,  by  Smith,  An- 
drewes,  and  Laidlow.  Since  that  time  several 
strains  and  types  of  influenza  virus  have  been 
isolated. 

Three  immunologically  distinct  types  of  in- 
fluenza virus  ( A,  B,  and  C ) have  been  identified, 
with  some  four  serologically  intersecting  groups 
of  Type  A strains. 

Such  viral  isolations  have  made  it  possible 
to  recognize  the  cyclic  nature  of  certain  strains 
of  influenza  virus  as  well  as  to  chart  the  course 
of  an  epidemic. 

In  the  United  States  during  the  10  year 
period,  1933-43,  combined  clinical,  epidemiologic 
and  microbiologic  studies  have  revealed  six 
definite  epidemics  of  Influenza  A.  In  1947,  A- 
prime  viruses  completely  replaced  the  earlier 
groups  and  the  etiologic  agents  of  Influenza 
A have  been  variants  within  the  A-prime  set 
during  the  last  10  years  on  a world-wide  basis. 

It  is  a new  strain  of  A-prime  virus,  now 
termed  the  Asian  Influenza  A-virus,  which  is 
responsible  for  the  current  epidemic. 

Present  Epidemic 

The  current  epidemic  was  first  reported  in 
Hong  Kong  and  Singapore  during  the  latter  half 
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of  April  1957.  Then  in  rapid  succession,  epi- 
demics occurred  in  Taiwan,  the  Philippines,  the 
Malayan  States,  Japan,  India  and  other  areas. 

Army  medical  teams  in  japan  investigating 
the  early  epidemics  noted  that  the  isolated  virus 
appeared  unusual  in  laboratory  tests  and  sent 
the  virus  to  this  country  for  antigenic  analyses. 
These  analyses  demonstrated  that  the  virus  is 
Type  A,  but  is  antigenically  different  in  the 
hemoagglutination  inhibition  test  from  any  pre- 
viously known  Type  A strain.  Information  to 
date  suggests  that  little  protection  against  the 
new  virus  is  gained  by  previous  vaccination  with 
existing  influenza  vaccine. 

Laboratory  confirmation  of  sporadic  outbreaks 
of  Asian  influenza  in  both  the  military  and 
civilian  populations  have  been  received  from 
a number  of  different  areas  of  the  United  States. 
Beginning  June  2,  a series  of  influenza  outbreaks 
were  reported  among  ships  which  had  been 
lierthed  in  Narragansett  Bay,  Newport,  Rhode 
Island.  The  means  of  introduction  of  the  virus 
to  this  population  could  not  be  ascertained  and 
spread  of  the  epidemic  was  erratic.  Subsequent- 
ly infections  with  Far  East  strain  influenza  virus 
have  been  reported  in  San  Diego,  Monterey, 
Davis,  and  San  Francisco,  California;  Cleveland, 
Ohio;  Lexington,  Kentucky;  and  Salt  Lake  City, 
Utah. 

The  highest  attack  rates  (70  per  cent)  have  oc- 
curred among  recruits  in  the  military  services. 
The  other  large  outbreaks  reported  in  the  United 
States  have  been  predominantly  in  groups  of 
young  people  living,  or  brought  together,  in 
environments  that  favor  the  spread  of  infection. 
The  Asian  strain  was  found  at  the  Boy  Scouts 
International  Jamboree  at  Valley  Forge,  Pen- 
nsylvania, and  among  delegates  attending  a 
young  people’s  church  camp  at  Grinnell,  Iowa. 
Since  their  return  home  from  these  meetings, 
reports  of  “respiratory  and  influenza-like  illness” 
have  come  in  from  Scouts  and  delegates  in 
Texas,  New  Mexico,  South  Carolina,  Connecti- 
cut, Massachusetts,  Missouri,  Louisiana,  Michi- 
gan, New  York,  Rhode  Island,  Maryland,  Il- 
linois, Indiana,  Kentucky  and  Minnesota. 

To  date  there  has  been  little  variation  in 
severity  of  the  illness  and  only  two  deaths  have 
been  reported  to  the  United  States  resulting 
from  complications  of  influenza. 

Clinical  and  Public  Health  Aspects 

The  experience  in  Asia  and  in  the  United 
States  since  the  new  type  of  virus  was  intro- 


duced provides  no  basis  for  predicting  an  in- 
crease in  severity  of  infection  in  the  coming 
fall  and  winter  or  during  the  next  year  or  two. 
The  present  concern  arises  largely  from  the 
possibility  that  a more  virulent  variant  of  the 
Asian  type  may  emerge.  The  severity  of  the 
1918  influenza  epidemic  is  believed  to  have 
been  due  to  some  such  mutation  which  exposed 
the  population  to  a virus  or  viruses  with  anti- 
genic properties  radically  different  from  those 
strains  to  which  they  have  been  previously  ex- 
posed. 

Clinically  influenza  is  usually  characterized 
by  abrupt  onset,  prostration,  fever  as  high  as 
104  degrees,  headache,  myalgia,  cough  and  sore 
throat.  X-ray  examinations  of  the  chest  usually 
show  no  abnormal  findings.  Leukopenia  is  com- 
mon in  uncomplicated  cases.  The  febrile  period 
usually  lasts  3 to  5 days,  following  which  the 
patient  may  complain  of  extreme  weakness  for 
several  more  days. 

In  laboratory  diagnosis  of  individual  cases, 
the  virus  may  be  isolated  from  secretions  of 
the  nose  and  throat  taken  early  in  the  course 
of  the  illness.  Since  laboratory  procedures  neces- 
sary to  confirm  diagnosis  cannot  be  completed 
in  the  short  time  the  patient  is  still  acutely  ill, 
they  are  of  little  value  to  the  physician  in  pre- 
scribing treatment.  However,  they  are  necessary 
to  confirm  tlie  presence  or  absence  of  influenza 
in  a community. 

Even  when  considered  mild  in  terms  of  fatal- 
ity, influenza  epidemics  cannot  be  regarded  as 
innocuous.  Illnesses  usually  are  prostrating  for 
two  or  more  days  and  are  often  followed  by  a 
period  of  lassitude  and  weakness.  In  an  epi- 
demic, medical  care  facilities  may  be  tem- 
porarily overtaxed,  attendance  in  sehool  inter- 
rupted and  the  entire  economy  disrupted  by 
absenteeism  in  all  types  of  industry,  some  of 
them  in  critical  areas. 

Immunological  Aspects 

When  a new  variant  appears  whose  antigenic 
structure  is  widely  different  from  that  of  pre- 
viously isolated  viruses,  a vaccine  which  has 
been  satisfactory  hitherto  may  be  relatively  in- 
effective against  the  new  strain.  This  happened 
in  1947  when  the  A-prime  influenza  virus  was 
identified.  The  same  problem  has  confronted 
manufacturers  of  vaccine  today;  the  introduction 
of  the  new  Asian  virus  making  a new  vaccine 
necessary. 

Influenza  vaccines  have  been  used  most  ex- 
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FOR  THE  ENTIRE  RANGE  OF  RHEUMATIC-ARTHRITIC 


DISORDERS-from  the  mildest 
to  the  most  severe 

many  patients  with  MILD  involvement  can  be  effectively 
controlled  with 

many  patients  with  MODERATELY  SEVERE  involvement 
can  be  effectively  controlled  with 


first  meprobamate-prednisolons  therapy 


the  one  antirheumatic,  antiarthritic  that 
simultaneously  relieves:  (i)  musclespasm 
(a)  joint  inflammation  (3)  anxiety  and 
tension  (4)  discomfort  and  disability. 

SUPPLIED:  Multiple  Compressed  Tablets 
in  three  formulas:  ‘MEPROLONE’-5  — 
5.0  mg.  prednisolone,  400  mg.  meproba- 
mate and  200  mg.  dried  aluminum  hy- 
droxide gel.  ‘MEPR0L0NE’-2 — 2.0  mg. 
prednisolone,  200  mg.  meprobamate  and 
200  mg.  dried  aluminum  hydroxide 
gel.  ‘MEPROLONE’-I  supplies  i.O  mg. 
prednisolone  in  the  same  formula  as 
‘MEPR0L0NE--2. 


MERCK  SHARP  & DOHME 

DIVISION  OF  MERCK  a CO..  INC. 
PHILADELPHIA  1.  PA. 


*£J£PROLON£'  !s  a trademark  of  Uerck  & Co.,  Inc. 
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tensively  in  special  population  groups  such  as 
iniltary  personnel,  schools  and  certain  employee 
groups.  Studies  in  the  military  reveal  that  a 
properly  constituted  \'accine  is  70  per  cent  effec- 
tive under  epidemic  or  endemic  conditions  and 
that  reactions  to  the  \'accine  are  quite  rare.  In- 
dividuals known  to  be  sensitive  to  egg  are  not 
given  the  vaccine  since  \irus  is  grow'ii  in  em- 
bryonated  eggs. 

In  recent  years  the  nature  of  influenza  in 
this  country  has  not  warranted  the  use  of  in- 
fluenza vaccine  e.xcept  on  a group  basis  to  mini- 
mize absenteeism  or  in  so  nailed  priority  groups. 
However,  the  present  influenza  epidemic,  with 
its  rapidity  of  spread  and  high  attack  rate  is 
sufficiently  unusual  to  press  for  immunization 
against  the  new  strain  of  influenza  \irus.  As  a 


WHAT  MAKES  BLUE 

UnE  frequently  hears  doctors  ask,  “Isn’t 
Blue  Shield  just  ‘another  insurance  company’?’’ 
This  question  usually  comes  from  a member  of 
the  generation  of  new  doctors  who  have  come 
into  practice  since  the  early  ’40s,  and  who  know 
little  of  the  desperate  challenge  that  gave  rise 
to  the  Blue  Shield  idea  and  the  hard  work  with 
which  its  accoucheurs  gave  it  birth. 

Blue  Shield  represents  a vast  and  triumphant 
effort  on  the  part  of  American  medicine  to 
prove  to  the  people  of  the  United  States  that, 
with  their  help,  their  doctors  can  solve  urgent 
problems  of  medical  economics  without  govern- 
mental interference  or  dictation.  Blue  Shield 
was  created  at  a time  when  the  insurance  in- 
dustry questioned  the  actuarial  feasibility  of 
\"oluntary  medical  care  insurance  on  any  large 
scale,  and  even  many  doctors  feared  that  a 
v'ohmtary  program  would  inevitably  lead  to  a 
compulsory  health  insurance  system  under  gov- 
ernment auspices. 

Blue  Shield  has  little  in  common  with  com- 
mercial accident  and  health  insurance  beyond 
the  fact  that  it  utilizes  actuarial  principles. 
Where  the  insurance  company  underwrites  se- 
lected groups  to  produce  a profit.  Blue  Shield, 
reflecting  the  service  ideas  of  the  medical  pro- 
fession, makes  its  services  available  to  the  en- 
tire community,  at  rates  based  on  the  needs  and 
experience  of  the  community  — including  most 
particularly  those  people  in  the  low  income 
groups  who  most  need  medical  prepayment  pro- 
tection. 


properl)'  constituted  vaccine  is  the  only  preven- 
tive for  this  disease,  the  Public  Health  Service, 
with  the  Association  of  State  and  Territorial 
Health  Officers  and  the  American  Medical  As- 
sociation, plans  to  promote  the  use  of  the  vac- 
cine as  soon  as  it  becomes  available. 

For  the  first  time  in  history  we  are  in  the 
fortunate  position  of  being  ahead  of  an  im- 
pending epidemic  of  influenza.  On  the  basis  of 
past  experience  it  seems  probable  that  influenza 
will  continue  to  spread  but  will  not  be  highly 
epidemic  in  this  country  until  fall  or  winter  when 
outbreaks  may  be  anticipated.  Even  though  this 
is  still  only  a possibility,  any  preparations  which 
need  to  be  made  to  meet  it  must  be  accomp- 
lished now.  After  a pandemic  starts,  it  will  be 
too  late. 


SHIELD  DIFFERENT? 

Where  commercial  insurance  companies  offer 
cash  allowances  which  may  or  may  not  have 
any  relation  to  the  doctor’s  normal  charge  for 
his  services.  Blue  Shield’s  schedules  of  payment 
are  negotiated  and  approved  by  the  local  medi- 
cal profession.  In  most  areas.  Blue  Shield  bene- 
fits take  the  form  of  fully  paid  professional  serv- 
ices, through  the  cooperation  of  the  “participat- 
ing physicians.’’  Even  where  “service  benefits” 
are  not  provided  by  formal  agreement  of  the 
doctors.  Plan  schedules  generally  attempt  to 
approximate  the  normal  charges  of  the  local 
physicians  for  services  rendered  people  in  the 
low  er  income  brackets,  and  the  local  physicians 
frequently  accept  these  fees  as  full  payment. 

Blue  Shield  Plans  are  distinguished  by  non- 
profit operation,  which  means  that  their  only 
purpose  is  service  to  the  people  and  their  doctors. 
Non-profit  operation  also  means  that  all  the 
funds  eontributed  by  the  subseribers  are  avail- 
able for  payment  of  benefits,  with  a minimum 
retained  for  actual  operating  costs  and  reserves 
for  future  claims. 

Over  and  above  all  requirements  of  state  law'. 
Blue  Shield  Plans  are  required  to  maintain 
strict  “membership  standards”  in  order  to  use 
the  name  and  symbol  “Blue  Shield.”  These 
standards  provide  that  the  Plan  must  have  the 
continuous  approval  of  the  local  medical  society; 
must  render  an  annual  report  to  the  society; 
and  must  secure  the  formal  participation  of  at 
least  51  per  cent  of  all  the  physicians  in  the 
Plan  area. 
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Blue  Shield  utilizes  insurance  principles,  but,  cend  the  limits  of  insurance  — to  become  a true 

because  of  the  participation  of  the  great  ma-  community  serv'ice  on  behalf  of  America’s  phy- 

jority  of  American  physicians,  it  is  able  to  trans-  sicians. 


COURT  RULING  SAID  TO  PROTECT 
REDUCING  PILL  ADVERTISING 

Tm’O  government  regulating  agencies 
would  like  to  be  more  active  against  exaggerated 
claims  for  weight-reducing  pills,  but  they  are 
restrained  by  federal  court  decisions  favoring 
the  manufacturers.  This  was  the  gist  of  testi- 
mony presented  by  the  heads  of  Food  and  Drug 
Administration  and  Federal  Trade  Commission 
to  a House  subcommittee  that  is  investigating 
the  situation.  Earlier,  medical  witnesses  had 
told  the  committee  that  the  pills  cannot  in  them- 
selves bring  about  loss  of  weight,  and  that  some 
of  them  may  present  a health  hazard  to  certain 
persons. 

FDA  is  authorized  to  act  against  foods  or 
drugs  that  are  “misbranded,”  by  carrying  false 
claims  or  other  untruths  either  on  their  labels 
or  on  accompanying  literature.  FDA  Commis- 
sioner George  P.  Larrick  said  that  13  years  ago 
successful  action  was  taken  against  a weight- 
reducing  product  that  had  harmful  ingredients, 
and  that  now  “the  dangerous  type  of  reducing 
preparation  has  all  but  disappeared  completely 
from  the  scene.” 

However,  the  government  was  not  so  success- 
ful when  it  moved  against  manufacturers 
charged  with  exaggerating  the  weight-reducing 


capabilities  of  a candy  that  contained  vitamins. 
The  judge  ruled  the  advertising  claims  were 
not  unduly  exaggerated,  as  consumption  of  candy 
before  a meal  naturally  would  cause  some  loss 
of  appetite.  As  a consequence,  Mr.  Larrick  said, 
FDA  has  been  forced  to  conclude  that  “regu- 
latory action  in  this  field  must  be  very  carefully 
selected  and  that  it  would  not  be  feasible  to 
bring  cases  where  the  labeling  claims  were 
qualified.  . .”  However,  the  agency  is  preparing 
one  action  against  a weight-reducing  product. 

Federal  Trade  Commission  can  act  against  any 
false  or  misleading  advertising  (broader  than 
FDA’s  power).  FTC  Chairman  Sigurd  Anderson 
explained,  however,  that  the  decisions  cited 
handicapped  his  agency’s  policing.  He  com- 
mented: “Our  regulation  of  the  products  sold 
as  appetite  depressants  . . . has  been  limited 
largely  to  claims  implying  that  the  product 
itself  has  an  effect  on  metabolism,  claims  of 
weight  loss  in  definite  and  predetermined 
amounts,  or  special  claims  such  as  official  gov- 
ernment approval  of  the  product.”  He  also  com- 
plained to  the  subcommittee  that  congress  had 
turned  down  an  FTC  request  for  $33,500  extra 
for  scientific  investigations  and  testing. 

The  subcommittee  does  not  plan  to  make  any 
recommendations  for  remedial  legislation  this 
session  of  congress,  but  might  offer  a bill  after 
congress  reconvenes  in  January. 


AEG  PUBLISHES  HANDBOOK  ON 
WEAPONS  EFFECTS 

The  U.  S.  Atomic  Energy  Commission  has 
announced  publication  of  a 579  page  handbook 
providing  the  latest  knowledge  of  weapons  ef- 
fects. 

The  handbook  entitled  “The  Effects  of  Nuclear 
Weapons”  was  prepared  by  the  Armed  Forces 
Special  Weapons  Project  of  the  Department  of 
Defense  at  the  request  of  the  Atomic  Energy 
Commission  and  with  the  Commission’s  assist- 
ance. The  book  includes  the  results  of  observa- 
tions and  experiment  in  laboratory  work  in 
nuclear  test  detonations  since  1950. 

This  book  is  on  sale  for  $2  per  copy  by  the 
Superintendent  of  Documents,  U.  S.  Govern- 
ment Printing  Office,  Washington  25,  D.  C. 


MEDICAL  EQUIPMENT  SERVICE 


THE  ARIZONA  MEDICAL  EQUIPMENT 
& SERVICE  CO. 


All  Types  And  Makes  Of  Medical  & Scientific  Apparatus 
Repaired 

Majority  of  all  repair  parts  in  stock  and  immediately  available. 

1005-B  N.  7th  Street,  Phoenix,  AL  3-9155  or  CR  4-4171 


MEDICAL  SUPPLY  DIRECTORY 


Arizona  Medical  Supply  Co.,  Inc. 

Phone  3-7581 

1027  E.  Broadway  — Tucson,  Arizona 
Verna  E.  yocum,  Pres.  George  F.  Dyer,  V.  Pres. 
M.  O.  Kerfoot,  Sec. 
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BOARD  OF  MEDICAL  EXAMINERS 
STATE  OF  ARIZONA 

826  Security  Building 


Phoenix, 

The  Board  of  Medical  Examiners  of  the  State 
of  Arizona  at  a regular  meeting  held  Saturday, 
July  20,  1957,  issued  certificates  to  practice 
medicine  and  surgery  in  this  state  to  the  follow- 
ing doctors  of  medicine: 

Alway,  James  D.,  Jr.  — 1332  North  2nd.  Street, 
Phoenix,  Arizona 

Comess,  Morton  S.  — 800  North  First  Avenue, 
Phoenix,  Arizona 

Crisp,  William  E.  — Ohio  State  University 
Hosp.,  Columbus,  Ohio 

Davis,  Charles  E.  — St.  Joheph’s  Hospital,  Phoe- 
nix, Arizona 

DeLozier,  Joseph  B.  — 5410  S.  Central  Ave., 
Phoenix,  Arizona 

DeVries,  Paul  H.  — 116  N.  Tucson  Blvd.,  Tuc- 
son, Arizona 

Dunn,  William  J.  — 1009  W.  Green  Street, 
Champaign,  Illinois 

Ebersole,  Carl  M.  — 2435  E.  Adams  St.,  Tucson 
Arizona 

Gambacorta,  Otto  — 130  S.  Scott  Ave.,  Tucson 
Arizona 

Gibson,  Richard  W.  — 433  West  Osborn,  Phoe- 
nix, Arizona 

Gilbert,  David  B.  — Payson  Clinic,  Payson, 
Arizona 

Grossman,  Samuel  N.  — 9730  Wilshire  Blvd., 
Beverly  Hills,  Calif. 

Haddock,  Douglass  A.  — 5700  Pontiac  Trail, 
Orchard  Lake,  Michigan 
Harmon,  Lewis  G.  ■ — 4251  Gregory  Rd.,  Gregory, 
Herman,  Jack  J.  — 2021  North  Central  Ave., 
Phoenix,  Arizona 

Hunter,  Willard  Smith  — St.  Joseph’s  Hospital, 
Phoenix,  Arizona 

L 

September  1,  1957  Progress  Report 
from  the  Poison  Control  Information 
Center  at  the  University  of  Arizona 
College  of  Pharmacy 

T HE  POISON  Control  File  Advisory  Commit- 
tee has  met  twice  to  approve  the  poison  file 
cards  for  duplication.  The  entire  file  will  be 
duplicated  and  distributed  to  the  participating 
hospitals  throughout  the  state  as  quickly  as  the 
remaining  cards  are  approved  by  the  Poison 
Control  Committee  of  the  Arizona  Medical  As- 
sociation. 


Arizona 

Jensen,  Ralph  — Route  No.  1,  Box  431,  Shelby- 
ville,  Tenn. 

Johnston,  Howard  H.  — Miami-Inspiration 
Clinic,  Miami,  Arizona 

Kavan,  Lucien  C.  — John  Sealy  Hosp.,  Galves- 
ton, Texas 

Kavanagh,  Thomas  W.  — 2021  North  Central 
Ave.,  Phoenix,  Arizona 

Keeling,  Robert  F.  — New  Cornelia  Hospital, 
Ajo,  Arizona 

Kliewer,  Paul  W.  — Wickenburg,  Arizona 

Lovekin,  William  S.  — Sage  Memorial  Hosp.. 
Ganado,  Arizona 

MacDonald,  Donald  C.  — 1143  Webster,  Burm- 
ingham,  Michigan 

McGovern,  Richard  E.  — St.  Joseph’s  Hospital, 
Phoenix,  Arizona 

McGregor,  John  G.  — P.  O.  Box  82,  Fort  Sam 
Houston,  Texas 

Nichols,  Dean  — Good  Samaritan  Hospital, 
Phoenix,  Arizona 

Peterson,  Rexford  A.  — 340  E.  Eleventh  St., 
Durango,  Colorado 

Schmidt,  Charles  D.  — 84  East  7500  South, 
Midvale,  Utah 

Sechrist,  Gilbert  L.  — 1301  North  Beaver 
Flagstaff,  Arizona 

Shaw,  Wayne  R.  — 417  South  Dixie,  Eastland, 
Texas 

Thayer,  Robert  H.  — 228  Leavell  Dr.  Van 
Horne,  Park,  Fort  Bliss,  Texas 

Underwood,  George  M.  — 1221  W.  Hazelwood 
St.,  Phoenix,  Arizona 

Watson,  John  B.  — 6253  Hollywood  Blvd., 
Hollywood  28,  Calif. 


Since  the  August  1 report,  29  poisoning  cases 
have  been  received  at  the  poison  control  center. 
The  statistics  of  the  reports  in  rounded  figures 
are  as  follows: 

AGE: 

59  per  cent  involved  under  5 year  group 
14  per  cent  involved  6 to  15  year  age  group 
18  per  cent  involved  16  to  50  year  age  group 
3 per  cent  involved  31  to  45  year  age  group 
3 per  cent  involved  over  45  year  age  group 
NATURE  OF  INCIDENT: 

83  per  cent  accidental 
1 7 per  cent  intentional 


iddition  of  neomycin  to  the 
ective  Donnagel  formula  assures 
n more  certain  control  of  most 
if  the  common  forms  of  diarrhea. 

Neomycin  is  an  ideal  antibiotic 
iteric  use:  it  is  effectively 
cteriostatic  against  neomycin- 
eptible  pathogens:  and  it  is 
Blatively  non-absorbable. 

The  secret  of  Donnagel  with  Neomycin’s  clinical  dependability 
lies  in  the  comprehensive  approach  of  its  rational  formula: 


Informational 
literature 
available 
upon  request. 


COMPONENT 

s=.->ch  30  cc.  (1  fl.  oz.) 

ACTION 

BENEFIT 

-omycin  base,  210.0  mg. 

(as  neomycin  sulfate,  300  mg.) 

antibiotic 

Affords  effective  intestinal  bacte- 
riostasis. 

Kaolin  (6.0  Gm.) 

adsorbent, 

demulcent 

Bindstoxicand  irritating  substan- 
ces. Provides  protective  coating 
for  irritated  intestinal  mucosa. 

Pectin  (142.8  mg.) 

protective, 

demulcent 

Supplements  action  of  kaolin  as 
an  intestinal  detoxifying  and 
demulcent  agent. 

Dihydroxyaluminum 

aminoacetate  (0.25  Gm.) 

antacid, 

demulcent 

Enhances  demulcent  and  detoxi- 
fying action  of  the  kaolin-pectin 
suspension. 

Natural  belladonna  alkaloids: 
hyoscyamine  sulfate  (0.1037  mg.) 
atropine  sulfate  (0.0194  mg.) 
hyoscine  hydrobromide  (0.0065  mg.) 

anti- 

spasmodic 

Relieves  intestinal  hypermotility 
and  hypertonicity. 

Phenobarbital  (%  gr.) 

sedative 

Diminishes  nervousness,  stress 
and  apprehension. 

INDICATIONS;  Donnagel  with  Neomycin 
is  specifically  indicated  in  diarrheas  or 
dysentery  caused  by  neomycin-suscep- 
tible organisms;  in  diarrheas  not  yet 
proven  to  be  of  bacterial  origin,  priorto  de- 
finitive diagnosis.  Also  useful  in  enteritis, 
even  though  diarrhea  may  not  be  present. 

SUPPLIED:  Bottles  of  6 fl.  oz.  At  all  pre- 
scription pharmacies. 


DOSAGE:  Adults:  1 to  2tablespoonfuls  (15 
to  30  cc.)  every  4 hours.  Children  over  1 
year:  1 to  2 teaspoonfuls  every  4 hours. 
Children  under  1 year:  V2  to  1 teaspoon- 
ful every  4 hours. 

ALSO  AVAILABLE:  Donnagel,  the  original 
formula,  for  use  when  an  antibiotic  is  not 
indicated. 


A.  H.  ROBINS  CO.,  INC.,  RICHMOND  20,  VA.  -l* % 


: Ethical  Pharmaceuticals  of  Merit  i*t3<V 
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OUTCOME: 

100  per  cent  recovery 

TIME  OF  DAY: 

27  per  cent  occurred  between  6 a. in.  and  noon 
35  per  cent  occurred  between  noon  and  6p.m. 
35  per  cent  occurred  between  6 p.m.  and 
midnight 

3 per  cent  occurred  between  midnight  and 
6 a.m.  ( a scorpion  sting  at  5:30  a.m. ) 


CAUSATIVE  AGENT: 

31  per  cent  aspirin  preparations 
14  per  cent  solvents  — paint  thinner,  charcoal 
lighter,  cleaning  fluids 

7 per  cent  each  for  scorpion  stings,  insecti- 
cides, and  antihistamines. 

3 per  cent  each  for  dog  bites,  blaek  widow 
spiders,  liniment,  diuretic  tablets,  iron 
tablets,  toadstools,  laundry  rinse,  sedatives, 
chlorine  inhalations,  and  unknown  agents. 


tuye 


SIXTH  ANNUAL  ARIZONA 
CANCER  SEMINAR 

The  ARIZONA  Division  of  the  American  Can- 
cer Society,  in  collaboration  with  the  Arizona 
Medical  Association,  will  again  be  host  at  one 
of  the  country’s  outstanding  Cancer  Seminars 
when  it  meets  in  Tucson,  Arizona,  January  25, 
26  and  27,  1958,  at  the  Tucson-Bagdad  Inn. 

Under  the  chairmanship  of  Darwin  A.  Neu- 
bauer,  M.D.  of  Tucson  and  his  committee  of 
seven  physicians:  Arthur  A.  Present,  Hermann 
S.  Rhu,  Jr.,  Ralph  Fuller,  James  Fritz  of  Tucson 
and  Edward  Bregman  and  James  Barger  of 
Phoenix,  the  faculty  for  the  Seminar  has  been 
completed. 

The  three-day  meeting  will  include  lectures 
by  men  who  top  their  particular  fields  in  the 
area  of  cancer.  These  specialists  are:  Dr.  Arthur 
Purdy  Scott,  pathologist  of  New  York  City,  Dr. 
Ross  Golden,  radiologist  of  Los  Angeles,  Dr. 
Axel  Arneson,  gynecologist  of  St.  Louis,  Dr.  Ian 
MacDonald,  surgeon  of  Los  Angeles,  Dr.  Bar- 
rett Brown,  plastic  surgeon  of  St.  Louis,  Dr. 
Cornelius  Lehman,  dermatologist  of  San  An- 
tonio, Mr.  Dale  Trout,  physicist  of  General  Elec- 
tric Co.,  Milwaukee  and  the  new  medical  and 
research  director  of  the  American  Cancer  So- 
ciety, Dr.  Harold  S.  Diehl. 

Their  subjects  will  be  reported  in  a later 
issue,  as  well  as  the  names  of  those  who  will 
moderate  the  sessions.  There  will  be  a luncheon 
and  round  table  diseussion  on  the  25th  and  the 
26th. 

It  is  hoped  that  more  than  500  physicians  from 
Arizona  will  attend  and  it  will  be  possible  for 


everyone  to  stay  at  the  Tucson  Inn  for  the 
sessions. 

Please  enter  these  dates  on  your  calendar. 


EUROPEAN  FEDERATION  OF 
INTERNATIONAL  COLLEGE  OF 
SURGEONS  TO  MEET  IN  VIENNA 
AND  BRUSSELS 

Two  MEETINGS  of  the  newly  formed  Euro- 
pean Federation,  International  College  of  Sur- 
geons, were  announced.  One  will  be  held  in 
Vienna,  October  18-20,  and  the  other  during  the 
World’s  Fair  in  Brussels,  May  15-18,  1958. 

The  Vienna  Congress  will  be  under  the  aus- 
pices of  the  Vienna  Section,  I.C.S.,  and  the 
direction  of  Prof.  Felix  Mandl  and  Prof.  Dr. 
Leopold  Schonbauer,  both  of  the  surgical  de- 
partment, University  of  Vienna.  The  meeting 
will  bring  together  the  German,  Austrian,  Dutch, 
Swiss  and  other  Sections.  About  75  papers  will 
be  presented.  Sessions  will  be  held  in  Billroth- 
Haus,  Vienna. 

Nine  surgeons  will  partieipate  in  a symposium 
on  “Surgery  of  Athletic  Injuries,”  in  connection 
with  a special  Section  on  that  subject  established 
within  the  framework  of  the  European  Federa- 
tion. 

Scientific  themes  will  include  “Diseases  of 
Connective  Tissues,”  “Modern  Therapy  of  Ma- 
lignancies,” “Errors  in  Diagnosis  and  Therapy,” 
“Bone  Tumors,”  and  “Contrast  Visualizations  of 
Internal  Organs,  Their  Value  and  Dangers.” 

The  entertainment  program  will  include  a 
reception  in  City  Hall  by  the  Mayor  of  Vienna, 
his  Excellency,  Franz  Jonas;  a visit  to  the  opera. 
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luncheon  and  tours.  Inquiries  about  scientific 
matters  should  be  addressed  to  Dr.  Felix  Mandl, 
Reichsratsstrasse  11,  Vienna  I. 

The  Brussels  Congress  will  bring  together  the 
Austrian,  Belgian,  English,  Finnish,  French, 
German,  Greek,  Italian,  Dutch,  Spanish,  Swiss 
and  Turkish  Sections  of  the  I.C.S.  The  meeting 
will  be  under  the  auspices  of  the  Belgian  Sec- 
tion and  the  direction  of  Prof.  John  Henri  Oltra- 
mare  of  the  University  of  Geneva  and  director 
of  the  European  Federation,  and  Drs.  Leopold 
Lambert,  Andre  Sondervost  and  G.  F.  Van 
Keerbergen,  president,  secretary  and  vice  presi- 
dent, respectively,  of  the  Belgian  Section. 

Details  may  be  had  by  writing  to  the  Sec- 
retariat, International  College  of  Surgeons,  1516 
Lake  Shore  Drive,  Chicago  10,  Illinois. 

SOUTHWESTERN  SURGICAL 
CONGRESS 

The  tenth  annual  meeting  of  the  South- 
western Surgical  Congress  will  be  held  at  the 
Shamrock  Hotel,  Houston,  Texas,  on  the  dates 
of  March  31,  April  1,  and  April  2,  of  1958. 


12th  General  Assembly  — 
Copenhagen  — August  15-20,  1958 

I T IS  NONE  too  early  to  reserve  August  15-20, 
1958  and  plan  to  attend  the  12th  General  As- 
sembly of  The  World  Medical  Association  in 
Copenhagen,  Denmark.  Special  tours  will  be 
planned. 


PROGRAM  ON  NORMAL  AND 
ABNORMAL  ASPECTS  OF  THE 
SKIN  TO  BE  FEATURED  AT 
A.A.A.S.  MEETING 

The  COMMITTEE  on  Cosmetics  of  the 
American  Medical  Association  in  co-sponsorship 
with  the  Society  for  Investigating  Dermatology 
will  present  a two  day  symposium  entitled  “The 
Human  Integument  — Normal  and  Abnormal.” 
This  program  has  been  arranged  at  the  invitation 
of  the  American  Association  for  the  Advance- 
ment of  Science  and  will  be  presented  before  the 
Medical  Sciences  Section  at  the  Association’s 
124th  annual  meeting  in  Indianapolis,  Indiana 
on  December  28  and  29,  1957. 


when  anxiety  and  tension  "erupts”  in  the  G.  I.  tract... 

IN  ILEITIS 


PATH  I BAM  ATE 

Meprobamate  with  PATHILON®  Lederle 


Combines  Meprobamate  {400  mg.)xhe  most  widely  prescribed  tranquilizer  . . . helps  control 
the  “emotional  overlay”  of  ileitis  — without  fear  of  barbiturate  loginess,  hangover  or 
habituation...  Tjuith  PATHILON  (25  TWg.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 

^Trademark  ® Registered  Trademark  for  Tridihexethyl  Iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 


638 


Arizona  Medicine 


October,  1957 


Growth  of  Hospital,  Surgical,  and  Regular 
Medical  Expense  Coverage 

MUJONS 
OF  PEOPLE 


ARMY  ANNOUNCES  COURSES  FOR 
"MANAGEMENT  OF  MASS 
CASUALTIES" 

The  army  has  announced  that  courses  for  the 
“Management  of  Mass  Casualties”  to  be  con- 
ducted during  fiseal  year  1958  have  been  sched- 
uled for  the  following  dates:  December  2-7,  1957, 
March  24-29,  1958,  and  May  12-17,  1958. 

The  AMA  Couneil  on  National  Defense  has 
been  alloted  a quota  of  two  representatives  for 
each  course.  Physieians  interested  in  attending 
the  course  should  write  direetly  to  the  Couneil 
on  National  Defense,  American  Medical  Associa- 
tion, 535  N.  Dearborn  St.,  Chicago  10,  Illinois, 
advising  which  course  is  desired.  Sinee  spaees 
for  these  eourses  are  limited,  requests  will  be 
handled  on  a first  come  first  served  basis. 


EVERY  WOMAN 
WHO  SUFFERS 
IN  THE 
MENOPAUSE 
DESERVES 
"PREMARIN* 

widely  used 
natural,  oral 
estrogen 


AYERST  LABORATORIES 
New  York,  N.  Y.  • Montreal,  Canada 
5646 


NO  PAIN 
NO  MEMORY 


mm 
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IN  PEDfA  TRIC  ANES THESlA 

How  important— and  yet  how  simple— it  is  J 

to  spare  the.  child  the  emotional  shock  of  , ; 

.the  operating  room.  With . Pentothal  by  ; 

rectum,  you  can  put  the  patient  to  sleep  in  . - ! 

his  own  bed,  where  he  awakens  untroubled  j 

after  surgery.  As  a basal  anesthetic  or  as  1 

the  sole  agent  in  selected' minor  procedures,:  j 

Pentothal  by  rectum  is  a notably  safe,  , • - 

humane  approach  to  pediatric  anesthesia. 

OLMrott 
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Broad  Social  Security  Changes 
Proposed;  Doctors  Would  Be 
Covered 

ill  ORE  changes  in  the  much-amended  social 
security  law  have  been  proposed  in  a bill 
(HR  8883)  introduced  July  24  by  Rep.  Robert 
W.  Kean  of  New  Jersey,  a Republican  member 
of  the  House  Ways  and  Means  Committee  be- 
fore which  the  legislation  would  be  heard.  The 
bill  is  not  an  administration  measure.  Mr.  Kean 
claimed  that  the  amendments  could  be  financed 
without  increasing  social  security  tax  rates.  His 
explanation:  present  full  employment  at  higher 
wages  and  increased  earnings  of  the  social  se- 
curity trust  fund.  (However,  another  $600  of 
income  would  be  taxed  at  present  rate. ) 

One  of  eight  major  points  in  his  bill  calls 
for  the  compulsory  inclusion  of  physicians  un- 
der the  system,  thereby  making  them  eligible  for 
old  age  and  survivors  insurance  at  age  65  or 
age  50  if  totally  and  permanently  disabled. 

Other  proposals  include:  (1)  Inerease  maxi- 
mum wage  base  from  $4,200  to  $4,800;  under 
present  contributory  rates,  there  would  be  a 
$13.50  a year  increase  in  OASI  ta.xes  for  earn- 
ings of  $4,800  or  more,  (2)  pay  benefits  to  de- 
pendents of  those  receiving  disability  payments, 
(3)  authorize  payments  from  the  trust  fund  to- 
ward rehabilitation  of  those  now  receiving  dis- 
ability benefits,  (4)  increase  ultimate  benefits 
for  those  who  continue  to  work  after  age  65 
by  a 1 per  cent  a year  delayed  retirement  benefit, 
(5)  increase  maximum  family  benefits  for  wid- 
ows and  dependent  children  from  $200  to  $296.25 
a month,  (6)  increase  widow’s  benefits  from  75 
per  cent  to  80  per  cent  of  the  workers’  primary 
insurance  amount,  and  (7)  eover  tips  received 
as  wages. 

Mr.  Kean  said  he  is  “very  much  in  favor”  of 
the  coverage  of  physicians. 


Phone  ALpine  4-4398 

FOOT-so-PORT  SHOE 

25  South  1st  Street 
PHOENIX,  ARIZONA 


QUACKERY 

11  SE  of  the  mails  to  promote  medical  quackery 
is  at  the  highest  level  in  history.  Postmaster 
General  Arthur  E.  Summerfield  said  in  a state- 
ment issued  a few  days  ago. 

Based  on  reports  from  Chief  Inspector  David 
H.  Stephens,  medical  frauds  today  are  more 
lucrative  than  any  other  criminal  activity. 

“People  in  all  walks  of  life  are  paying  big 
money  for  these  frauds,”  Mr.  Summerfield  said. 
He  estimated  that  the  medical  fraud  cases  now 
pending  represent  an  annual  loss  to  the  public 
of  $50  million. 

In  the  past  12  months,  46  fraud  orders  have 
been  issued  in  medical  fraud  cases. 

“However,”  Mr.  Summerfield  said,  “rather 
than  attempt  to  defend  the  indefensible,  106 
persons  or  firms  signed  stipulations  agreeing  to 
discontinue  their  questionable  enterprise.  These 
phony  sehemes  altogether  were  known  to  be 
taking  in  at  least  $225,000  a day.  Is  it  any 
wonder  that  new  frauds  spring  up  every  day?” 

Medical  frauds  most  common  today,  in  order 
of  popularity,  are  “dietless”  reducing  schemes, 
and  “sure  cures”  for  cancer,  arthritis,  skin 
trouble,  baldness,  and  “lost  manhood.”  Bust 
development  gimmicks  are  also  on  the  best- 
seller lists. 

The  latest  in  “cancer  cure”  devices  is  sup- 
posed to  contain  “atomic”  material. 

Mr.  Summerfield  urged  citizens  to  report  sus- 
pected mail  frauds  to  the  post  office  depart- 
ment for  prompt  investigation. 


RADIUM  and  RADIUM  D+E 

(Including  Radium  Applicators) 

FOR  ALL  MEDICAL  PURPOSES 
Est.  1919 

Quincy  X-Ray  and  Radium  Laboratories 
(Owned  and  Directed  by  a Physician-Radiologist) 
Harold  Swanberg,  B.  S.,  M.  D.,  Director 
W.  C.  U.  Bldg.  Quincy,  Illinois 
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RECENT  PUBLICATIONS 
Civil  Defense 

OUR  attention  is  invited  to  the  following 
pertinent  items  in  connection  with  civil  defense: 

(a)  “Atomic  Tests  in  Nevada,”  U.  S.  Atomic 
Energy  Commission,  1957. 

(b)  “Defense  Against  Radioactive  Fallout  on 
the  Farm,”  U.  S.  Department  of  Agriculture, 
1957. 

(c)  “Emergency  Medical,  Hospital,  and 
Nursing  Care,”  by  Harold  C.  Lueth,  M.D.,  The 
Annals  of  the  American  Academy  of  Political 
and  Social  Science,  Vol.  309,  January,  1957. 

(d)  “Siu'vival  in  Public  Shelters,”  (A  p>aper 
based  on  a technical  study  of  hypothetical  nu- 
clear attack  on  the  metropolitan  area  of  St. 
Louis.)  Federal  Civil  Defense  Administration, 
1957. 

(e)  “Nursing  During  Disaster  — A Guide  for 
Instructors,”  Second  Edition,  National  League 
for  Nursing,  1957. 

(f)  “Civil  Defense  and  Vocational  Educa- 
tion,” American  Vocational  Association,  Inc., 
1010  Vermont  Ave.,  N.W.,  Washington  5,  D.  C. 


AMERICAN  CANCER  SOCIETY 

T 

1 HE  AMERICAN  Cancer  Society  announced 
the  appointment,  effective  November  1,  1957,  of 
Dr.  Harold  S.  Diehl,  Dean  of  the  College  of 
Medical  Sciences,  University  of  Minnesota,  as 
Senior  Vice  President  for  Research  and  Medical 
Affairs  and  Deputy  Executive  Vice  President. 

The  appointment  was  viewed  as  an  important 
contribution  to  a “speeded  up”  offensive  against 
cancer,  according  to  Dr.  David  A.  Wood,  ACS 
President. 


AMA  URGES  ALL  PHYSICIANS  TO 
JOIN  U.S.  COMMITTEE 

HE  House  of  Delegates  of  the  American 
Medical  Association,  on  June  5,  unanimously 
adopted  a resolution  urging  all  members  of 
the  AMA  to  become  members  of  the  U.  S. 
Committee  of  WMA  and  asking  each  state 
society  to  give  special  aid  to  the  U.  S.  com- 
mittee chairman  in  its  state.  Every  doctor 
should  be  indoctrinated  that  his  basic  member- 
ship in  organized  medicine  is  not  complete  un- 
til he  belongs  to  the  United  States  Committee 
of  The  World  Medical  Association  — as  well  as 
to  his  county,  state  and  national  medical  so- 
cieties. 


Phenaphen  Plus  is  the  physician-requested  each  coated  tablet  contains:  Phenaphen 


combination  of  Phenaphen,  plus  an  anti- 
histaminic  and  a nasal  decongestant. 


Available  on 


prescription  only. 


Phenacetin  (3  gr.) 194.0  mg. 

Acetylsalicylic  Acid  (2V^  gr.)  . 162.0  mg, 
Phenobarbital  {Va  gr.)  ....  16.2  mg. 

Hyoscyamine  Sulfate  ....  0.031  mg. 

plus 

Prophenpyridamine  Maleate  . . 12.5  mg. 

Phenylephrine  Hydrochloride  . 10.0  mg. 
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SUPPORT  CIVIL  DEFENSE 
IT  MAY  SAVE  YOUR  FAMILY 

By  Willa  R.  Kennedy*’ 


INTRODUCTION 

In  regard  to  Civil  Defense,  the  people  of 
this  country  can  be  categoried  in  the  following 
manner; 

1.  Optomist.  He  says,  “All  is  for  the  best.  They 
won’t  let  it  happen  here.” 

2.  Religious  fanatic.  He  says,  “Let  God’s  will 
be  done.” 

3.  Fatalist.  He  says,  “It  won’t  harm  me  until 
my  number  is  up.” 

4.  Neurotic.  He  goes  out  and  commits  suicide 
to  keep  from  being  killed. 

5.  Sensible  ones.  They  try  to  learn  all  about 
the  problem  so  that  they  may  help  others  as 
well  as  themselves. 

6.  Others.  They  say,  “It  is  too  awful  to  con- 
template so  I just  won’t  think  about  it.” 

All  of  us  fit  into  one  of  these  categories.  All 
of  us  are  afraid  of  dying,  at  least  99  per  cent 
of  the  people  are  and  the  other  one  is  a liar. 

In  the  field  of  mass  casualties  caused  by 
atomic  or  thermonuclear  attack,  there  are  no 
e.xperts  and  it  must  be  borne  clearly  in  mind 
that  all  who  speak  or  write  on  this  subject  base 
their  comments  and  judgments  on  analogy  with 
civilian  disasters  or  combat  surgery.  In  this  new 
field,  none  of  us  can  speak  from  experience,  and 
it  is  too  easy  for  false  leaders  to  arise  and  be- 
cloud the  issue.  In  a subject  as  complicated  and 
serious  as  that  dealing  with  mass  casualties  it 
is  especially  necessary  to  define  our  terms,  speak 
accurately,  avoid  emotionalism,  calm  the  evan- 
gelists, reassure  the  defeatists,  silence  the  crack- 
pots, stir  up  interest  in  the  lethargic  and  do 
all  in  our  power  to  arrive  at  a proper  estimate 
of  the  probable  situation  and  make  adequate, 
flexible  plans  on  such  a basis.  ( 1 ) 

As  you  know,  there  are  two  kinds  of  bombs, 
the  atomic  bomb  that  is  measured  in  thousands 
of  tons  of  TNT,  and  the  hydrogen  bomb  that 
is  measured  in  millions  of  tons  of  TNT.  It  is 

^Chairman,  Woman’s  Auxiliary  Civil  Defense  Comm. 


now  possible  to  launch  them  by  intercontinental 
missle  and  pinpoint  them  on  any  target  area 
in  the  world. 

It  was  clearly  demonstrated  in  World  War 
II  that  to  defeat  an  enemy  you  had  to  destroy 
his  facilities  for  waging  war.  Our  air  force 
generals  admit  that  seven  out  of  every  10 
enemy  planes  coidd  easily  penetrate  our  de- 
fenses and  drop  bombs  on  any  target  areas 
they  desire.  Needless  to  say,  these  will  not 
necessarily  be  military  ones.  These  targets  will 
be  hit  simultaneously  and  they  estimate,  as  the 
result  of  one  attack,  we  will  have  between  30  to 
50  million  casualties. 

BOMB  PHENOMENA(2) 

First  you  have  the  blast  effects  and  the 
shock  wave.  The  shock  wave  travels  with  a 
speed  greater  than  sound.  The  energy  in  the 
shock  wave  decreases  as  the  distance  away 
from  the  bursting  point  increases.  When  the 
wave  is  reflected  from  any  source,  such  as  going 
up  mountains  and  in  v^alleys,  the  intensity  is 
increased,  but  going  down  the  other  side  of 
the  mountain,  it  decreases. 

Next  is  the  heat.  A wide  spectrum  of  electro- 
magnetic radiation  is  emitted  upon  detonation. 
The  heat  at  the  center  of  the  bomb  is  over  a 
million  degrees  Fahrenheit.  Observers  feel  the 
heat  the  instant  they  see  the  fire  ball. 

The  nuclear  radiation  consists  of  the  prompt 
and  the  residual.  At  the  instant  of  detonation, 
prompt  radiation  effects  are  emitted  all  with 
characteristic  half  lives.  Residual  radiation  is 
the  result  of  many  fissions  at  the  time  of  the 
explosion.  These  react  with  other  particles  and 
continue  to  emit  radioactive  material.  The  entire 
mixture  follows  a decay  pattern  inversely  pro- 
portional to  time.  For  each  seven-fold  increase 
in  time,  there  is  a 10-fold  decrease  in  radiation. 
For  example,  at  detonation  and  a short  time 
afterward,  the  amount  of  radiation  might  be 
1000  r per  hour.  It  is  estimated  that  350  r 
to  400  r are  a lethal  dose  for  human  beings. 


MAJOR  ADVANCE  IN  FEMALE  HORMONE  THERAPY 

for  certain  disorders  of  menstruation  and  pregnancy 


With  NORLUTIN  you  can  now  prescribe  truly  eflFective  oral  progestational  therapy.  Small  oral  doses 
of  this  new  and  distinctive  progestogen  produce  the  biologic  effects  of  injected  progesterone. 


(norethindrone,  Parke-Davis) 


oral  progestogen 

with 

unexcelled  potency 

and 

unsurpassed  efficacy 


Proo;estational  Effect  on  Endometrium 


▲ A 

Presecretory  to  secretory  endometrium  The  x-ray  diflFracaon  pattern  of  NORLXmN  distinguishes 

after  5 days’  treatment  with  NORLUTIN.  its  crystal  structure  from  that  of  other  progestogens. 


INDICATIONS  FOB  NORLUTIN:  Conditions  involving  a deficiency  in  progestogen, 
such  as  primary  and  secondary  amenorrhea,  menstrual  irregularity,  functional  uterine 
bleeding,  infertihty,  habitual  abortion,  threatened  abortion,  premenstrual  tension,  dys- 
menorrhea. 


packaging : 5-mg.  scored  tablets  (C.T.  No.  882),  bottles  of  30. 


HPA^tKE,  DAVIS  8l  COMPANY 
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Due  to  the  short  half  life  of  some  of  the  fission 
products,  their  radiation  rate  drops  rapidly.  If 
you  were  in  a well  constructed  shelter,  you 
would  receive  only  1/10  of  the  amount  of  radia- 
tion on  the  outside  and  you  could  safely  walk 
out  after  two  weeks  or  a month,  depending  on 
the  size  of  the  bomb,  type  of  burst  and  climatic 
conditions. 

Our  hydrogen  bomb  that  was  dropped  on  the 
Bikini  Atoll  was  a 25  megaton  bomb.  It 
was  dropped  from  an  altitude  of  three  miles 
and  was  a surface  burst.  The  crater  it  created 
was  large  enough  to  put  five  Pentagon  buildings 
into.  The  entire  atoll  disappeared.  The  fallout 
fell  on  64  American  soldiers  on  an  adjacent  atoll 
and  200  Marshellese  on  three  other  atolls.  This 
was  due  to  a shift  in  the  wind.  They  did  not 
receive  a lethal  dose  but  enough  to  give  them 
severe  radiation  burns.  All  residents  on  these 
atolls  had  to  be  evacuated.  They  received  from 
75  r to  200  r. 

Nuclear  radiation  fallout  can  mean  anything 
out  to  a few  miles  to  several  hundred  or  even 
thousands.  It  depends  on  the  size  of  the  bomb 
and  the  wind  direction  and  velocity.  To  settle 
out  it  may  take  from  48,  to  72  hours,  months  or 
even  years. 

Radiation  is  always  destructive!  It  cannot 
be  detected  by  any  of  the  five  senses.  You  can’t 
see,  hear,  smell,  feel  or  touch  it.  It  can  only 
be  detected  by  some  instrument  for  measuring 
its  intensity  or  presence.  Treatment  of  radia- 
tion casualties  will  not  be  based  on  instrument 
readings,  but  only  when  their  symptoms  appear. 

Thermal  radiation  is  unidirectional  in  charac- 
ter. It  can  be  roughly  compared  to  the  sun  only 
far  more  intense.  Following  detonation,  injury 
is  sustained  in  that  few  seconds  0.3  to  3.  Flash 
bums  appear  only  on  the  surface  of  the  skin 
exposed  to  the  radiation  source.  Anything  that 
will  cast  a shadow  will  protect  from  flash  burns. 
Persons  near  ground  zero  will  be  vaporized  or 
charred  as  was  the  lot  of  many  in  the  Japanese 
cities. 

To  give  you  an  idea  of  the  intensity  of  atomic 
bombs,  here  is  what  happened  in  the  two  Japa- 
nese cities.  The  combined  populations  of  Naga- 
saki and  Hiroshima  were  500,000.  Using  two 
“normal  A bombs,”  or  the  equivalent  of  40,000 
tons  of  TNT,  it  not  only  ended  the  war,  but  it 
caused  219,000  casualties.  Of  the  injured,  112,000 


died.  90  per  cent  of  all  doctors  in  Hiroshima 
were  casualties.  75  per  cent  of  the  students  at 
the  Nagasaki  Medical  College  were  killed.  Out 
of  the  45  hospitals,  only  three  were  tenable. 
No  survivors  were  found  out  of  a military 
installation  of  20,000  men;  138,000  people  needed 
immediate  medical  attention;  15,000  were  listed 
as  missing,  probably  vaporized  or  cremated. 

This  was  an  unwarned,  untrained  population 
for  an  atomic  attack.  We  have  an  untrained 
population  and  who  can  say  we  will  have  warn- 
ing? 

With  respect  to  major  disasters,  the  people 
of  our  nation  are  oriented  outwardly.  We  tend 
to  look  to  outsiders  for  rescue  and  aid.  We  must 
change  this  to  an  inward  orientation.  We  can- 
not expect  help  from  the  outside  for  they 
will  have  their  own  problems.  There  is  no 
assurance  that  we  are  going  to  have  communica- 
tions or  transportation  facilities.  You  will  have 
to  carry  on  in  your  own  area  as  if  no  outside 
help  is  forthcoming.  It  will  be  up  to  each  in- 
dividual to  prepare  for  his  own  safety,  and 
the  members  of  their  families.  This  means  that 
every  man,  woman  and  child  will  have  to  be 
trained  and  know  what  to  do  for  their  own 
protection,  and  in  essence,  be  their  own  doctor. 
No  medical  help  will  be  available  for  at  least 
72  hours. 

SURVIVAL  AID 

Survival  aid  is  mandatory  for  everyone  under 
the  compelling  requirements  of  effective  man- 
power in  nuclear  warfare  which  imposes  a state 
of  about  war  and  about  manpower  mobilization. 
This  consists  of  five  things: 

1.  Know  how  to  apply  wound  dressings. 

2.  Arrest  bleeding. 

3.  How  to  handle  patients. 

4.  Different  types  of  artificial  respiration  and 
how  to  maintain  patent  airways. 

5.  Emergency  splinting. 

Treatment  of  radiation  casualties  will  be  pure- 
ly symptomatic.  No  specific  therapy  exists.  There 
may  be  other  injuries  in  addition  to  the  radiation 
ones  and  these  would  be  treated  the  same  way 
as  any  other  casualty.  There  is  no  accurate 
method  so  that  the  doctor  will  have  to  judge 
his  treatment  according  to  symptoms. (3)  The 
only  protection  from  radiation  is  by  shielding. 
A good  underground  shelter  with  18  inches  of 
cement  and  3 feet  of  dirt  on  top  is  adequate 
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protection  from  radiation  and  barring  a direct 
lit,  it  will  also  protect  from  the  heat,  blast  and 
ihock  wave. 

If  you  hve  in  the  metropohtan  area  where  the 
Host  hkely  target  area  would  be,  if  you  have 
iny  warning,  you  should  plan  to  get  out.  You 
nay  not  be  warned.  You  must  have  an  alternate 
plan.  A shelter  you  can  get  into  in  three  minutes, 
rhis  should  be  stocked  with  food,  water,  sani- 
:ary  and  medical  supphes  to  last  for  two  weeks 
ir  a month.  You  should  have  a radio  to  keep 
in  contact  with  rescue  parties.  Due  to  the  lack 
if  public  training,  if  we  do  get  a warning,  there 
is  going  to  be  panic.  The  streets  and  roads  are 
?oing  to  be  blocked  with  old  cars  and  pedes- 
lians.  Accidents  will  occur,  cars  will  run  out  of 
jas  and  the  roads  will  become  death  traps.  You 
nay  be  going  directly  to  the  area  where  the 
:allout  is  intense.  There  is  no  accurate  method 
io  determine  the  fallout  pattern. 

Waste  disposal  will  be  an  enormous  problem, 
[f  we  pile  human  waste  and  people  close  to- 
gether we  increase  tremendously  our  problems 
in  disease  control.  Be  wise  and  immunize!  The 
problem  of  immunization  is  a great  one.  Due 
to  lack  of  refrigeration  facilities,  vaccines  will 


not  be  available.  There  should  be  a national  law 
requiring  everyone  to  maintain  their  immuniza- 
tions. 

SUMMARY 

These  are  only  a few  of  the  problems  of 
thermonuclear  warfare.  Unfortunately,  there  is 
no  current  mechanism  whereby  any  individual 
or  group  can  exert  any  pressure  to  get  Civil 
Defense  rolling.  If  a city  doesn’t  have  the  urge 
to  prepare,  it  simply  ignores  the  problem.  If 
anything  is  to  be  our  undoing,  it  will  be  the 
disinclination  to  appoint  responsible  leaders  and 
follow  their  directions.  We  must  have  a pre- 
planned organization.  Such  an  organization  is 
familiar  to  the  mihtary,  but  is  revolting  to 
civilians  who  proudly  rebel  at  “regimentation” 
or  interferenee  with  their  “freedom  of  action.” 
Without  organization  they  will  be  free  to  die 
and  that  is  about  all. (3) 

If  we  preplan  for  the  optimum,  perhaps  the 
minimum  may  be  attained. 
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and  irritabie  colon 


PATHIBAMATE 

Meprobamate  with  PATHILON®  Lederle 


Combines  Meprobamate  {400  most  widely  prescribed  tranquilizer. . .helps  control  the 

^emotional  overlay”  of  soastic  and  irritable  colon — without  fear  of  barbiturate  loginess,  hangover  or 
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FOR  PERSISTENT  INFEGTIONS 

CHLOROMYCETIN 

COMBATS  MOST  CLINICALLY  IMPORTANT  PATHOGENS 


Acquired  resistance  seldom  imposes  restrictions  on 
antimicrobial  therapy  when  CHLOROMYCETIN  (chlor- 
amphenicol, Parke-Davis)  is  selected  to  combat  gram- 
negative pathogens  involving  enteric  and  adjacent 
structures  of  the  urinary  tract.  The  acknowledged  effec- 
tiveness with  which  CHLOROMYCETIN  suppresses  highly 
invasive  staphylococci^'^  extends  to  persistently  patho- 
genic coliforms.®’^*^'^^  Experience  with  mixed  groups  of 
Proteus  species,  for  example,  . . shows  chloramphenicol 
to  be  the  drug  of  choice  against  these  bacilli . . 

CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because 
certain  blood  dyscrasias  have  been  associated  with  its  administra- 
tion, it  should  not  be  used  indiscriminately  or  for  minor  infections. 
Furthennore,  as  with  certain  other  drugs,  adequate  blood  studies 
should  be  made  when  the  patient  requires  prolonged  or  intermit- 
tent therapy. 
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113  West  Second  Street,  Casa  Grande,  Arizona 
COUNCILOR  AT  LARGE 

A.  I.  Podolsky,  M.D Past  President 

1601  Fifth  Avenue,  Yuma,  Arizona 
STANDING  BOARDS  - 1957-58 
PROFESSIONAL  BOARD:  Robert  H.  Cummings,  M.D.,  Chair- 
man (Phoenix);  Edward  H.  Bregman,  M.D.  (Phoenix);  Orin 
J.  Farness,  M.D.  (Tucson);  T.  Richard  Gregory,  M.D. 
(Phoenix);  Ronald  S.  Haines,  M.D.  (Phoenix);  Joseph  M. 
Kinkade,  M.D.  (Tucson);  Daniel  W.  Kittredge,  Jr.,  M.D. 
(Flagstaff);  Charles  S.  Powell,  M.D.  (Yuma);  Norman  A. 
Ross,  M.D.  (Phoenix);  Stuart  Sanger,  M.D.  (Tucson);  Milton 

C.  F.  Semoff,  M.D.  (Tucson);  John  M.  Vivian,  M.D.  (Phoe- 
nix); Lowell  C.  Wormley,  M.D.  (PhoenLx). 

PUBLIC  RELATIONS  BOARD:  Donald  A.  Poison,  M.D.,  Chair- 
man (Phoenix);  Harry  S.  Beckwith,  M.D.  (Winslow);  Paul 
H.  Case,  M.D.  (Phoenix);  W.  Scott  Chisholm,  M.D.  (Eloy); 
Max  Costin,  M.D.  (Tucson);  Donald  F.  DeMarse,  M.D. 
(Holbrook);  Paul  B.  Jarrett,  M.D.  (Phoenix);  Leo  J.  Kent, 
M.D.  (Tucson);  Herbert  C.  Kling,  M.D.  (Yuma). 

STANDING  COMMITTEES  - 1957-58 
GRIEVANCE  COMMITTEE:  A.  I.  Podolsky,  M.D.,  Chairman 
(Yuma);  Walter  Brazie,  M.D.  (Kingman);  W.  Albert  Brewer, 
M.D.  (Phoenix);  Howard  D.  Cogswell,  M.D.  (Tucson);  Robert 
E.  Hastings,  M.D.  (Tucson);  Oscar  W.  Thoeny,  M.D.  (Phoe- 
nix); Otto  E.  Utzinger,  M.D.  (Scottsdale). 

HISTORY  AND  OBITUARIES  COMMITTEE:  Howell  S.  Ran- 
dolph, M.D.,  Historian  (Phoenix);  Nelson  C.  Bledsoe,  M.D. 
(Tucson);  Robert  S.  Flinn,  M.D.  (Phoenix);  Darwin  W. 
Neubauer,  M.D.  (Tucson);  Leslie  B.  Smith,  M.D.  (PhoenLx). 
INDUSTRIAL  RELATIONS  COMMITTEE:  Lindsay  E.  Beaton, 
M.D.,  Chairman  (Tucson);  Philip  G.  Derickson,  M.D.  (Tuc- 
son); Francis  M.  Findlay,  M.D.  (San  Manuel);  Joseph  Saba, 
M.D.  (Bisbee);  Leo  L.  Tuveson,  M.D.  (Phoenix). 
LEGISLATION  COMMITTEE:  Millard  Jeffrey,  M.D.,  Chairman 
(Phoenix);  Jesse  D.  Hamer,  M.D.,  Chairman  Emeritus  (Phoe- 
nix); Nicolo  V.  Alessi,  M.D.  (Douglas);  Floyd  B.  Bralliar, 
M.D.  (Wickenburg);  Walter  Brazie,  M.D.  (Kingman); 
M.  Bruce  Crow,  M.D.  (Mesa);  John  A.  Eisenbeiss,  M.D. 
(Phoenix);  Orin  J.  Famess,  M.D.  (Tucson);  Carl  H.  Gans, 
M.D.  (Morenci);  John  C.  Godbey,  Jr.,  M.D.  (Morenci); 
Juan  S.  Gonzalez,  M.D.  (Nogales);  William  N.  Henry,  M.D. 
(Grand  Canyon);  Robert  V.  Horan,  M.D.  (Miami);  Chalmers 

D.  Johnson,  M.D.  (Coolidge);  William  H.  Marlow,  M.D. 
(Prescott);  W.  Shaw  McDaniel,  M.D.  (Phoenix);  Giles  G. 
Merkel,  M.D.  (McNary);  Donald  E.  Nelson,  M.D.  (Safford); 
Warren  J.  Nelson.  M.D.  (Safford);  Wallace  A.  Reed,  M.D. 
(Phoenix);  Reed  D.  Shupe,  M.D.  (Phoenix);  A.  C.  Steven- 
son, M.D.  (Phoenix);  Lavern  D.  Sprague,  M.  D.  (Tucson); 
John  F.  Stanley,  M.D.  (Yuma);  Myron  G.  Wright,  M.D. 
(Winslow). 

MEDICAL  DEFENSE  COMMITTEE:  Ernest  A.  Bom,  M.D., 
Chairman  (Prescott);  Preston  T.  Brown,  M.D.  (Phoenix); 
Harold  W.  Kohl,  M.D.  (Tucson). 

MEDICAL  ECONOMICS  COMMITTEE:  Stuart  Sanger,  M.D., 
Chairman  (Tucson);  Frank  W.  Edel,  M.D.  (Phoenix);  Paul 

B.  Jarrett,  M.D.  (Phoenix). 


PUBLISHING  COMMITTEE:  Darwin  W.  Neubauer,  M.D.,  Chair- 
man (Tucson);  R.  Lee  Foster,  M.D,  (Phoenix);  Frederick  W. 
Knight,  M.D.  (Safford);  Donald  E.  Nelson,  M.D.  (Safford). 
SCIENTIFIC  ASSEMBLY  COMMITTEE:  W.  R.  Manning,  M.D., 
Chairman  (Tucson);  Joseph  Bank,  M.D.  (Phoenix);  David 

E.  Engle,  M.D.  (Tucson);  Francis  M.  Findlay,  M.D.  (San 
Manuel);  Charles  H.  Karr,  M.D.  (Safford);  Donald  E.  Nel- 
son, M.D.  (Safford);  Darwin  W.  Neubauer,  M.D.  (Tucson); 
E.  Henry  Running,  M.D.  (Phoenix);  Robert  A.  Stratton, 
M.D.  (Yuma);  Ashton  B.  Taylor,  M.D.  (Phoenix). 

SPECIAL  COMMITTEES  - 1957-58 
AIR  POLLUTION  COMMITTEE:  George  G.  McKhann,  M.D., 
Chairman  (Phoenix). 

ARIZONA  AMEF  COMMITTEE:  Harold  W.  Kohl,  M.D.,  Chair- 
man (Tucson);  James  J.  Berens,  M.D.  (Phoenix);  Hayes  W. 
Caldwell,  M.D.  (Phoenix);  Arthur  V.  Dudley,  Jr.,  M.D, 
(Tucson);  Clarence  H.  Kuhlman,  M.D,  (Tucson);  William 

A.  Phillips,  M.D.  (Yuma). 

BENEVOLENT  AND  LOAN  FUND  COMMITTEE:  Ernest  A. 
Born,  M.D.,  Chairman  (Prescott);  Preston  T.  Brown,  M.D. 
(Phoenix);  Donald  K.  Buffmire,  M.D.  (Phoenix);  Leslie  B. 
Smith,  M.D.  (Phoenix);  Clarence  E.  Yount,  Jr.,  M.D. 
(Prescott). 

BLOOD  BANK  COMMITTEE:  Ralph  H.  Fuller,  M.D.,  Chairman 
(Tucson);  D.  W.  Melick,  M.D.  (Phoenix);  Paul  J.  Slosser, 
M.D.  (Yuma). 

CENTRAL  OFFICE  ADVISORY  COMMITTEE:  C.  E.  Yount, 
Jr.,  M.D.,  Chairman  (Prescott);  Jesse  D.  Hamer,  M.D. 
(Phoenix);  James  T.  O’Neil,  M.D.  (Casa  Grande);  Leslie 

B.  Smith,  M.D.  (Phoenix);  William  B.  Steen,  M.D.  (Tucson). 
CIVIL  DEFENSE  COMMITTEE:  Ruland  W.  Hussong,  M.D., 

Chairman  (Phoenix);  Ernest  A.  Born,  M.D.  (Prescott);  Ben 
P.  Frissell,  M.D.  (Phoenix);  John  W.  Kennedy,  M.D.  (Phoe- 
nix); Donald  E.  Nelson,  M.D.  (Safford);  William  A.  Phillips, 
M.D.  (Yuma);  Roy  O.  Young,  M.D.  (Flagstaff). 
CONSTITUTION  AND  BY-LAWS  COMMITTEE:  Paul  B.  Jarrett, 
Chairman  (Phoenix);  Lindsay  E.  Beaton,  M.D.  (Tucson); 
Miguel  A.  Carreras,  M.D.  (Tucson);  Carl  A.  Holmes,  M.D. 
(Phoenix);  Leslie  B.  Smith,  M.D.  (Phoenix). 

DOCTORS  RETIREMENT  AND  INVESTMENT  COMMITTEE: 
Oscar  W.  Thoeny,  M.D.,  Chairman  (Phoenix);  G.  Robert 
Barfoot,  M.D.  (Phoenix). 

INSURANCE  INVESTIGATING  COMMITTEE:  D.  W.  Melick, 
M.D.,  Chairman  (Phoenix);  David  E.  Engle,  M.D.  (Tucson); 
Arthur  V.  Dudley,  M.D.  (Tucson);  Howard  C.  Lawrence, 
M.D.  (Phoenix);  Paul  L.  Singer,  M.D.  (Phoenix);  Noel  G. 
Smith,  M.D.  (Phoenix);  William  B.  Ste»n,  M.D.  (Tucson). 
LEGAL  SERVICES  COMMITTEE:  Oscar  W.  Thoeny,  M.D., 
Chairman  (Phoenix);  D.  W.  Melick,  M.D.  (Phoenix);  Marriner 
W.  Merrill,  M.D.  (Phoenix);  Morris  E.  Stern,  M.D.  (Phoe- 
nix); C.  E.  Yount,  Jr.,  M.D.  (Prescott). 

MEDICAL  SCHOOL  COMMITTEE:  D.  W.  Melick,  M.D., 

Chairman  (Phoenix):  Thomas  H.  Bate,  M.D.  (Phoenix);  Ian 
M.  Chesser,  M.D.  (Tucson);  Don  E.  Matthiesen,  M.D. 
(Phoenix);  Darwin  W.  Neubauer,  M.D.  (Tucson). 
MEDICARE  ADJUDICATION  COMMITTEE:  Frank  W.  Edel, 
M.D.,  Chairman  (Phoenix);  Joseph  Bank,  M.D.  (Phoenix); 
James  D.  Barger,  M.D.  (Phoenix);  Lindsay  E.  Beaton,  M.D. 
(Tucson);  W.  Albert  Brewer,  M.D.  (Phoenix);  Robert  E. 

Hastings,  M.D.  (Tucson);  Paul  B.  Jarrett,  M.D.  (Phoenix); 

C.  C.  Piepergerdes,  M.D.  (Phoenix);  Robert  A.  Price,  M.D. 
(Phoenix);  E.  Henry  Running,  M.D.  (Phoenix);  Stuart  San- 
ger, M.D.  (Tucson);  Morris  E.  Stern,  M.D.  (Phoenix);  Laddie 

L.  Stolfa,  M.D.  (Phoenix);  Ashton  B.  Taylor,  M.D.  (Phoenix); 
Charles  E.  Van  Epps,  M.D.  (Phoenix). 

MEDICARE  COMMITTEE:  Frank  W.  Edel,  M.D.,  Chairman 
(Phoenix);  G.  Robert  Barfoot,  M.D.  (Phoenix);  Ernest  A. 

Bom,  M.D.  (Prescott);  Walter  T.  Hileman,  M.D.  (Tucson); 
Paul  B.  Jarrett,  M.D.  (Phoenix):  ADVISORY  TO  MEDICARE 
— Walter  D.  Bigford,  M.D.  (Kingman);  William  E.  Bishop, 

M. D.  (Globe);  Edward  H.  Bregman,  M.D.  (Phoenix);  Ellis 

V.  Browning,  M.D.  (Springerville);  W.  Scott  Chisholm, 

M.D.  (Eloy);  Charles  B.  Daniell,  M.D.  (Morenci);  Orin  J. 
Farness,  M.D.  (Tucson);  C.  Herbert  Fredell,  M.D.  (Flagstaff); 
T.  Richard  Gregory,  M.D.  (Phoenix);  Ronald  S.  Haines, 
M.D.,  (Phoenix);  Delmar  J.  Heim,  M.D.  (Tucson);  Robert 
S.  Keller,  M.D.  (Safford);  Joseph  M.  Kinkade,  M.D.  (Tuc- 
son); Daniel  W.  Kittredge,  Jr.,  M.D.  (Flagstaff);  Leo  L. 
Lewis,  M.D.  (Winslow);  Charles  S.  Powell,  M.  D.  (Yuma); 
George  D.  Reay,  M.D.  (Douglas);  Kenneth  Reichardt,  M.D. 
(Yuma);  Nonnan  A.  Ross,  M.D.  (Phoenix);  Stuart  Sanger, 
M.D.  (Tucson);  Milton  C.  F.  Semoff,  M.D.  (Tucson);  Charles 
S.  Smith,  M.D.  (Nogales);  Lorel  A.  Stapley,  M.D.  (Phoenix); 
John  M.  Vivian,  M.D.  (Phoenix);  Lowell  C.  Wormley,  M.D. 
(Phoenix);  C.  E.  Yount,  Jr.,  M.D.  (Prescott). 

MEDICOLEGAL  COMMITTEE:  Jesse  D.  Hamer,  M.D.,  Chair- 
man (Phoenix);  Otto  L.  Bendheim,  M.D.  (Phoenix);  Inn 
M.  Chesser,  M.D.  (Tucson);  John  R.  Green,  M.D.  (Phoenix); 
Walter  T.  Hileman,  M.D.  (Tucson);  Robert  A.  McCulley, 
M.D.  (Phoenix). 

NURSING  SERVICES,  JOINT  COMMITTEE  ON  IMPROVE- 
MENT OF.  Lucille  M.  Dagres,  M.D.,  Chairman  (Phoenix); 
Francis  J.  Bean,  M.D.  (Tucson);  Bertram  L.  Snyder,  M.D. 
(Phoenix). 

OSTEOPATHY  LIASION  COMMITTEE:  Reed  D.  Shupe,  M.D., 
Chairman  (Phoenix);  Sebastian  R.  Caniglia,  M.D.  (Phoenix); 
David  E.  Engle,  M.D.  (Tucson);  Millard  Jeffrey,  M.D. 
(Phoenix);  A.  I.  Podolsky,  M.D.  (Yuma). 
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POISONING  CONTROL,  AD  HOC  COMMITTEE  ON;  Virginia 
M.  Cobb,  M.D.,  Chairman  (Tucson);  Paul  B.  Jarrett,  M.D. 
(Phoenix);  Maurice  Rosenthal,  M.D.  (Phoenix);  Martin  S. 
Withers,  M.D.  (Tucson). 

PROFESSIONAL  LIABILITY  INSURANCE  INVESTIGATING 
COMMITTEE;  Howard  C.  Lawrence,  M.D.,  Chairman 
(Phoenix);  Ernest  A.  Bom,  M.D.  (Prescott);  Jesse  D.  Hamer, 
M.D.  (Phoenix);  Paul  B.  Jarrett,  M.D.  (Phoenix);  Stuart 
Sanger,  M.D.  (Tucson). 

PROFESSIONAL  LIASION  COMMITTEE;  William  B.  Steen, 

M. D.,  Chairman  (Tucson);  Raymond  J.  Jennett,  M.D.  (Phoe- 
nix); Harold  W.  Kohl,  M.D.  (Tucson). 

SAFETY  COMMITTEE;  MacDonald  Wood,  M.D.,  Chairman 
(Mesa);  Donald  F.  DeMarse,  M.D.  (Holbrook);  Paul  B. 
Jarrett,  M.D.  (Phoenix);  Henry  P.  Limbacher,  M.D.  (Tucson). 
SCHOOL  HEALTH,  CO-ORDINATING  COMMITTEE  ON;  Mar- 
cus W.  Westervelt,  M.D.,  Chairman  (Tempe);  Jack  H.  Dem- 
low,  M.D.  (Tucson);  Noel  G.  Smith,  M.D.  (Phoenix);  Robert 

N.  Stratton,  M.D.  (Yuma). 

VETERANS  MEDICAL  AFFAIRS  LIASION  COMMITTEE; 
Hilary  D.  Ketcherside,  M.D.,  Chairman  (Phoenix);  John  L. 
Cogland,  M.D.  (Phoenix);  John  A.  Eisenbeiss,  M.D.  (Phoe- 
nix); Robert  E.  Hastings,  M.D.  (Tucson);  Walter  T.  Hile- 
man,  M.D.  (Tucson);  Frederick  J.  Lesemann,  M.D.  (Tucson); 
C.  Selby  Mills,  M.D.  (Phoenix);  John  F.  Stanley,  M.D. 
(Yuma). 

ADVISORY  COMMITTEE  TO  THE  WOMAN’S  AUXILIARY; 
Charles  S.  Powell,  M.D.,  Chairman  (Yuma);  Melvin  A. 
Phillips,  M.D.  (Prescott);  Donald  A.  Poison,  M.D.  (Phoenix); 
Harry  E.  Thompson,  M.D.  (Tucson). 


Woman's  Auxiliary 

OFFICERS  OF  THE  AUXILIARY  TO  THE  ARIZONA 
MEDICAL  ASSOCIATION  - 1958-58 

President  Mrs.  Charles  S.  Powell 

698— 9th  Ave.,  Yuma 

President  Elect  Mrs.  Melvin  W.  Phillips 

928  Flora  Street,  Prescott 

1st  Vice  President  Mrs.  Hiram  D.  Cochran 

2716  East  4th  Street,  Tucson 

2nd  Vice  President  Mrs.  Robert  A.  Stratton 

1916— 6th  Ave.,  Yuma 

Treasurer Mrs.  Ian  M.  Chesser 

2909  E.  Alta  Vista,  Tucson 

Recording  Secretary Mrs.  Clare  W.  Johnson 

305  E.  Tuckey  Lane,  Phoenix 

Corresponding  Secretary  Mrs.  Ralph  T.  Irwin 

728— 6th  Ave.,  Yuma 

Director  (1  year)  Mrs.  Oscar  W.  Thoeny 

721  Encanto  Drive,  S.  E.,  Phoenix 

Director  (1  year)  Mrs.  John  F.  Stanley 

201— 1st  Ave.,  Yuma 

Director  (2  years)  Mrs.  William  E.  Bishop 

605  S.  Third  Street,  Globe 

STATE  COMMITTEE  CHAIRMEN  - 1957-58 

Chaplain  Mrs.  James  Moore 

305  W.  Granada,  Phoenix 

Bulletin  Mrs.  William  E.  Bishop 

605  South  Third  Street,  Globe 

Civil  Defense  Mrs.  John  Kennedy 

814  East  Palmaire,  Phoenix 

Finance  Mrs.  John  F.  Stanley 

201— 1st  Ave.,  Yuma 

Historian  Mrs.  Brick  Storts 

3228  East  Fifth  Street,  Tucson 

Legislation  Mrs.  Paul  Causey 

2200  N.  Alvarado  Road,  Phoenix 

Today’s  Health  Mrs.  William  A.  Phillips 

633— 8th  Ave.,  Yuma 

Mental  Health  Mrs.  John  Eisenbeiss 

3121  North  17th  Ave.,  Phoenix 

Nominating  Mrs.  Roy  Hewitt 

130  Camino  Miramonte,  Tucson 

Recmitment  Mrs.  Arthur  V.  Dudley 

Rt.  6 Box  876,  Tucson 

Parliamentarian  Mrs.  George  Enfield 

335  West  Cambridge  Ave.,  Phoenix 

Public  Relations  & Safety  Mrs.  Oscar  W.  Thoeny 

721  Encanto  Drive.,  S.  E.,  Phoenix 

Revisions  Mrs.  Jesse  Hamer 

1819  N.  11th  Ave.,  Phoenix 

Student  Nurse  Loan  Fund  Mrs.  Donald  Poison 

1817  Palmcroft  Dr.,  N.  W.,  Phoenix 

Medical  Education  Fund Mrs.  H.  A.  Hough 

225  Yavapai  Drive,  Prescott 

Newsletter  Mrs.  John  T.  Clymer 

7040  N.  7th  Ave.,  Phoenix 

Publicity  Mrs.  Juan  E.  Fonseca 

Rt.  4,  Box  290,  Tucson 

COUNTY  PRESIDENTS  AND  OFFICERS  1957-58 
COCONINO  COUNTY 

President  Mrs.  Jay  L.  Sitterley 

206  W.  Hunt,  Flagstaff 

Vice  President  Mrs.  Boy  Young 

Flagstaff 

Secretary  Mrs.  Herbert  Fredell 

Flagstaff 

Treasurer  Mrs.  Leo  Schnur 

Sedona 


GILA  COUNTY 

President  Mrs.  Albert  J.  Harris 

185  E.  Cedar  Street,  Globe 

Vice  President Mrs.  James  Hazel 

Box  928,  Hayden 

Secretary-Treasurer Mrs.  Robert  V.  Horan 

Box  1296,  Miami 
MARICOPA  COUNTY 

President  Mrs.  Lorel  A.  Stapley 

7029  N.  2nd  Drive,  Phoenix 

1st  Vice  President  Mrs.  Thomas  Rowley 

114  S.  Miller,  Mesa 

2nd  Vice  President  Mrs.  Robert  B.  Leonard 

3041  N.  Evergreen,  Phoenix 

Recording  Secretary  Mrs.  Seymour  Silverman 

334  East  Medlock,  Phoenix 

Treasurer  Mrs.  Laddie  L.  Stolfa 

204  East  Pomona  Road,  Phoenix 
PIMA  COUNTY 

President  Mrs.  John  K.  Bennett 

185  Sierra  Vista  Dr.,  Tucson 

President-Elect  Mrs.  Ian  M.  Chesser 

2909  E.  Alta  Vista  Dr.,  Tucson 

1st  Vice  President Mrs.  Wesley  S.  Fee 

215  Busch  Place,  Tucson 

2nd  Vice  President Mrs.  James  N.  Lane 

Rt.  5,  Box  723,  Tucson 

Recording  Secretary  Mrs.  G.  A.  Janssen 

2934  E.  Stratford  Dr.,  Tucson 

Corresponding  Secretary  Mrs.  J.  K.  Nattinger 

4750  N.  Camino  Luz,  Tucson 

Treasurer  Mrs.  Fred  H.  Landeen 

6911  E.  Soyaluna  PL,  Tucson 
YAVAPAI  COUNTY 

President  Mrs.  William  H.  Marlowe 

520  Highland  Ave.,  Prescott 

Vice  President  Mrs.  C.  F.  Blackler 

22  Mountain  Club,  Prescott 

Secretary  Mrs.  William  Holsey 

Vet.  Adm.  Center,  Prescott 

Treasurer  Mrs.  Joseph  P.  McNally 

208  Grove,  Prescott 
YUMA  COUNTY 

President Mrs.  Robert  M.  Matts 

1425— 7th  Ave.,  Yuma 

Vice  President Mrs.  James  Volpe 

1806— 6th  Ave.,  Yuma 

Treasurer  Mrs.  William  H.  Lyle 

1429— 10th  Ave.,  Yuma 

Secretary Mrs.  Carl  Bengs 

1317— 7th  Ave.,  Yuma 


...  a complete  line  of 

SURGICAL  SUPPORTS 


Fitted  exactly  as  you  pre- 
scribe. 

. . . for  your  patients'  every 
condition  — such  as  back 
strain,  obesity,  post-opera- 
tive, viceroptosis,  cardiac, 
emphysema,  etc. 

Hospital  and  home  calls 
made  at  your  direction. 

Expert  fitters,  private  fitting 


Grovers  Surgical  Supports 
Store 


3123  N.  CENTRAL  AVE. 


PHOENIX 

ARIZONA 


PHONE 
CR  4-5562 
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For  Speedy  Return  To  Normal  Nutrition 


in  the  congestive  phase 
of  cardiac  disease 

Meat  fits  well  into  the  moderate-protein,  restricted-sodium, 
acid-ash  diet  currently  recommended  for  many  patients  with 
congestive  cardiac  failure.  ^ 

The  protein  of  meat — in  the  proportionate  arrangement 
of  its  essential  amino  acids — closely  approaches  the  quanti- 
tative proportions  needed  to  promote  human  tissue  synthesis 
and  repair.  For  this  reason  lean  meat  proves  important  in 
maintaining  positive  nitrogen  balance  without  excessive  pro- 
tein intake. 

The  sodium  content  of  meat  prepared  without  added 
salt  is  relatively  low.  Per  100  grams,  beef  muscle  meat  shows 
approximately  50  mg.  of  sodium,  lamb  90  mg.,  pork  60  mg., 
and  veal  50  mg.^ 

The  acid  ash  of  meat  aids  in  the  promotion  of  diuresis. 

The  easy  digestibility  of  meat  is  a prime  requisite  of 
foods  specified  for  the  patient  with  congestive  cardiac  disease. 

In  addition  to  these  important  features,  meat  contrib- 
utes other  nutritional  factors  essential  in  any  convalescence 
— the  B vitamins  thiamine,  riboflavin,  niacin,  pantothenic 
acid.  Be,  and  Bio,  and  the  minerals  iron,  phosphorus,  potas- 
sium, and  magnesium. 

1.  Odell,  W.  M.:  Nutrition  in  Cardiovascular  Disease,  in  Wohl,  M.  C.,  and  Goodhart,  R.  S.: 
Modern  Nutrition  in  Health  and  Disease,  Philadelphia,  Lea  & Febiger,  1955,  p.  699. 

2.  Bills,  C.  E.;  McDonald,  F,  G.;  Niedermeier,  W.,  and  Schwartz,  M.  C.:  Sodium  and  Potassium 
in  Foods  and  \Vaters,  J.  Am.  Dietet.  A.  25:304  (Apr.)  1949. 


The  nutritional  statements  made  in  this  advertisement 
have  been  reviewed  "by  the  Council  on  Foods  and  Nutri- 
tion of  the  American  Medical  Association  and  found 
consistent  with  current  authoritative  medical  opinion. 
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LAS  FILOSOFIAS  CONTEMPORANEAS  SOBRE  EL 
TRATAMIENTO  DEL  TRAUMA  CRANEO-CEREBRAL 

By  Juan  E.  Fonseca,  M.D. 

Tucson,  Arizona 


on  el  advenimiento  del  automovil,  la  protec- 
cion  osea  del  cerebro  parece  ser  impotente  ante 
el  enorme  impacto  a que  se  somete  la  cabeza 
en  los  cheques,  vuelcos  y frenazos  que  ocurren 
con  creciente  frecuencia  de  acuerdo  con  la  cre- 
ciente  accesibilidad  de  este  vehiculo,  y,  en  es- 
pecial, con  el  aumento  inaudito  del  caballaje 
y velocidad  que  son  capaces  de  desarrollar  estos 
modernos  carros.  En  el  ano  de  1956  murieron 
40,000  personas  en  los  Estados  Unidos  como 
consecuencias  de  accidentes  automovilisticos,  y 
fueron  lesionadas  millon  y medio. 

Son  los  traumatismos  cerebrales  de  tipo  “cer- 
rado”  los  que  predominan  en  el  ejercicio  de  la 
neurocirugia  countemporanea,  las  heridas  “abier- 
tas”  o penetrantes  constituyendo  una  pequena 
minoria.  Es  el  desgarre  o contusion  de  la  masa 
encefalica,  con  su  correspondiente  hemorragia 
intracerebral,  subaracnoidea  y subdural,  y la 
llamada  conmocion  cerebral,  ambos  debidos  al 
movimiento  de  la  tal  masa  dentro  de  la  boveda 


craneana  cuya  rigidez  impide  el  desempeho  de 
las  leyes  fisicas  de  la  inercia,  los  que  constituyen 
kis  principales  entidades  anatomo-patologicas 
que  resultan  de  los  traumatismos  corrientes. 

Las  fracturas  del  craneo,  muy  conocidas  del 
elemento  laico  y por  los  abogados,  en  realidad 
no  tienen  la  importancia  clini-quirurgica  de  las 
lesiones  traumaticas  del  cerebro  propio. 

Para  epilogar  estos  comentario  de  prefacio, 
permitaseme  anotar  que  son  el  juicioso  manejo 
clinico  del  medico,  y el  asiduo  y diligente  cui- 
dado  de  la  enfermera  de  cabecera,  los  factores 
que  salvan  la  vida  con  mas  frecuencia  que  las 
operaciones  dramaticas  de  decompresion. 

Cataloguemos  someramente  los  traumatismos 
aque  nos  referimos:  En  primer  lugar  la  contusion 
cerebral  incluye  aquellas  lesiones  relativamente 
focales  representadas  por  cambios  anatomicos 
con  ligera  destruccion  histologica  y algun  der- 
rame  sanguineo,  y produciendo,  en  el  piano 
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cHnico,  leves  signos  neurologicos  de  caracter 
Focal,  110  necesariamente  acompanados  por  per- 
dida  de  conocimiento. 

En  segundo  termino  nos  referiremos  a la  con- 
inocion  cerebral,  o sea  la  perdida  temporal  del 
conocimiento,  despnes  de  un  trauma,  sin  alter- 
aciones  anatomicas  en  la  masa  encefalica;  consti- 
tnye,  pnes  este  fenomeno,  una  alteracion  fisiol- 
ogica  y fnncional  cnya  sede  y exacto  mecanismo 
se  desconocen. 

La  rasgadura  del  cerebro  ocurre  en  los  trau- 
mas mayores,  aim  cuando  no  hay  penetracion  de 
la  boveda  osea,  como  resultado  de  una  ruptura 
de  la  corteza  cerebral  que  ocurre  espontanea- 
mente  por  la  subita  aceleracion  y deceleracion 
inherentes  al  golpe,  o tambien  por  rebote  contra 
el  horde  del  ala  mayor  del  esfenoide.  La  ras- 
gadura va  generalmente  acompanada  de  hemorr- 
agia  intracerebral  e intermeningea. 

Las  hemorragias  traumaticas  son  generalmen- 
te consecneneia  de  una  contusion  o rasgadura, 
pero  a veces  ocurren  en  fonnas  mas  pura, 
limitandose  el  interior  de  la  masa  encefalica,  in- 
cliiyendo  el  tallo  cerebral;  o el  derrame  puede 
penetrar  el  sistema  ventricular,  con  pronostico 
gravisimo;  y,  por  fin,  puede  extravasarse  en  los 
pianos  intermeningeos,  como  el  subpial,  el  sub- 
aracnoideo  y el  subdural. 

La  acumulacion  sanguinea  subdural  merece 
un  nicho  especial  en  nuestra  categorizacion,  ya 
que  puede  tambien  resultar  de  un  trauma  rela- 
tivamente  leve,  en  que  se  efectiia  la  ruptura 
de  una  de  las  venas  que  cruzan  con  poco  sop- 
orte  entre  la  corteza  y el  seno  venoso  longitu- 
dinal superior,  en  cuya  situacion  se  lleva  a cabo 
un  proceso  de  encapsulamiento  del  coagulo  que 
gradualmente  se  desintegra  y hemoliza  en  un 
Hquido  hipertonico  hiperproteinico  que,  por  os- 
mosis, tiende  a aumentar  de  voliimen  mientras 
que  la  capsula  se  engruesa,  produciendo  asi,  a 
la  postre,  fenomenos  de  presion  cerebral  progre- 
sivos,  con  caracteristicas  focales,  que  exigen  eva- 
cuacion  quirurgica. 

El  higrorna  subdural  comprime  como  el  hema- 
toma, y es  una  creciente  acumulacion  de  liquido 


cefalo-raquideo  que  se  derrama  por  un  pequeno 
desgarre  de  la  aracnoide. 

Los  hematomas  epidurales,  mas  raros,  impli- 
can,  por  lo  general,  una  fractura  de  craneo  que 
interesa  uno  de  los  troncos  arteriales  de  la  cir- 
culacion  dural,  que,  una  vez  rotos,  disecan,  por 
la  presion  hemorragica,  la  dura  de  la  tabla  in- 
terna de  la  boveda  craneana  hasta  producir,  con 
suma  rapidez,  un  hematoma  compresor  del  cere- 
bro que  quede  producir  la  muerte  en  pocas 
boras. 

Las  fracturas  de  craneo  son,  por  lo  general, 
lineales  cuando  el  golpe  es  difuso.  Las  que  son 
deprimidas  son,  en  su  mayor  parte,  compuestas, 
y resultan  de  la  penetracion  o impacto  momen- 
taneo  de  un  cuerpo  comparativamente  agudo. 

El  edema  del  tejido  del  neuro-eje  inspira 
respeto  al  mas  optimista  de  los  estudiantes  del 
sistema  nervioso;  y es,  como  es  natural,  una 
secuela  del  traumatismo,  mas  bien  que  un  re- 
sultado directo  del  golpe. 

Las  heridas  penetrantes  del  cerebro  implican 
fractura  compuesta  del  craneo,  con  entrada 
transdural,  y son  producidas,  por  lo  general,  por 
proyectil,  metralla,  u objetos  agudos. 

En  cuanto  a las  manifestaciones  clinicas  de 
las  lesiones  arriba  mendionadas,  deben  subdivi- 
dirse  los  cuadros  en  operables  y no-operables. 

Son  operables,  por  lo  usual,  aquellos  trauma- 
tismos  “abiertos”  en  qne  haya  que  llevar  a cabo 
una  debridacidn  de  cuerpos  extrafios,  fragmentos 
oseos  o tejidos  necrotizados,  antes  de  suturar  los 
pianos  anatomicos  de  dura,  galea  y piel.  Tam- 
bien son  operables  aquellos  cuadros  en  que 
existen  senales  de  que  la  presion  intracranial 
aumenta  gradualmente  y las  funciones  vitales 
del  enfermo  deterioran. 

En  cuanto  a los  no-operables,  debe  percatarse 
a groso  modo,  el  facultative  en  su  primer  con- 
tacto  con  el  lesionado,  del  estado  de  las  funciones 
vitales.  Me  refiero,  naturalmente,  al  grade  en 
que  responde  el  enfermo  a los  estimulos  doloro- 
sos,  como  la  presion  sobre  el  nervio  supraorbi- 
tario,  los  pellizcos,  pinchazos,  etc.  Huelga  men- 
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cionar,  desde  luego,  que  todo  tipo  de  observacion 
atane  tambien  a los  casos  considerados  operables. 
Establecen,  pues,  estas  anotaciones  sobre  el  en- 
fermo,  una  base  de  eomparaeion  para  estimar 
cambios  posteriores  en  el  nivel  de  conciencia 
y profundidad  del  coma.  Debe  notarse  tambien 
si  el  enfermo,  al  responder  a estimulos  dolorosos, 
muestra  una  hemiplejia  o si,  por  el  contrario, 
mueve  igualmente  todas  las  extremidades. 

En  segundo  lugar,  debe  anotarse  la  presion 
arterial  y el  pulso.  En  caso  de  shock,  el  uso  de 
hipertensores  por  goteo  endovenoso,  como  el 
levofed,  puede  que  sea  necesario,  aunque  el 
colapso  vascular  periferico  es  rara  compicacion 
en  estos  casos. 

La  preservacion  de  la  integridad  de  las  vias 
aereas,  que  permita  la  oxigenacion  adecuada  del 
cerebro,  es  uno  de  los  cuidados  que  requieren 
mas  constante  atencion  y que  con  mayor  fre- 
cuencia  se  ignoran  o menoscaban.  El  medico  o 
enfermera  que  ignora  el  estridente  ronquido  o 
el  burbujeo  traqueal  o naso-faringeo  de  sangre 
0 secreciones  aspiradas,  o la  taquipnea  y la 
cianosis  del  comatoso  que  se  asfixia  por  obstruc- 
cion  mecanica  de  las  vias  respiratorias,  no  merece 
ni  mi  respeto  ni  la  gratitud  del  lesionado.  Debe 
haber,  a mano,  una  bomba  de  succion  utilizando 
un  simple  cateter  de  hule  con  la  apertura  en  el 
extreme.  Una  broncoscopia  de  aspiracion  pudi- 
era  ser  necesaria.  A veces  el  simple  uso  de  la 
succion  frecuente  por  las  vias  nasal  y bucal  es 
suficiente,  en  conjuncion  con  un  abatelengua 
semirigido.  A veces  la  intubacion  endotraqueal 
0 la  traqueotomia,  que  hacemos  con  relativa  fre- 
cuencia  en  los  lesionados  cerebrales,  son  respon- 
sables  de  muchas  vidas  salvadas. 

Observaciones  de  caracter  mas  especificamente 
neurologico  deben  hacerse,  despues  de  haber 
determinado  si  hay  algun  otro  traumatismo,  como 
fractura-dislocation  del  cuello,  de  la  columna 
toraco-lumbar,  de  las  extremidades,  ruptura  de 
visceras  abdominales,  etc.  Me  refiero,  en  es- 
pecial, a la  reaccion  pupilar,  a la  presencia  de 
reflejos  patologicos  como  el  Babinski,  etc.  A 
discrecion  del  medico  una  puncion  lumbar,  si  el 
enfermo  no  esta  extremadamente  inquieto,  pue- 
de arrojar  datos  de  in  teres,  como  la  presion  del 


liquido,  la  cual  es  facil  de  medir  con  el  manom- 
etro  de  agua,  y el  grado  de  hemorragia,  ambos 
de  los  cuales  pueden  redeterminarse  posterior- 
mente  para  seguir  la  evolucion  del  caso. 

Aunque  litil  para  excluir  fracturas  deprimidas 
que  deban  operarse,  o fracturas  que  interesen 
la  arteria  meningea  media  que  deban  ponernos 
en  guardia  contra  los  estragos  de  la  hemorragia 
epidural,  o desviaciones  de  la  glandula  pineal 
calcificada,  la  radiografia  de  crdneo  puede  pos- 
ponerse  hasta  que  la  condicion  del  lesionado  se 
estabilize  o su  inquietud  lo  haga  mas  facil  de 
manejar. 

Una  vez  encamado,  el  comatoso,  si  es  del 
todo  posible,  merece  la  atencion  constante  de 
una  enfermera  especial  que  cuide  de  mantener 
intactas  las  vias  respiratorias,  que  siga  el  curso 
del  pulso  y de  la  presion,  y que  administre  los 
sedantes  para  la  inquietud  evitando  que  el  en- 
fermo se  lastime.  La  inquietud,  producto  de  la 
hipoxia  cerebral,  constituye  un  reto  a la  paciencia 
e ingenuidad  del  medico.  Usamos  nosotros  el 
fenobarbital,  el  paraldehido,  el  cloral;  ultimamen- 
te  nos  inclinamos  a los  derivados  de  la  rauwulfia 
ye  de  la  promazina. 

Los  Uquidos  no  deben  restringirse  excepto 
en  raros  casos  en  que  parezca  que  el  edema  juega 
papel  importante.  De  otro  modo  de  2,000  a 
3,000  mililitros  deben  administrarse  a diario  por 
la  via  endovenosa,  incluyendo  1,000  mililitros 
de  suero  salino,  y el  resto  en  suero  glucosado  o 
hidrolisados  de  proteina  cada  24  horas.  Si  el 
enfermo  no  recobra  el  conocimiento  o es  capaz 
de  ingerir  sus  propios  liquidos,  se  le  intuba  el 
estomago  por  la  via  nasal  con  una  sonda  de  poli- 
etileno  fina,  que  se  deja  in  situ  indefinidamente, 
y se  le  administra  por  la  misma,  una  dieta  liquida 
de  2,000  a 3,000  mililitros  con  un  valor  calorico 
de  1,000  a 2,000  calorias.  La  incontinencia  urin- 
aria se  controla  con  un  cateter  permanente  que 
se  cambia  semanalmente. 

La  fiebre  es  otro  problema  que  requiere  fre- 
cuente atencion,  ya  que  la  hiperpirexia  de  origen 
cerebral  puede  llegar  con  suma  rapidez  a niveles 
elevadisimo  sque  son  incompatibles  con  la  vida. 
El  tratamiento,  por  medios  fisicos,  de  este  tras- 
torno  del  centre  termo-regulador  del  cerebro,  es 
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el  mas  racional,  y consiste  en  exponer  las  super- 
ficies cutaneas  a la  atmosfera  ambiente  destap- 
ando  al  enfermo;  las  aplicaciones  de  toallas  en- 
chumbadas  en  alcohol  o de  sabanas  humedeci- 
das  en  agua  helada,  son  eficaces;  la  aspirina,  por 
la  via  oral  o rectal,  es  tambien  empleada. 

Aunque  el  75%  de  los  casos  de  coma  por  trau- 
ma cerebral  sobreviven  sin  necesidad  de  opera- 
cion,  los  hematomas  e higromas  subdurales,  y 
los  hematomas  epidurales  necesitan  evacuacion 
quirurgica.  Se  indica  la  trepanacion,  repito, 
cuando  el  cuadro  deteriora  con  el  enfermo  res- 
pondiendo  paulatinamente  menos  vigorosamente 
a los  estimulos,  la  presion  ascendiendo,  el  pulso 
alentandose,  etc.  Trepanaciones  bitemporales 
son  las  mas  corrientes,  y se  hallan  la  mayoria  de 
los  hematomas  e higromas  por  esta  via.  Siempre 
deben  hacerse  en  ambos  lados  en  el  caso  de  los 
subdurales.  Se  hacen  tambien  si  el  lesionado  se 
estaciona  en  su  progreso  de  manera  inexplicable. 
Se  practica  tambien  la  trepanacion  temporal 
cuando  se  sospecha  hemorragia  epidural.  En 
estos  casos  la  evolucion  de  los  sintomas  localizan- 
tes  es  rapida,  y hay  una  fractura  lineal  hacia  la 
base  de  la  fosa  temporal;  la  pupila  homolateral 
generalmente  se  dilata,  y hay  una  hemiplejia 
contralateral;  se  palpa  tambien  una  tumefaccion 
de  la  region  temporal  homolateral  en  el  musculo 


temporal,  y el  individuo  progresa  rapidamente 
hacia  un  coma  profundo.  Con  tal  cuadro,  la 
trepanacion  sin  demora  es  mandatoria:  al  atrave- 
sar  la  tabla  interna  se  ve  el  hematoma;  se  en- 
sancha  el  agujero  con  rongeurs  rapidamente,  y 
se  aspira  el  coagulo  hasta  encontrar  el  origen 
de  la  hemorragia.  Enconces  se  aplica  un  clip 
de  plata  o se  cauteriza  la  meningea  media. 

La  convalescencia  y rehabilitacion  de  estos 
enfennos  es  excepcionalmente  satisfactoria  y 
completa  salvo  cuando  hay  motivacion  de  ganan- 
cia  por  litigio  legal,  o en  individuos  de  avanzada 
edad.  Recientemente  se  viene  recomendando 
la  ambulacion  precoz  y la  rehabilitacion  rapida, 
en  contraste  con  el  prolongado  reposo  de  cama 
y limitacion  de  actividad  que,  con  frecuencia, 
da  lugar  a una  invalidez  psicosomatica. 

Para  concluir,  quiero  de  nuevo  poner  de  relieve 
la  importancia  del  manejo  juicioso,  alerta  y dili- 
gente  del  lesionado,  en  los  pianos  que  enumere, 
mas  bien  que  en  los  procesos  operatorios  que, 
por  lo  general,  son  utiles  solamente  en  manos 
de  aquellos  facultativos  que  poseen  experiencia 
especial  en  esas  tecnicas. 

Juan  E.  Fonseca,  M.D. 
2409  East  Adams 
Tucson,  Arizona 
U.S.A. 
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CURRENT  THINKING  ON  THE  MANAGEMENT  OF 
CRANIOCEREBRAL  TRAUMA* 

By  Juan  E.  Fonseca,  M.D. 

Tucson,  Arizona 


W ITH  the  advent  of  the  automobile,  the  bony 
protection  of  the  brain  seems  inadequate  against 
the  terrific  impact  to  which  the  head  is  apt  to  be 
subjected  in  a collision.  The  situation  has  be- 
come aggravated  by  the  increasing  accessibility 
of  the  automotive  vehicle,  as  well  as  by  the  in- 
creased prevalent  speed  and  horsepower  of  pre- 
sent day  car  production.  In  1956  upward  of 
40,000  Americans  lost  their  lives  in  this  man- 
ner, and  a total  of  IVz  million  were  injured. 

It  is  the  “closed”  head  injury  that  consti- 
tutes the  great  majority  of  the  tally,  “open”  and 
“penetrating”  lesions  occurring  less  frequently. 
It  is  the  laceration,  or  contusion,  of  the  brain 
with  its  accompanying  intracerebral,  subarach- 
noid and  subdural  hemorrhage,  and  the  so- 
called  “concussion,”  which  represent  the  lead- 
ing mechanism  in  the  closed  head  injury.  It  is 
partly  a by-product  of  the  violent  acceleration 
and  deceleration  of  the  semi-fluid  brain  against 
the  rigid  walls  of  the  cranial  vault. 

The  skull  fracture,  per  se,  is  an  entity  well 
known  to  the  lay  folks  and  to  the  attorney  who 
dabbles  in  personal  injury  litigation;  but  as 
such,  it  has  much  less  significance  than  the  ex- 
tent of  the  brain  damage  proper. 

To  close  these  prefatory  remarks,  I wish  to 
note  that  the  diligent,  judicious  and  assiduous 
management  by  the  attending  physician,  to- 
gether with  alert  nursing  care,  are  more  re- 
sponsible for  saving  lives  than  any  dramatic 
decompressive  operation. 

Let  us  briefly  catalog  the  various  types  of 
trauma  that  we  are  here  to  discuss: 

In  the  first  place,  the  cerebral  contusion  repre- 
sents a fairly  focal  lesion  with  its  corresponding 
focal  clinical  signs,  incident  to  “bruising”  of  the 
brain,  and  not  necessarily  associated  with  loss 
of  consciousness. 

Cerebral  concussion  in  its  pure  form,  implies 
a temporary  loss  of  consciousness  attributable 
to  a physiological  derangement  of  brain  func- 
tion lacking  a demonstrable  anatomical  counter- 
part. 

“Presented  May,  ’57,  before  the  Medical  Society  of  the  United 
States  and  Mexico. 


Lacerations  of  the  brain  follow  major  trauma, 
even  in  closed  injuries,  and  represent  a spontane- 
ous tear  from  the  impact,  or  from  striking  the 
edge  of  the  greater  wing  of  the  sphenoid.  They 
produce  intracerebral  or  subarachnoid  hemorr- 
hage. 

Hemorrhages  can  also  occur  from  a contusion 
or  from  a true  rupture  of  a vessel  on  the  surface 
or  inside  the  brain,  thus  producing  intermenin- 
geal  ( subpial,  subarachnoid  or  subdural ) or  pure 
intracerebral  hemorrhage  respectively.  Bleed- 
ing into  a ventricle  carries  a grave  prognosis. 

The  well  known  subdural  hematoma  deserves 
a special  niche  in  this  outline  because  of  its  sur- 
gical implications  and  because  it  may  follow 
a trivial  injury.  Although  it  can  follow  a brain 
laceration,  it  is  said  to  be  often  due  to  a tear  in 
bridging  cortical  veins  which  drain  into  the  su- 
perior longitudinal  sinus.  This  subdural  accu- 
mulation of  blood  coagulates  and  develops  a 
capsule.  Through  hemolysis  and  osmosis  its 
volume  tends  to  increase  gradually  even  as  the 
active  hemorrhage  had  long  before  ceased,  and 
the  capsule  organizes  and  thickens,  holding  a 
progressively  larger  volume  of  dark  yellow  fluid 
with  a high  protein  content,  which  will  pro- 
duce increasing  focal  signs  of  intracranial  hyper- 
tension requiring  surgical  evacuation. 

The  subdural  hygroma  evolves  from  an  arach- 
noidal tear  that  allows  unidirectional  spillage  of 
CSF  from  the  subarachnoid  to  the  subdural  com- 
partments, creating,  again,  a pressure  situation 
calling  for  surgical  relief  much  as  the  hematoma. 

The  epidural  hematoma  is  rare  and  ordinar- 
ily follows  a skull  fracture  across  the  more  proxi- 
mal portion  of  the  middle  meningeal  artery, 
which  it  tears,  producing  a rapidly  progressive 
hematoma  which  dissects  the  dura  from  the 
skull  and  eventuates  in  acute  cerebral  compres- 
sion which  can  kill  in  a few  hours. 

Fractures  of  the  skull  are  generally  linear  if 
the  blow  is  diffuse.  The  depressed  ones  usually 
are  compound  and  are  due  to  the  impact  of  a 
hard  object  with  a small  or  sharp  surface. 

Edema  of  the  brain  is  a common  indirect  result 
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of  brain  injury  which  has  always  inspired  respect 
and  fear  among  the  students  of  the  nervous 
system. 

Penetrating  wounds  of  the  brain  naturally 
presuppose  a compound  fracture  of  the  cranium, 
with  transdural  trespassing,  and  are  ordinarily 
produced  by  missiles,  sharp  objects,  etc. 

Concerning  the  clinical  manifestations  of  the 
above  captioned  types  of  head  injury,  these 
should  be  subdivided  as  operable  and  non-oper- 
able. 

Among  the  operable  or  truly  surgical,  the  open 
wounds  head  the  list,  and  the  time  tested  prin- 
ciples of  debridement  and  closure  in  layers  ob- 
tain when  the  wound  is  not  too  old  or  grossly 
infected.  Also  operable  are  those  injuries  where 
there  are  progressive  signs  of  increased  intra- 
cranial pressure,  especially  if  associated  with 
focal  characteristics  and  deterioration  of  vital 
signs. 

In  the  management  of  the  medically  man- 
ageable cases,  a careful  appraisal  of  the  vital 
signs  and  neurologic  status  is  as  important  as 
in  the  surgical,  which  they  can  develop  into.  I 
refer,  in  particular,  to  the  degree  of  responsive- 
ness to  painful  stimuli,  such  as  supraorbital  pres- 
sure, pinching  and  sticking  with  a pin.  A rec- 
ord of  such  responsiveness  serves  as  a basis  for 
comparison  with  later  observations  which  allows 
for  more  accurate  following  of  the  evolution  of 
the  clinical  picture.  In  testing  with  painful 
stimuli  one  must  watch  for  evidence  of  hemi- 
plegia if  the  coma  is  not  too  deep.  Pulse,  BP, 
temperature  and  respiratory  rate  should  also  be 
recorded  at  frequent  intervals.  Although  peri- 
pheral vascular  collapse  is  rare,  occasionally  the 
use  of  sympathomimetic  drugs  by  intravenous 
drip  becomes  necessary. 

It  is  the  preservation  of  an  adequate  airway, 
however,  that  is  most  often  overlooked  and  un- 
derestimated. The  surgeon  or  nurse  must  be 
alerted  to  the  tracheo-laryngeal  gurgling  of  the 
blood  and  secretions.  Some  type  of  suction  ap- 
paratus should  be  available,  and  is  best  used  with 
a soft  rubber  catheter  with  an  opening  at  the 
end,  which  is  introduced  transnasally  or  orally. 
A bronchoscopy  is  occasionally  necessary.  Often 
the  diligent  use  of  the  suction  and  a semirigid 
rubber  airway  suffice  to  maintain  the  airway 
free.  Endotracheal  intubation  is  used  as  an 


emergency  and  temporary  measure  and  is  toler- 
ated only  when  the  coma  is  deep.  More  often 
the  surgeon  resorts  to  tracheotomy,  which  great- 
ly simplifies  the  task  of  aspiration  and  is  life 
saving. 

After  ruling  out  other  associated  injuries  and 
evaluating  the  vital  signs  as  mentioned,  other, 
more  strictly  neurological  spheres  should  be 
explored:  pupillary  reaction  and  size,  patholog- 
ical reflexes,  cranial  nerve  signs,  etc.  Tlie  indi- 
cations for  lumbar  puncture  remain  somewhat 
controversial.  If  not  made  cumbersome  by  the 
patient’s  restlessness,  it  has  much  to  commend 
it  primarily  because  it  gives  a fairly  accurate 
estimate  of  intracranial  pressure  and  the  ex- 
tent of  bleeding  when  the  simple  water  mano- 
meter is  employed. 

The  importance  of  skull  radiographs  at  the 
time  of  the  initial  examination  is  again  a con- 
troversial subject.  They  may  be  valuable  if  not 
contraindicated  by  extreme  restlessness  or  a very 
precarious  situation:  a fracture  that  threatens  the 
middle  meningeal  artery  in  the  floor  of  the  mid- 
dle fossa  may  be  disclosed  thus  alerting  us  to 
a rapidly  developing  epidural  hemorrhage;  de- 
pressed fractures  with  surgical  implications  are 
also  ruled  out,  as  are  deviations  of  the  pineal 
gland  (when  calcified)  which  bear  tidings  of  a 
space-occupying  lesion  or  cerebral  displacement. 

Once  in  the  ward,  if  at  all  feasible,  the  un- 
conscious patient  deserves  the  around-the-clock 
attention  of  a special  nurse  to  maintain  a watch 
on  airway,  pulse,  respirations,  blood  pressure, 
etc.,  and  to  administer  whatever  tranquilizers  or 
other  medicaments  that  may  be  ordered  as 
necessary.  Restlessness,  in  particular,  can  as- 
sume proportions  such  as  to  constitute  a chal- 
lenge to  the  patience  of  the  nurse  and  pharma- 
cological resourcefulness  of  the  attending  doc- 
tor. Phenobarbital,  paraldehyde,  chloral,  and, 
more  recently  the  rauwulfia  and  promazine  com- 
pounds are  used. 

Restriction  of  fluid  intake  seldom  plays  a role 
in  the  management  of  head  injuries  except  when 
edema  is  suspected  of  acting  as  a major  factor. 
Otherwise  a generous  allotment  of  2,000  to 
3,000  cc  of  intravenous  fluids  is  administered 
every  24  hours,  including  1,000  of  normal  saline. 
If  unconsciousness  or  inability  to  swallow  the 
recommended  complement  persists  beyond  the 
first  two  or  three  days,  fluids  and  nourishment 
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are  administered  via  an  indwelling,  thin,  poly- 
ethylene gavage  tube,  infrequently  dripping  por- 
tions of  a thin  liquid  diet  rated  at  1,000  to  2,000 
calories  daily.  Urinary  incontinence  is  best  han- 
dled by  an  indwelling,  small  Foley  catheter. 

Intractable  hyperpyrexia  of  central  origin 
is  another  problem  requiring  assiduous  atten- 
tion. The  physical  approach  in  controlling  this 
derangement  of  the  thermo-regulatory  cen- 
ters of  the  brain,  is  more  rational  than  the  phar- 
macological, and  is  based  on  the  principle  of 
giving  the  subject  every  chance  to  dissipate  his 
body  heat  by  exposing  the  body  surface  to  the 
room  atmosphere,  by  the  use  of  directly  applied 
coohng  devices  such  as  alcohol  sponges,  sheets 
soaked  in  ice-cold  water,  cold  water  enemas,  as 
well  as  rectal  aspirin. 

Although  most  serious  head  injuries  run  their 
course  without  need  of  surgical  intervention, 
the  subdural  hematomas  and  hygromas,  and  the 
epidural  hemorrhages  do  make  trephination  man- 
datory. Steady  gradual  deterioration  in  vital 
signs,  increase  in  focal  manifestations,  prolong- 
ed failure  to  improve,  persistently  elevated  spin- 
al fluid  pressure,  bradycardia,  hypertension,  all 
join  to  coax  the  alert  surgeon  into  exploratory 
burr  holes.  These  ordinarily  are  placed  in  the 
temporal  area,  and  usually  bilaterally  in  the  case 
of  subdural  hematomas. 

Epidural  bleeding  is  suspected  when  there  is 
rapid  progression  of  localizing  signs,  such  as 


homolateral  dilated  pupil,  swelling  of  the  tem- 
ple and  contralateral  hemiplegia  with  deeping 
stupor,  especially  if  this  occurs  in  conjunction 
with  a homolateral  linear  fracture  running  into 
the  floor  of  the  middle  fossa.  Rapid  preparations 
should  be  made  to  expose  the  epidural  space 
through  a quickly  enlarged  temporal  burr  hole 
and  a bleeding  dural  artery  can  be  isolated  and 
silver-clipped  or  cauterized. 

The  convalescence  and  rehabilitation  of  the 
head-injured  is  usually  smooth  and  complete 
considering  the  severity  of  the  alteration  of  brain 
function  that  occurred.  Pending  litigation,  a 
neurotic  personality  and  advanced  age  are  opera- 
tive in  delaying  a course  of  otherwise  uneventful 
recovery,  however.  The  recent  tendency  to  ad- 
vocate an  earlier  ambulation  and  assumption  of 
activity  with  return  to  a useful  role  in  life  is 
based  on  sound  principles,  and  contrasts  with 
the  time-honored  period  of  enforced  absolute 
bed  rest  for  the  most  trivial  head  injuries,  which 
together  with  an  alarmist  and  overprotective  su- 
pervision, often  bred  much  psychosomatic  in- 
validism. 

In  closing,  I should  like  to  be  allowed,  again, 
to  emphasize  the  importance  of  alert,  judicious 
and  diligent  medical  management  of  head  in- 
juries, without  detracting  from  the  merits  of 
surgical  procedures,  which  when  indicated,  can 
also  be  life-saving,  although  best  left  in  the  hands 
of  those  with  the  special  skills  in  the  field. 

2409  E.  Adams 


654 


Arizona  Medicine 


November,  1957 


RHINOLALIAS 

By  Robert  N.  Plummer,  Ph.  D. 
Speech  Pathologist 
Phoenix,  Arizona 


HINOLALIAS  constitute  disturbances  of  both 
voice  quality  and  production  of  the  sounds  of 
speech.  While  each  may  evidence  variations, 
the  two  major  types  of  this  speech  disorder  are 
rhinolalia  aperta  and  rhinolalia  clausa.  Rhino- 
lalia clausa,  also  referred  to  as  negative  nasality, 
is  characterized  by  the  absence  of  nasal  reso- 
nance as  required  for  normal  American  speech. 
The  result  is  a “stuffy  nose”  voice  quality  and 
failure  in  the  production  of  the  nasal  consonants, 
“m,  n,  ng.”  The  latter  are  the  only  sounds  of 
our  speech  properly  nasalized  and  their  pro- 
duction requires  unobstructed  passage  of  the 
voice  stream  posteriorally  into  the  nasal  cavity 
and  out  via  the  nares.  The  most  common  causes 
for  rhinolalia  clausa  are  nasal  polyps,  deviated 
nasal  septum,  hypertrophied  adenoids  and  nasal 
congestion  due  to  colds,  allergies  and  any  other 
of  the  conditions  resulting  in  nasal  stenosis. 

Rhinolalia  aperta,  also  referred  to  as  positive 
nasality  and  by  far  the  most  serious  of  the 
rhinolalias,  is  characterized  by  an  unpleasant 
nasal  voice  quality  and  varying  degrees  of  fail- 
ure in  the  production  of  all  sounds  of  speech 
except  “m,  n,  ng.”  (Articulation  of  even  these 
is  defective  in  many  severe  cases. ) The  charac- 
teristics of  rhinolalia  aperta  arise  from  an  un- 
desired nasal  escape  of  the  breath  and  voice 
streams  of  speech.  Normal  production  of  the 
non-nasal  sounds  of  American  speech  requires 
that  the  streams  be  directed  into  the  mouth  and 
out  via  the  lips.  Moreover,  all  such  sounds  ex- 
cept the  vowels  and  semi-vowels  require  con- 
siderable oral  pressure  since  they  are  produced 
with  hissing,  explosion  and  other  pressure  ac- 
tions. And  in  order  to  pressurize  the  oral  cavity 
for  these  aetions,  measures  must  be  taken  to 
prevent  posterior  escapes  of  the  speech  streams 
into  the  nasal  cavity.  Structures  which  prevent 
this  escape  are  the  velum  and  adjacent  portion 
of  the  pharyngeal  wall,  making  up  what  is  re- 
ferred to  as  the  nasal  port.  In  normal  production 
of  the  nasals,  “m,  n,  ng,”  this  port  is  open,  while 
in  production  of  all  other  sounds  it  is  closed 
by  the  levator  action  of  the  velum  and  the  con- 
stricture  action  of  the  pahryngeal  wall. 


Possible  causes  for  rhinolalia  aperta  are  para- 
lysis of  the  velum  and/or  the  pharyngeal  wall, 
cleft  palate,  eleft  velum,  atrophy  of  the  posterior 
palatine  or  of  the  pharyngeal  nerves,  post-ade- 
noidal conditions,  low  energy  level  whieh  ren- 
ders the  individual  ineapable  of  the  vigor  re- 
quired for  velo-pharyngeal  closure,  foreign  or 
regional  dialeet,  and  congenitally  widely  sepa- 
rated velum  and  pharyngeal  wall.  Commonly 
active,  too,  is  residual  cleft  palate  or  velum  in 
which  the  velum  is  too  short  for  its  function 
in  velo-pharyngeal  closure  or  in  which  the  de- 
feetive  speech  patterns  previously  established 
persist  as  a now  purely  functional  disorder. 

Post-adenoidal  rhinolalia  aperta  merits  special 
discussion.  There  are  two  degrees  of  this  type  of 
positive  nasality:  (1)  the  relatively  mild  and  tem- 
porary condition  which  usually  follows  a T and 
A and  which  is  due  to  the  post-traumatic  state 
of  the  velo-pharyngeal  structures,  and  (2)  the 
more  serious  type  whieh  requires  speech  therapy, 
and  possibly  surgery,  for  correction.  The  more 
serious  type  originates  as  rhinolalia  elausa  due 
to  complete  nasal  stenosis  induced  by  hyper- 
trophied adenoids.  During  sueh  a severe  ste- 
nosis, velo-pharyngeal  closure  of  the  nasal  port 
ceases  because  obviously  it  is  no  longer  neces- 
sary. If  such  a deactivation  continues  long,  it  is 
lost  as  a speech  function  and  continues  so  even 
after  adenoidectomy,  with  the  result  that  the 
voice  and  breath  streams  of  speeeh  now  flow 
unimpeded  into  and  out  of  the  nasal  eavity. 
The  speech  picture  of  sueh  a eondition  is  com- 
parable with  that  of  unrepaired  oral  elefts,  velar 
paralysis  or  any  other  of  the  causes  cited  as 
possible  etiological  factors  in  severe  rhinolalia 
aperta. 

Methods,  as  well  as  success,  in  correcting 
rhinolalias  depend  upon  cause,  age  of  the  in- 
dividual, his  speeeh  “sense,”  general  intelligence 
and  his  motivation  in  the  therapeutic  procedure. 
Correction  of  the  clausa  type  usually  can  be  ac- 
eomplished  by  successful  medical  or  surgical 
treatment  of  the  stenosis.  Exceptions  are  those 
cases  which  possibly  may  result  in  conditions 
similar  to  that  of  post-adenoidal  rhinolalia  aperta. 
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Rhinolalia  apertas  pose  a more  difficult  prob- 
lem. In  velar  paralysis  such  as  that  suffered  by 
the  cerebral  palsied  child  or  the  older  victim 
of  apoplexy,  often  only  limited  improvement  may 
be  achieved  even  with  extended  periods  of 
speech  therapy.  Those  cases  due  to  low  energy 
level  will  yield  little  until  factors  of  health  have 
been  treated  and  those  caused  by  widely  sepa- 
rated velum  and  pharyngeal  wall  or  severe  post- 
adenoidal  conditions  may  not  yield  without 
surgery  of  a nature  to  be  discussed  later.  On  the 
other  hand,  the  relatively  mild  apertas  due  to 
regional  prevalence,  foreign  dialect  or  others 
of  imitative  origin  may  yield  quite  readily  to 
speech  therapy. 

The  most  common,  as  well  as  the  most  serious, 
types  of  rhinolalia  aperta  are  those  of  the  con- 
genital cleft  palate  and  velum  (combined  or 
separate,  the  patient  is  commonly  referred  to  as 
a cleft  palate).  These  usually  are  accompanied 
by  aesthetic,  and  therefore  psychological,  as  well 
as  physical  complications  in  addition  to  oral 
clefts.  These  include  clefts  of  maxilla  and  upper 
lip,  causing  articulatory  difficulty  with  specific 
sounds  of  speech,  clefts  of  nares,  missing  or  de- 
formed pinnae,  absence  of  apertures  into  the 
external  auditory  meatus  and,  even  in  normal 
external  auditory  structures,  marked  hearing 
loss. 

As  is  the  case  in  many  speech  disorders,  the 
speech  pathologist  must  work  in  close  conjunc- 
tion with  the  physician  in  treating  oral  cleft 
rhinolalias.  Though  there  are  occasional  reasons 
for  exception,  speech  therapy  ideally  is  begun 
only  after  closure  of  all  clefts.  If  surgery  has 
rendered  oral  structures  adequate  for  normal 
speech,  achievement  of  normalcy  is  a possibility 
with  varying  lengths  of  speech  therapy.  Relative 
statistics  are  unavailable,  but  tlie  unfortunate 
fact  is  that  many  cleft  palates  must  undergo 
speech  therapy  regardless  of  the  degree  of  suc- 
cess of  surgery.  While  rhino-  and  labioplasty 
may  be  completed  during  the  few  weeks  of 
life,  palato-  and  veloplasty  generally  are  de- 
ferred until  the  18th  month.  Such  a pattern  has 
been  established  because  oral  tissue  is  more 
amenable  to  surgery  at  this  time  and  because 
the  rate  of  mortality  is  considerably  higher  at 
earlier  ages. 

As  early  as  18  months  may  seem,  it  is  late 
so  far  as  speech  is  concerned.  Many  children 
of  this  age  have  developed  a great  deal  of  ( de- 
fective) speech,  and  despite  lack  of  audible 


evidence  others  have  nevertheless  undergone 
certain  developmental  stages  in  the  form  of 
neurograms  and  muscular  patterns.  Any  alalic 
will  have  undergone  such  development  by  18 
months,  but  in  the  cleft  palate  these  neurograms 
and  muscular  patterns  have  been  suited  to  the 
defective  structures  existant  prior  to  surgery. 
Following  successful  surgery  it  is  said  usually 
that  oral  structures  are  now  adequate  for  nor- 
mal speech.  The  more  accurate  statement,  how- 
ever, is  that  they  are  potentially  adequate,  for 
actual  achievement  may  depend  upon  long 
periods,  often  years,  in  which  the  speech  thera- 
pist must  tear  out  by  the  roots  all  defective,  re- 
flexive speech  patterns  and  insert  normal  ones 
in  their  place. 

The  cleft  palate  faces  another  problem. 
Though  plastic  surgery  has  closed  all  clefts,  it 
has  been  pointed  out  earlier  that  the  velum  may 
be  unable  to  function  in  velo-pharyngeal  closure 
because  of  insufficient  length  or  because  of 
neural  or  muscular  atrophy.  Only  a few  years 
ago  these  patients  had  to  be  content  with  only 
moderate  improvement  even  after  considerable 
speech  therapy.  Speech  normalcy  was  in  fact 
never  achieved.  Recently,  however,  a surgical 
procedure  has  been  developed  to  meet  the  need 
of  the  inadequate  velum.  This  surgery,  called 
a pharyngeal  flap  procedure,  makes  speech  nor- 
malcy possible  for  every  patient  whose  clefts 
have  been  closed.  In  this  procedure  the  plastic 
surgeon  fashions  a tissue  flap  on  the  pharyngeal 
wall  and  brings  it  forward  to  be  surtured  to 
a prepared  portion  of  the  velum.  Variations  of 
the  procedure  are  the  superior,  in  which  the 
flap  is  sutured  to  the  oral  portion  of  the  velum, 
and  the  inferior  in  which  it  is  sutured  to  the 
nasal  portion.  In  either  case  the  result  is  a 
nasal  port  composed  of  two  lateral  apertures 
separated  by  the  newly  formed  flap.  Closure 
of  the  port  is  now  achieved  by  constricture  of 
the  pharyngeal  wall  against  the  flap.  The  aper- 
tures are  sufficient  for  nasal  drainage  and,  by 
testimony  of  two  adults  and  a I4-year-old,  the 
change  in  oral  structure  poses  no  discomfort. 
In  six  such  cases  rendered  speech  therapy  by 
the  writer,  four  experienced  sudden,  spontane- 
ous and  dramatic  speech  improvement,  one  is 
slowly  but  consistently  making  progress  of 
which  he  was  totally  incapable  prior  to  surgery 
and  the  sixth  evidenced  no  spontaneous  improve- 
ment and  has  as  yet  undergone  insufficient 
therapy  to  determine  the  ultimate  outcome.  This 
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surgical  procedure  may  be  applied  also  in  cases 
of  widely  separated  velum  and  pharyngeal  wall 
and  in  severe  post-adenoidal  rhinolalia  aperta. 
Surgery  for  the  latter  condition  is  presently  pend- 
ing for  two  cases,  the  only  ones  of  this  type  of 
disorder  which  in  the  writer’s  experience  have 
failed  to  respond  to  therapy.  How  universally 
the  pharyngeal  flap  procedure  is  used  is  un- 
known. It  is  eventually  certain,  however,  to 
replace  the  velar  obturator,  which  incidentally 
the  writer  has  never  recommended  nor  seen 
used  successfully.  The  only  such  oral  prosthetics 
he  has  seen  used  successfully  were  those  fitted 
into  apertures  remaining  in  the  bony  palate. 

Candidates  for  the  pharyngeal  flap  procedure 
fall  into  three  classifications:  (1)  those  who  at 
first  examination  definitely  can  be  said  to  require 
it,  (2)  those  who  as  readily  can  be  said  not  to 
and,  (3)  those  questionable  cases  which  require 
a trial  period  of  speech  therapy  before  the  need 
can  be  determined.  Final  decision  for  the  proce- 
dure is  a joint  function  of  the  plastic  surgeon  and 
the  speech  pathologist.  Appearance  of  the  velum 
can  be  confusing  to  one  newly  introduced  to  this 
problem.  A velum  which  has  normal  appearance 
may  be  totally  inadequate  from  a functional 
standpoint,  while  one  which  is  alarmingly  short 
and  misshapen  may  have  completely  normal 
mobility  and  function.  Clues  which  determine 
wisdom  of  the  procedure  are  ( 1 ) the  patient’s 
ability  to  perform  successfully  particularly  suited 
blowing  exercises,  (2)  his  ability  to  produce  the 
isolated  sounds  of  speech  and  (3)  the  mobility 
of  his  velum  in  mechanically  induced  gag  reflex. 
Successful  performance  of  any  one  of  these 
renders  the  pharyngeal  flap  procedure  unneces- 
sary. The  decision  in  favor  of  this  last  resort 
procedure  is  to  be  taken  no  more  lightly  than 
other  types  of  surgery,  but  only  after  carefully 
weighing  the  possibilities  of  normal  speech 
achievement  without  it.  The  only  reason  for  the 
step  in  case  of  doubt  is  that  the  patient  lives  in 
an  area  where  speech  therapy  is  unavailable  and 
there  is  strong  possibility  that  surgery  alone  will 
enable  him  to  achieve  spontaneous  improve- 
ment. 

Correction  of  any  severe  aperta  is  difficult. 
One  of  the  most  difficult  problems  faced  by 
the  speech  therapist,  however,  is  correction  of 


those  arising  from  cleft  palate  or  velum.  These 
cases  are  not  candidates  for  group  therapy  and 
a great  deal  of  experience  is  necessary  in  the 
therapist  if  he  is  to  achieve  correction  even  in 
private  therapy.  In  simplest  terms,  the  problems 
faced  are  activating  the  nasal  port,  of  whose 
function  and  existence  the  patient  is  wholly 
unaware,  and  securing  reflexive  speech  move- 
ment of  all  oral  structures  previously  used  de- 
fectively or  not  at  all  in  the  speech  process. 
In  the  writer’s  experience  development  of  nor- 
mal speech  in  such  cases  has  required  from 
18  to  30  months,  depending  upon  the  degree 
of  failure  involved.  Speech  therapy  for  the  re- 
paired cleft  palate  may  begin  as  early  as  two 
and  one-half  years  and  should  not  be  delayed 
beyond  age  three.  In  rhinolalias  as  well  as  other 
speech  disorders,  the  longer  therapy  is  delayed 
the  more  entrenched  defective  habits  become 
and  the  longer,  more  difficult  and  expensive  the 
therapeutic  procedure. 

SUMMARY.  Rhinolalias  are  combined  dis- 
turbances of  quality  of  voice  and  production  of 
the  sounds  of  speech.  Major  types  of  these  dis- 
orders are  rhinolalia  aperta  and  rhinolalia  clausa. 
Symptoms  of  the  latter  are  a “stuffy  nose”  voice 
quality  and,  in  severe  cases,  absence  of  the 
nasal  consonants,  “m,  n,  ng.”  Causes  of  these 
symptoms  are  nasal  stenoses  which  prevent  nasal 
escape  of  voice  as  required  for  American  speech. 
Rhinolalia  clausas  usually  can  be  corrected  by 
medical  or  surgical  treatment  of  the  stenoses. 

Symptoms  of  rhinolalia  apertas  are  a nasal 
voiee  quality  and  varying  degrees  of  failure  in 
production  of  all  sounds  of  speech  except  “m, 
n,  ng.”  Causes  of  these  symptoms  are  oral  para- 
lysis, cleft  palate,  post-adenoidal  conditions  and 
other  disorders  which  prevent  velo-pharyngeal 
closure  and  consequent  nasal  escape  of  all  speech 
efforts.  Steps  in  correcting  rhinolalia  apertas  may 
include  velo-  and  plato-plasty,  speech  therapy 
and  possibly  pharyngeal  flap  surgery,  a recently 
developed,  last  resort  surgical  procedure  for 
cases  in  which  the  velum  is  inadequate  despite 
previous  surgery. 

Most  rhinolalics  can  achieve  normal  speech 
if  services  of  the  physician,  the  plastic  surgeon 
and  the  speech  therapist  are  sought  early. 
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FROZEN  SECTIONS 

By  Ralph  H.  Fuller,  M.  D. 
Pathologist 

St.  Mary’s  Hospital,  Tucson 


(1 NE  USE  of  the  frozen  section  will  be  men- 
tioned very  briefly.  This  indication  is  the  oc- 
casional need  for  one  of  the  relatively  few 
special  stain  preparations  which  cannot  be  se- 
cured if  the  tissue  has  been  dehydrated  and 
blocked  in  paraffin.  The  other  indication  is  a 
situation  which  may  (or  may  not)  be  found  to 
exist  when  a fresh  surgical  tissue  is  presented 
with  the  question:  Are  we  dealing  with  cancer? 
There  has  been,  and  still  is,  much  disagreement 
regarding  the  use  of  the  quick  frozen  section 
in  such  circumstances.  At  the  one  extreme,  it 
has  been  maintained  by  such  workers  as  Mc- 
Carty, McDonald  and  Culp,  and  Dockerty,  that 
properly  prepared  frozen  sections  are  as  reliable 
as  permanent  paraffin  sections.  At  the  other 
extreme,  such  individuals  as  Ewing,  Warthin, 
Simpson  and  Breuer  have  been  extremely  dubi- 
ous regarding  their  usefulness.  The  role  played 
by  Bloodgood  in  this  connection  is  particularly 
interesting.  For  quite  a long  time,  Bloodgood 
highly  recommended  the  frozen-section-at-oper- 
ation;  however,  finally,  this  individual  complete- 
ly reversed  his  attitude  and  recommended  — if 
the  lesion  could  not  be  readily  (grossly)  identi- 
fied as  cancer  — that  the  wound  be  closed  and 
that  nothing  more  be  done  until  a positive 
diagnosis  became  available  following  careful 
study  of  routine  sections.  At  the  present  time, 
the  vast  majority  of  practicing  pathologists  be- 
lieve that  the  quick  frozen  section  does  serve  a 
useful  function,  but  that  the  limitations  of  the 
frozen  section  method  need  to  be  fully  appre- 
ciated. Even  in  the  most  expert  hands,  the  tissue 
being  subjected  to  adequately  prolonged  pre- 
liminary fixation  with  formalin,  the  frozen 
section  is  not  consistently  equal  in  quality 
to  the  routine  paraffin  section.  The  dif- 
ference in  quality  is  such  as  to  make  mandatory 
this  rule:  If  the  gross  “picture”  is  not  such  as  to 
suggest  very  strongly  that  the  lesion  is  cancer,  do 
not  permit  the  findings  with  quick  frozen  sec- 
tion to  modify  the  initial  impression  that  the 
lesion  is  benign.  Exactly  the  opposite  rule  holds 
with  the  routine  paraffin  section.  With  the  par- 
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affin  section,  the  lesion  which  appears  grossly 
benign  can  safely  be  reported  malignant,  the 
revised  opinion  being  based  purely  upon  the 
histologic  findings.  Another  limitation  as  regards 
the  frozen  section  technique  is  the  fact  that 
certain  tissues  are  processed  rather  readily, 
whereas  others  are  not.  There  are  case  excep- 
tions: more  often  than  not,  however,  the  frozen 
section  provides  no  useful  information  if  we  are 
dealing  with  one  of  the  malignant  lymphomas. 
Papillary  neoplasms  are  not  readily  typed  by 
means  of  frozen  section.  All  tissues  ( and  lesions ) 
which  are  grossly  friable,  mucinous  or  hemor- 
rhagic fall  into  much  the  same  category.  The 
method  is  rarety  useful  if  the  lesion  is  of  non- 
invasive  ( in-situ ) type. 

At  the  present  time,  in  this  hospital,  tissues 
delivered  to  the  pathologist  during  the  course 
of  a surgical  operation  are  ordinarily  handled 
in  one  of  two  ways.  If  the  surgeon  has  asked 
simply  for  “diagnostic  study”  or  for  “consulta- 
tion,” the  question  being  one  of  cancer,  the 
pathologist  has  considerable  choice  as  regards 
method  or  methods  of  analysis.  If  gross  examina- 
tion reveals  no  sign  of  cancer,  this  is  immediately 
reported;  considerable  time  is  saved.  If  gross 
dissection  of  the  specimen  reveals  a lesion  which 
appears  as  cancer,  recourse  may  be  had  to  frozen 
sections,  or  (if  the  lesion  is  extremely  soft  and 
friable)  to  so-called  “contact  smears.”  “Contact 
smears”  are  occasionally,  in  selected  cases,  much 
more  useful  than  frozen  sections,  A different 
situation  evolves  if  the  specimen  is  delivered  to 
the  pathologist  with  the  specific  direction : 
“Make  a frozen  section.”  It  is  appreciated  that 
the  specific  demand  for  frozen  section  is  some- 
times a direct  reflection  of  instructions  given 
the  surgeon  by  the  patient.  The  patient  who 
insists  on  directing  his  or  her  program  of  diag- 
nosis and  therapy  is,  — of  course  unintentionally, 
— severely  handicapping  the  physician  (or  phy- 
sicians) who  might  otherwise  be  able  to  exer- 
cise judgment  predicated  on  findings.  In  such 
a situation,  when  there  is  no  option,  if  dis- 
section of  the  specimen  reveals  no  lesion  which 
appears  as  a focus  of  probable  malignant  neo- 
plastic change,  it  is  necessary  quite  haphazardly 
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to  select  a block  of  tissue  from  which  to  cut 
frozen  sections;  the  “picture”  presented  by  such 
a section  has  to  be  staunchly  ignored;  if  the 
lesion  “looks  like”  cancer,  it  is  probably  scleros- 
ing adenosis.  The  “frozen  committment”  has 
one  possible  advantage;  it  unquestionably  in- 
creases the  number  of  cases  subjected  to  frozen 
section  and  helps  the  pathologist  to  keep  in 
practice.  On  the  other  hand,  however,  it  in- 
tensifies the  one  great  hazard  encountered  by 
those  who  use  the  frozen  section  method;  this 
hazard  is  the  persistant  temptation  to  attach  too 
much  significance  to  the  frozen  section  “pic- 
ture.” At  a seminar  held  this  last  October  ( 1956) 
in  Chicago,  following  mention  of  an  extremely 
rare  lesion,  adenocarcinoma  arising  in  fibro- 
adenoma of  breast,  and  a suggestion  that  this 
finding  might  encourage  the  pathologist  more 
frequently  to  subject  lesions  which  appear  as 
fibroadenomas  to  quick  frozen  analysis,  one  of 
the  most  reputable  pathologists  in  the  country 
had  this  to  say:  “I  think  that  it  is  still  good 
policy  not  to  do  a frozen  section  on  the  garden 
variety  of  fibroadenoma.”  No  opinion  to  the 
contrary  was  expressed.  In  one  of  the  newest 
textbooks  of  pathology,  one  of  the  best  such 
tomes  presently  available.  Dr.  Lauren  V.  Acker- 
man has  this  to  say  about  quick  frozen  sections: 
“In  cancer,  there  are  only  three  possible  diag- 
noses, positive  for  cancer,  negative  for  cancer, 
or  no  diagnosis  made.”  In  practice,  the  quick 
diagnosis  “positive  for  cancer”  means  ordinarily 
that  the  tissue  contained  a lesion  obviously 
grossly  cancer  and  that  this  diagnosis  has  been 
confirmed  by  study  of  a frozen  section.  On  the 
contrary,  the  diagnosis  “negative  for  cancer” 
means  simply  that  cancer  could  not  be  identified 
with  the  naked  eye,  or  with  frozen  section  — one 
or  more  haphazardly  selected  blocks  of  tissue 
being  examined.  The  immediate  “negative  for 
cancer”  report  provides  no  assurance  that  ex- 
haustive follow-up  study  of  a series  of  routine 
paraffin  sections  will  not  reveal  the  presence 
of  occult  cancer. 

During  a recent  period  of  18  months,  398 
surgical  tissues  were  subjected  in  the  laboratory 
of  this  hospital  to  immediate  diagnostic  study. 
A recently  published  analysis  by  Jennings  and 
Landers  tabulates  the  results  of  analysis  of  412 
surgical  tissues  during  a period  of  18  months. 
During  a period  of  30  months,  620  surgical  tis- 
sues submitted  for  immediate  diagnostic  study 
were  processed  in  the  laboratory  of  this  hospital. 


In  the  Jennings  and  Landers  series,  212  of  the 
examinations  were  breast  biopsies;  in  this  series 
( collected  during  30  months ) 406  of  the  ex- 
aminations were  breast  biopsies.  In  384  instances 
(94.5  per  cent),  a definite  diagnoses  of  cancer 
was  rendered  in  68  instances  and  it  was  reported 
in  316  instances  that  no  evidence  of  cancer  was 
detected.  In  22  instances  (5.4  per  cent)  the 
nature  of  the  lesion  was  doubtful  and  the 
surgeon  was  advised  to  await  the  permanent 
sections.  In  two  cases  (0.49  per  cent)  occult 
carcinoma  ( the  lesions  not  being  grossly  de- 
tectable) was  discovered  as  routine  paraffin 
sections  were  studied.  These  percentages  check 
very  closely  with  those  reported  by  Jennings 
and  Landers;  no  other  similar  analysis  is  found 
in  the  current  literature. 

It  is  a well  known  fact  that  the  thyroid  gland 
rather  commonly  presents  lesions  of  such  a 
nature  that  the  differentiation  of  benign  from 
malignant  processes  is  difficult  when  one  is 
given  an  opportunity  to  make  a time-consuming 
study  of  technically  excellent  routine  paraffin 
sections.  For  this  reason,  the  average  pathologist 
attempts  a frozen  section  of  thyroid  gland  with 
considerable  reluctance.  In  at  least  one  of  the 
medical  school  affiliated  departments  of  sur- 
gical pathology,  no  attempt  is  made  to  cope 
with  lesions  of  the  thyroid  gland  employing  the 
frozen  section  technique.  In  the  present  series, 
an  examination  of  this  type  was  requested  and 
carried  out  in  the  instance  of  36  tissues.  The 
results  (Table  II)  were  good  in  that  all  im- 
mediate definite  reports  were  confirmed;  how- 
ever, the  fact  that  results  were  doubtful  in 
33.3  per  cent  of  instances  supports  the  concept 
that  the  method  is  not  very  satisfying  when  the 
tissue  is  thyroid  gland. 

The  remaining  178  tissues  (see  Table  III) 
were,  with  few  exceptions,  submitted  with  a 
requisition  for  “frozen  section,”  the  pathologist 
being  given  no  option  as  regards  diagnostic 
methods  to  be  employed.  There  was,  in  this 
group,  some  concentration  of  tissues  not  suitable 
for  frozen  section  analysis.  As  might  be  anti- 
pated,  there  was  a fairly  high  incidence  ( 15.7 
per  cent)  of  doubtful  results.  However,  occult 
cancer  was  found  only  once  (0.57  per  cent). 
These  tissues  were  quite  various  in  origin  and 
included  material  identified  as  uterine  scrap- 
ings, uterine  cervix,  body  of  uterus,  ovary, 
testis,  epididymis,  urinary  bladder,  lymph  node, 
skin,  subcutaneous  tissue,  axilliary  tumor,  re- 
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TABLE  I - BREAST  CANCER?  460  tissues 


Frozen  section  diagnosis 

Yes 

68 

No 

316 

Don’t  know 
22** 

Final  diagnosis 

Yes 

68 

No 

0 

Yes  No 

2*  314 

Yes  No 

12  10 

*0.4%  **5.4% 

TABLE  II -THYROID  CANCER? 

36  tissues 

Yes 

No 

Don’t  know 

Frozen  section  diagnosis 

3 

0 

12 

Yes 

No 

Yes 

No 

Yes 

No 

Final  diagnosis 

3 

0 

0 

21 

1 

11 

TABLE  III -CANCER? 

Miscellaneous  group  — 

• 178  tissues 

Yes 

No 

Don’t  know 

Frozen  section  diagnosis 

58 

92 

28 

Yes 

No 

Yes 

No 

Yes 

No 

Final  diagnosis 

58 

0 

1 

91 

15 

13 

TABLE  IV  — CANCER?  Results  with  entire  group 

Definite  immediate  report  ( “cancer”  or 

“no  cancer  detected”)  later  confirmed 

Immediate  report  “Don’t  know”  

Occult  cancer  (not  immediately  recognized 

or  suspected,  later  reported)  


Total 

troperitoneal  tumor,  “adrenal,”  lip,  salivary 
gland,  stomach,  pancreas,  small  intestine,  vermi- 
form appendix,  large  intestine,  liver,  bile  duct, 
gall  bladder,  abdominal  mass,  nasal  mucosa, 
lung,  brain,  etc. 

Table  IV  indicates  the  results  with  the  entire 
group,  620  tissues. 

In  summary,  present  methods  of  routine  par- 
affin processing  (using  one  of  the  robot  mecha- 
nisms) makes  possible  procurement  of  paraffin 
sections  very  promptly,  — as  promptly  as  frozen 
sections  if  the  tissues  are  first  adequately  fixed. 
Without  adequate  fixation,  consistently  good 
frozen  sections  cannot  be  secured.  Even  with 
adequate  fixation,  frozen  sections  are  more  fre- 
quently than  not  unsatisfactory  if  a really  in- 
teresting (perplexing)  problem  is  encountered. 
Excluding  the  occasional  special  stain  problem. 


555.  (89.5  per  cent ) 

62.  ( lO.O  per  cent ) 

3.  ( 0.48  per  cent ) 

620. 


the  only  present  need  for  the  use  of  the  frozen 
section  technique  is  in  those  cases  where  pre- 
liminary gross  examination  of  a fresh  surgical 
tissue  ( examined  while  the  patient  is  in  the 
operating  room  and  under  anesthesia)  reveals 
the  presence  of  a lesion  which  is  almost  certainly 
cancer.  In  such  circumstances,  its  limitations 
being  fully  appreciated,  the  frozen  section  plays 
a useful  role  in  the  diagnosis  of  cancer. 
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EARLY  SUPPRESSION  OF  POSTOPERATIVE  BILIARY 

DRAINAGE* 

By  Bernard  J.  Ficarra,  M.D.,  D.S. 

Roslyn  Heights,  Long  Island,  N.Y. 

Wallace  Marshall,  M.D. 

Two  Rivers,  Wisconsin 
and 

Nelson  Bonner,  M.D. 

Manitowoc,  Wisconsin 


There  seems  to  be  a tendency  to  disregard 
those  postoperative  drainages  which  follow  sur- 
gery, e.xemplified  by  cholecystectomies,  as  of 
normal  occurrence.  Few  therapeutic  measures 
are  employed  to  protect  patients  against  the  loss 
of  such  valuable  fluids  postoperatively  which  are 
allowed  to  saturate  their  abdominal  dressings. 
Few  papers  have  appeared  to  focus  attention  of 
surgeons  on  the  rectification  of  this  highly  im- 
portant matter.  The  marked  loss  of  such  fluid, 
through  prolonged  e.xudation,  can  very  well  im- 
pede the  patient’s  convalescence.  Furthermore, 
the  protracted  loss  from  severe  biliary  drainage 
of  these  precious  fluids  can  easily  produce  de- 
hydration, hypoproteinemia,  and  a definite  up- 
set in  the  electrolytic  balance(l),  (2),  (3). 

Surgical  intervention  initiates  an  inflammatory 
reaction  of  tissue  in  this  surgical  area.  Chris- 
topher wrote  that  the  surgeon  produces  some 
degree  of  inflammation  with  every  stroke  of  the 
knife(4). 

The  five  well  known  signs  of  inflammation 
are  heat,  swelling,  pain,  redness,  and  loss  of 
function.  The  formation  of  the  exudative  reac- 
tion in  inflammation  is  exemplified  by  omni- 
present swelling,  which  is,  in  reality,  the  pro- 
duction of  edema(5).  If  this  inflammatory  tissue 
fluid  escapes  the  body  it  is  termed  an  exu- 
date(6).  The  production  of  such  an  inflamma- 
tory response  is  due,  at  least  in  part,  to  in- 
creased capillary  blood  pressure  during  the  hy- 
peremia (active)  stage  because  of  increased 
capillary  permeability  which  transfers  the  os- 
motic pressure  from  inside  to  outside  the  cap- 
illary walls(7).  In  recent  clinical  observations, 
we  have  found  there  is  a decided  rise  in  venous 
pressures  in  such  edematous  surgical  areas 

®From  the  Department  of  Medico-Surgical  Research,  Roslyn  Park 
Hospital,  Roslyn  Park,  Long  Island,  New  York. 


through  the  indirect  and  the  direct  measure- 
ments of  venous  pressures(8).  Apperly  wrote 
that  “clinical  edema  is  usually  not  due  to  any 
one  single  factor  but  to  a combination  of  several 
factors (9),  which  include  the  cognizance  of 
capillary  blood  pressure,  the  protein  osmotic 
pressure,  capillary  permeability,  lymphatic  drain- 
age and  various  nervous  influences.”  Of  these 
x'arious  factors,  perhaps  increased  capillary  blood 
pressure  (plus  increased  venous  pressure)  and 
the  increase  of  capillary  permeability  are  the 
most  important  factors  which  are  concerned  with 
the  formation  of  clinical  edema. 

Some  workers  have  looked  upon  edema  for- 
mation as  the  body’s  attempt  to  cleanse  the 
involved  area  of  noxious  or  toxic  substances. 
Hence,  they  feel  that  edema  formation  flushes 
away  these  poisonous  materials.  Although  this 
concept  is  probably  partially  correct,  an  injury 
of  the  hepatic  tissues  also  may  produce  an 
attempt  on  the  part  of  viable  liver  tissue  to 
flush  away  noxious  substances  through  the  in- 
creased production  of  an  excessive  flow  of  bile. 
Most  surgeons  have  witnessed  the  marked  exu- 
dation of  bile  through  a drainage  wound.  The 
usual  postoperative  procedure  is  to  reinforce 
the  massive  abdominal  dressings  which  have 
been  placed  over  the  surgical  site  in  order  to 
catch  and  to  absorb  this  marked  increase  of  bile 
flow.  Various  drains  are  placed  in  the  surgical 
area  during  surgery  to  expedite  this  postopera- 
tive biliary  discharge.  It  is  thought  that  allowing 
such  an  increased  bile  flow  to  escape  the  body 
freely  decreases  the  pressure  which  might  occur 
if  such  a drain  were  not  employed  as  a safety 
valve. 

A tremendous  discharge  of  bile  often  occurs. 
This  increased  biliary  discharge  is  accompanied 
by  the  inevitable  and  dangerous  loss  of  electro- 
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lytic  fluids,  proteins,  water  and  hematogenous 
materials  which  can  be  only  replaced,  at  least 
partially  so,  by  repeated  and  costly  blood  trans- 
fusions. We  deem  it  of  prime  importance  to  sup- 
press, if  at  all  possible,  or  to  prevent  the  rapid 
and  dangerous  loss  of  such  biliary  discharges 
at  the  very  earliest  opportunity.  We  think  the 
suppression  of  such  discharges  helps  the  body 
economy  in  many  important  ways.  Dehydration, 
through  the  loss  of  such  fluids,  can  be  prevented. 
Proper  and  more  rapid  wound  healing  can  be 
observed  as  can  the  conservation  of  important 
blood  elements  and  many  other  life-sustaining 
substances  which  are  connected  intimately  with 
the  heahng  processes  and  even  the  preservation 
of  life  itself. 

Several  years  ago,  a study  advocated  the  sup- 
pression of  those  lochias  which  invariably  fol- 
low childbirth  ( 10).  It  was  found  that  much 
better  wound  healing  resulted  from  this  pro- 
cedure, and  the  mothers’  convalescence  periods 
were  lessened  markedly. 

As  with  the  loss  of  fluid  from  various  wound 
discharges,  attention  must  be  given  to  fluid  loss 
which  results  from  bleeding,  operative  and  post- 
operative. Martin  (11)  recorded  “the  incision  is 
the  commonest  site  of  postoperative  bleeding  in 
abdominal  operations.  Careful  control  of  all 
bleeding  on  opening  the  abdomen  is  not  only 
desirable  but  essential.  There  frequently  con- 
tinues to  be  an  ooze,  even  with  care,  both  during 
the  procedure  and  at  the  termination  of  the 
operation.  A rapidly  developing  hematoma  may 
account  for  wound  infection,  which  interferes 
with  the  process  of  healing.  This  is  accepted  as 
one  of  the  important  factors  in  causing  dehis- 
cence or  an  incisional  hernia.” 

We  discovered,  through  prolonged  observa- 
tion, that  this  incisional  oozing  is  capillary  in 
origin.  Its  adequate  control  can  be  affected 
readily  by  using  Kutapressin  which  is  adminis- 
tered preoperatively.  This  material  constricts 
the  dilated  microcirculatory  components  which 
produce  such  blood  oozing  during  and  after 
surgery.  On  many  occasions  we  have  noted  that 
the  incisional  area  appears  to  be  considerably 
more  dry  than  it  would  have  been  had  not  the 
above  constricting  agent  been  employed. 

Such  oozing  of  blood  at  surgery  and  after 
can  be  compared  also  to  the  fluid  loss  which 
ensues  from  wound  drainage.  As  a matter  of 
fact,  both  are  quite  similar  in  many  ways.  Hence, 


their  adequate  control  becomes  mandatory  to 
influence  proper  wound  healing  and  to  prevent 
operative  shock  with  Kutapressin  therapy.  “The 
surgeon  at  the  operating  table  becomes  aware 
of  the  development  of  shock  by  the  reduction  in 
capillary  bleeding  and  darkening  of  the  venous 
blood.  Arterial  blood  remains  bright  as  long 
as  the  respiratory  mechanism  is  not  dis- 
turbed,” (12)  for  fluid  loss  from  hemorrhage 
during  surgery  is  capable  of  producing  shock. 

A peculiar  attitude  was  observed  on  the  part 
of  the  many  colleagues  who  discussed  this  ob- 
stetrical report.  They  could  not  understand  why 
a “perfectly  normal”  post-partum  reaction,  as 
exemplified  by  the  presence  of  lochias  which  in- 
variably follow  childbirth,  should  be  suppressed 
or  even  advocated.  According  to  some  colleagues, 
we  were  interfering  with  a normal  reaction  or 
bodily  response  which  naturally  follows  child- 
birth. Hence,  the  suppression  of  such  fluid  must, 
in  some  way,  interfere  with  nature’s  normal  re- 
sponse to  injury.  They  refused  to  accept  our  sug- 
gestions for  suppressing  such  fluid  losses,  and 
they  regarded  our  constrictive  therapy  as  a form 
of  meddling  in  the  normal  processes  which  are 
connected  with  modern  midwifery.  We  were  un- 
able to  comprehend  this  reactionary  attitude. 

Our  current  study  advocates  the  rapid  sup- 
pression of  post-operatively  biliary  discharges. 
Besides  the  reasons  for  controlling  these  dis- 
charges, which  have  been  mentioned  hereto- 
fore, the  patients  themselves  welcomed  this  pro- 
cedure. Massive  abdominal  dressings,  which  be- 
come soaked  with  such  unpleasant  biliary  drain- 
ages, have  the  tendency  to  stick  to  the  surgical 
areas,  and  thereby  making  such  patients  highly 
uncomfortable  and  quite  unhappy,  not  to  men- 
tion the  protracted  periods  of  convalescence 
which  this  undesirable  and  currently  routine 
procedure  produced  by  this  widely  used  prac- 
tice. 

Years  ago,  surgeons  thought  of  pus  as  being 
“laudable”  for  its  mere  presence  was  hailed  as  a 
good  sign  which  was  desirable  for  the  proper 
healing  of  wounds.  By  the  same  token,  and  al- 
though pus  is  no  longer  “laudable,”  many  sur- 
geons still  regard  copious  biliary  drainages  as 
being  necessary  to  help  clean  out  surgical 
wounds  which  follow  gall  bladder  surgery.  Such 
a concept  should  be  condemned  vigorously.  To 
that  end,  we  shall  present  the  following  thera- 
peutic measures  to  suppress  such  copious  biliary 
discharges  which  follow  such  surgery. 
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The  Met]iod 

Vasoconstriction  of  the  microcirculatory  com- 
ponents in  these  biliary  areas  tends  to  limit  the 
flow  of  such  biliary  drainage.  From  long  e.\- 
perience,  we  have  found  this  measure  can  be 
effected  quite  safely  and  efficaciously  through 
the  use  of  a non-to.xic,  injectable  derivative  from 
crude  liver.  The  trade  name  of  this  preparation 
is  Kutapressin.® 

Our  usual  pre  operative  procedure,  in  order  to 
control  the  pronounced  capillary  bleeding  which 
at  times  accompanies  surgery  of  all  types,  is  to 
administer  two  cubic  centimeters  of  Kutapressin 
subcutaneously  about  one  hour  before  surgery 
is  performed.  Other  pre-operative  medications 
are  administered  concomitantly  but  with  sepa- 
rate syringes  and  in  the  opposite  arm  of  the 
patient. 

As  the  patient  begins  to  convalescence  follow- 
ing surgery,  another  two  cubic  centimeter  dose 


of  Kutapressin  is  administered  twice  daily.  We 
have  observed  both  a rapid  cessation  of  biliary 
drainage,  plus  a more  rapid  healing  rate  for 
such  postoperative  wounds  with  the  use  of  this 
material.  There  are  no  known  contraindications 
for  the  use  of  this  microcirculatory  constricting 
preparation  which  we  employ  to  tamponade 
capillary  bleeding  and  also  tissue  drainage. 

Postoperative  Results  and  Observations 

Twelve  patients  constituted  the  experimental 
group  which  received  injections  of  Kutapressin 
subcutaneously  twice  daily  (morning  and  eve- 
ning) in  2 cc.  doses.  The  control  group  of  12 
patients  were  not  given  Kutapressin  at  any  time. 

The  main  items  for  comparison  between  the 
experimental  and  the  control  groups  were  ( 1 ) 
the  amount  of  biliary  drainage  (2)  the  amount 
of  capillary  bleeding  and  (3)  the  rate  of  wound 
healing  in  these  two  groups  of  patients. 


Ain’t.  Capillary 

Postoperative 

Postoperative 

- Bleeding 

Day  Biliary 

Day  Wound 

At  Surgery 

Drainage  Ceased 

Healed 

Without  Kutapressin 

Control 

Group 

Moderate 

7th  to  32nd  day 

14th  to  38th  day 

With  Kutapressin 

Experimental 

Group 

Slight 

1st  to  4th  day 

9th  to  18th  day 

E.xperience  has  proved  that,  although  there 
is  a marked  difference  in  these  two  groups,  it 
is  mandatory  to  continue  twice  daily  injections 
of  Kutapressin  until  the  patient’s  wound  is  en- 
tirely healed.  A too  early  discontinuance  of  such 
injections  causes  the  postoperative  discharge  to 
reappear.  This  presence  of  such  biliary  discharge 
will  then  be  observed  reaidly  on  the  patients’ 
abdominal  dressings. 

We  desire  to  again  direct  the  attention  of  our 
readers  to  the  fact  that  these  postoperative 
biliary  discharges  are  controlled  through  the 
constriction  of  the  dilated  microcirculatory  com- 
ponents in  such  a surgically  involved  area.  Since 
Kutapressin’s  pharmacologic  action  does  not  last 
indefinitely,  it  is  very  necessary  to  continue  the 
twice  daily  dosages  until  the  wound  becomes 
healed  properly  and  firmly. 


® Kutapressin  is  manufactured  by  the  Kremers-Urban  Company  of 
Milwaukee.  This  injectable  material  exerts  its  pharmacologic 
effect  by  constricting  the  dilated  microcirculation  which  ac- 
companies all  forms  of  inflammation  of  tissues  and  organs. 
This  preparation  does  not  raise  the  systemic  blood  pressure.  The 
material  is  non-allergenic,  and  it  is  practically  painless  upon 
injection. 


A similar  control  of  lochial  discharges  had  to 
be  continued  also  with  daily  Kutapressin  injec- 
tions as  had  those  serious  drainages  which  were 
observed  with  extensive  burns  and  with  certain 
diseases  of  the  integument  as  noted  in  cases  with 
poison  ivy  and  the  exudatory  dermatoses,  and 
wherever  marked  exudates  ( discharges ) oc- 
curred with  other  diseases. 

Recently,  the  question  arose  as  to  controlling 
the  marked  fluid  losses  which  accompany  those 
acute  idiopathic  diarrheas  in  infancy  through 
capillary  constriction.  Upon  first  thought,  this 
idea  may  strike  the  reader  as  being  a bit  far- 
fetched. However,  when  one  recalls  the  marked 
dilatory  state  of  the  microcirculatory  ailmentary 
components  in  most  cases  with  dysentery,  it  ap- 
pears quite  rational  to  vasoconstrict  these  dilated 
terminal  vessels  which  supply  the  diseased  and 
dilated  intestinal  microcirculatory  system.  Con- 
sequently, we  have  been  using  Kutapressin,  in 
one  cc.  doses,  for  the  treatment  of  such  idio- 
pathic acute  infantile  diarrheas  with  decided 
success.  The  reader  should  recall  that  those 
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marked  fluid  losses  which  accompany  such  dis- 
orders are  merely  another  form  of  exudation. 
Case  Histories  Involving  Postoperative 

Biliary  Discharges 

Two  seperate  cases  will  be  described  to 
demonstrate  the  marked  difference  we  noted 
with  and  without  Kutapressin  therapy.  The  first 
patient  was  a middle-aged  male  who  underwent 
a cholescystectomy  for  the  removal  of  a large 
sohtary  gall  stone.  This  patient  had  complained 
of  a generalized  malaise  which  was  accompanied 
by  periods  of  chills  with  sweating.  The  night 
prior  to  admission  in  the  hospital,  he  complained 
of  a severe  intense,  sharp  and  constant  pain  in 
his  gall  bladder  area.  Opiates  in  large  doses 
were  needed  to  control  the  pain  which  was  ac- 
companied by  partial  shock.  He  remained  in  the 
hospital  two  weeks  prior  to  surgery  in  order  to 
prepare  him  for  a cholecystectomy.  Following 
surgery,  he  discharged  a copious  amount  of 
bile-colored  drainage  in  his  abdominal  dressings 
for  a matter  of  32  days.  His  general  convales- 
cence was  very  slow  and  the  incision  did  not 
heal  well  so  that  the  area  became  scarred  badly. 

In  contradistinction  to  the  above  case  another 
middle-aged  patient  exhibited  a similar  solitary 
gall  bladder  stone  which  was  removed  with  a 
Collins-Thorek  approach  to  the  surgical  area. 
The  patient  was  given  2 cc.  dose  of  Kutapressin 
an  hour  prior  to  surgery,  and  a similar  dose  dur- 
ing the  afternoon  of  surgery.  This  proeedure  was 
repeated  twice  daily  without  interruption.  His 
wound  discharged  bile  through  the  Penrose 
drain  for  only  two  hours  after  he  returned  from 
the  operating  room.  The  drain  was  removed  the 
third  postoperative  day,  and  the  surgical  area 
was  completely  dry  and  remained  so  throughout 
the  period  of  his  convalescence  which  totaled 
two  weeks.  The  wound  was  very  firm  and  with- 
out a hypertrophic  scar.  His  original  dressing 
had  been  changed  on  the  third  postoperative 
day  when  the  drain  was  removed.  Not  enough 
biliary  discharge  escaped  to  stain  his  abdominal 
binder  at  the  time  this  first  dressing  was 
changed.  This  wound  remained  completely  dry 
when  all  dressings  were  removed  on  the  14th 
postoperative  day.  No  further  surgical  dressings 
were  necessary.  This  patient  showed  a much 
smaller  amount  of  postoperative  drainage  than 
is  usually  the  case  with  Kutapressin  therapy. 
However,  with  this  new  technic,  those  patients 
in  the  experimental  group  have  been  able  to 


conserve  those  highly  important  hematogenous 
elements  which  would  have  been  lost  through 
soaking  of  the  surgical  dressings,  had  not  this 
new  form  of  therapy  been  employed.  The  rapid 
convalescence  in  this  series  of  patients  was  un- 
eventful ( experimental  group ) . 

The  following  cases  were  taken  from  another 
series  of  patients  which  were  not  included  in 
the  control  and  experimental  groups  which  have 
been  described  heretofore. 

Case  1.  Mrs.  G.  H.  aged  45,  housewife,  entered 
the  hospital  because  of  a duodenal  fistula  follow- 
ing a gastrectomy  performed  elsewhere  one 
month  prior  to  present  admission.  Admitted 
because  her  family  physician  became  concerned 
over  the  bile  drainage.  After  surgical  consulta- 
tion, surgery  was  deferred  pending  the  admin- 
istration of  Kutapressin.  The  drug  was  used  and 
the  drainage  stopped  in  one  week. 

Case  2.  Mr.  W.  H.  aged  30  had  a cholecystec- 
tomy. On  the  third  postoperative  day  bile  ema- 
nated from  the  wound.  The  operating  surgeon 
asked  for  a consultation  prior  to  a reoperation 
for  what  he  believed  to  be  bile  flow  from  the 
cystic  duct  secondary  to  a slipped  ligature. 
Consultant  advised  Kutapressin  and  the  bile 
drainage  ceased  in  five  days. 

Cases  3 and  4.  In  two  instances  where  the 
common  duct  was  explored  and  a T tube  was 
inserted  in  the  common  duct,  Kutapressin  was 
given  immediately,  and  drainage  stopped  36 
hours  following  removal  of  the  T tube. 

It  might  be  very  expedient  to  remember  con- 
stantly that  all  discharges,  no  matter  where  their 
origin,  constitute  integral  and  important  com- 
ponents of  the  process  which  is  known  as  meta- 
bolism. To  disregard  and  do  nothing  about  such 
losses  is  to  place  the  patient  in  jeopardy,  par- 
ticularly if  those  elements,  which  have  drained 
from  the  patient,  are  not  replaced  properly  and 
promptly.  But  far  more  preferable  would  be 
the  institution  of  immediate  measures  which 
could  prevent  such  losses.  This  concept  and 
method  then,  constitutes  the  main  premise  of 
this  paper.  We  urge  the  conservation  of  these 
life-sustaining  fluids  through  the  proper  vaso- 
constriction of  the  dilated  microcirculation  in  all 
surgical  areas.  The  specific  pharmacologic  ac- 
tion, through  the  twice  daily  administration  of 
Kutapressin,  will  fulfill  the  clinician’s  wishes 
for  the  immediate  control  and  prevention  of 
fluid  losses  which  are  illustrated  by  all  un- 
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desirable  postoperative  biliary  discharges. 

We  have  discussed  the  problem  of  biliary 
discharges  with  other  surgical  colleagues,  whose 
reactions  seemed  to  be  based  upon  their  personal 
preferences  as  to  the  type  of  incisions  they  pre- 
ferred and  the  amount  of  biliary  discharges  their 
own  technics  produced.  Perhaps  in  no  specialty 
is  the  presence  of  individuality  more  pronounced 
than  it  is  with  surgeons.  Some  surgeons  feel  their 
personal  technics  are  the  best  and  other  methods 
will  not  suffice  as  well  as  do  those  methods 
which  they  employ. 

Graduates  of  a particular  medical  school  ap- 
pear to  adhere  to  those  teachings  they  receive 
while  students.  Other  surgeons  will  prefer  the 
technic  which  they  were  taught  during  their 
residencies.  One  particular  surgical  colleague 
informed  us  that  his  biliary  patients  never  e.\- 
hibited  such  troublesome  discharges  postoper- 
atively  as  we  have  discussed  during  the  course 
of  this  paper.  But  upon  examination  of  his 
actual  handicraft,  it  became  apparent  that  at 
least  one  of  his  patients  unfortunately  exhibited 
an  intense  biliary  discharge  which  persisted  for 
many  weeks. 

It  appears  quite  obvious,  therefore,  that  such 
troublesome  postoperative  biliary  discharges  do 
occur  in  spite  of  certain  well  established  sur- 
geons’ claims  that  they  rarely  see  such  a post- 
operative complication.  The  fact  remains  that 
this  postoperative  sequela  is  in  need  of  prompt 
rectification.  A sincere  trial  of  our  proposed 
method  will  soon  verify  or  disprove  our  thesis 
that  such  biliary  discharges  can  be  controlled 
promptly,  efficaciously  and  safely  through  the 
constrictive  pharmacologic  control  of  the  dilated 
microcirculation  in  such  surgical  areas. 


Summary 

A new  therapeutic  approach  for  the  control 
and  elimination  of  postoperative  biliary  dis- 
charges is  described  in  detail.  Use  is  made  of 
Kutapressin,  a non-toxic  and  non-allergenic  de- 
rivative produced  from  liver  which  possesses 
the  happy  property  of  constricting  the  dilated 
microcirculatory  components  in  postoperative 
biliary  areas  without  raising  the  systemic  blood 
pressure.  This  material  is  administered  sub- 
cutaneously in  2 cc.  doses  twice  daily.  Both 
the  dosage  can  be  increased  and  the  time  of 
administration  can  be  lessened  whenever  the 
condition  of  the  patient  warrants  such  a change 
in  order  to  control  these  postoperative  biliary 
discharges  adequately.  The  important  and  prac- 
tical reasons  for  employing  this  new  procedure 
are  discussed  at  length. 
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May  I EXTEND  GREETINGS  AND  BEST  WISHES  TO  THE  UNITED  STATES  AND 
MEXICO,  IN  DECEMBER  1957.  THIS  YOUNG  AND  VERY  VIGOROUS  SOCIETY 
DESERVES  THE  ACTIVE  PARTICIPATION  OF  ALL  MEMBERS  OF  THE  ARIZONA 
MEDICAL  ASSOCIATION,  NOT  ONLY  FROM  A PROFESSIONAL  STANDPOINT,  BUT 
CULTURALLY  AND  SOCIALLY  AS  WELL. 

I URGE  ALL  OF  YOU  TO  ATTEND. 

SINCE  THE  ASIAN  FLU  VACCINE  HAS  BECOME  AVAILABLE  IN  VERY  LIMITED 
SUPPLY,  THERE  HAVE  BEEN  ALL  SORTS  OF  RUMORS,  INCLUDING  BLACK  MAR- 
KET. MOST  OF  THESE  RUMORS  WHEN  RUN  DOWN  ARE  ONLY  THAT.  FOR  IN- 
STANCE, ALL  EMPLOYEES  OF  ONE  STORE  IN  PHOENIX  WERE  GIVEN  THE  FLU 
VACCINE.  IT  IS  TRUE  THAT  THEY  WERE  GIVEN  FLU  VACCINE,  BUT  IT  WAS  OLD 
A & B,  NOT  THE  ASIAN. 

OUR  GOVERNOR  HAS  STATED  THAT  HE  WOULD  TRY  TO  FIND  SOME  METHOD 
BY  WHICH  HE  COULD  HAVE  THE  STATE  HEALTH  DEPARTMENT  TAKE  OVER 
THE  DISTRIBUTION  OF  THE  VACCINE  IN  THE  STATE.  THE  STATE  HEALTH  DE- 
PARTMENT DOES  NOT  WISH  TO  BE  CAUGHT  IN  THE  POSITION  IT  WAS  WITH 
THE  POLIO  VACCINE.  IT  IS  MY  OPINION  THAT  THE  PRIVATE  DISTRIBUTION  IS 
THE  BEST  METHOD.  ANOTHER  SOURCE  OF  IRRITATION  HAS  BEEN  THE  PRAC- 
TICE OF  THE  DETAIL  MEN  OF  TAKING  ORDERS  DIRECT  FROM  PRIVATE  FIRMS 
AND  THE  SAME  ONES  ARE  ALSO  SHIPPING  TO  THE  PRIVATE  FIRMS  AND  TO 
SOME  DOCTORS,  BY-PASSING  THE  WHOLESALE  AND  RETAIL  OUTLETS. 

I WOULD  RECOMMEND  THAT  ALL  DOCTORS  DO  THE  BEST  THEY  CAN  TO  COM- 
BAT THE  HYSTERIA  THAT  HAS  BEEN  BUILT  UP  IN  THE  PUBLIC  PRESS  AND  DO 
EVERYTHING  THEY  POSSIBLY  CAN  TO  ALLOW  PROPER  DISTRIBUTION  THROUGH 
NORMAL  CHANNELS.  IF  PROVED  INCIDENTS  OF  BLACK  MARKETING  CAN  BE  OB- 
TAINED, I WOULD  SUGGEST  THAT  THE  GRIEVANCE  COMMITTEES  OF  YOUR 
COUNTIES  TAKE  PROPER  AND  PROMPT  ACTION  AGAINST  THE  VIOLATORS. 

C.  C.  CRAIG,  M.D. 

PRESIDENT 

ARIZONA  MEDICAL  ASSOCIATION,  INC. 
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Compatible  with  commo; 
Stable  for  24  hours  in 
solution  at  room  temperature,  Ave 
age  IV  dose  is  500  mg.  given  at  12 
hour  intervals.  Vials  of  100  mg.,  | 
250  mg.,  500  mg. 


THERAPEUTIC  BLOOD  LEVELS  ACHIEVED 


Many  physicians  advantageously  use 
the  parenteral  forms  of  ACHROMYCIN 
in  establishing  immediate,  effecti' 
antibiotic  concentrations.  With 
ACHROMYCIN  you  can  expect  prompt 
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TRAMUSCULAF^)  Used  to  start  a pa- 

regimen  immediately, 
for  patients  unable  to  take  oral 
dication.  Convenient,  easy-to-use, 
eally  suited  for  administration 
office  or  patient's  home.  Supplied 
single  dose  vials  of  100  mg.,  (no 
frigeration  required) . 


MINUTES  — SUSTAINED  FOR  HOURS 

ntrol,  with  minimal  side  effects, 
er  a wide  variety  of  infections  - 
asons  why  ACHROMYCIN  is  one  of  to- 
y's foremost  antibiotics. 


.E  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY.  PEARL  RIVER.  NEW  YORK 

. Pat.  Off. 
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CONTRIBUTORS 

The  Editor  sincerely  solicits  contributions  of  scientific 
articles  for  publication  in  ARIZONA  MEDICINE.  All  such 
contributions  are  greatly  appreciated.  All  will  be  given  equal 
consideration. 

Certain  general  rules  must  be  followed,  however,  and  the 
Editor  therefore  respectfully  submits  the  following  suggestions 
to  authors  and  contributors: 

1.  Follow  the  general  rules  of  good  English,  especially  with 
regard  to  construction,  diction,  spelling,  and  punctuation. 

2.  Be  guided  by  the  general  rules  of  medical  writing  as 
followed  bv  the  JOURNAL  OF  THE  AMERICAN  MEDICAL 
ASSOCIATION. 

3.  Be  brief,  even  while  being  thorough  and  complete.  Avoid 
unnecessary  words.  Try  to  limit  the  article  to  1500  words. 

4.  Read  and  re-read  the  manuscript  several  times  to  cor- 
rect it,  especially  for  spelling  and  punctuation. 

5.  Manuscripts  should  be  typewritten,  double  spaced,  and 
the  original  and  a carbon  copy  submitted. 

6.  Articles  for  publication  should  have  been  read  before 
a controversial  body,  e.g.,  a hospital  staff  meeting,  or  a 
county  medical  society  meeting. 

7.  Exclusive  Publication— Articles  are  accepted  for  publi- 
cation on  condition  that  they  are  contributed  solely  to  this 
Journal.  Ordinarily  contributors  will  be  notifed  within  60 
days  if  a manuscript  is  accepted  for  publication.  Every  effort 
will  be  made  to  return  unused  manuscripts. 

8.  Illustrations  — Ordinarily  publication  of  2 or  3 illustra- 
tions accompanying  an  article  will  be  paid  for  by  Arizona 
Medicine.  Any  number  beyond  this  will  have  to  be  paid  for 
by  the  author. 

9.  Reprints  — Reprints  must  be  paid  for  by  the  author 
at  established  standard  rates. 

The  Editor  is  always  ready,  willing,  and  happy  to  help 
in  any  way  possible. 


^The  On  n'ons  expressed  in  original  contributions  do  not  neces- 
sarily express  the  opinion  of  the  Editorial  Board.) 


PREPAREDNESS 

VER  SEVEN  years,  since  the  start  of  the 
Korean  war,  there  is  still  not  a satisfactory  civil 
defense  organization  in  onr  state.  Arizona  lags 
behind  in  efforts  to  properly  protect  its  people. 
Much  of  this  is  an  outgrowth  of  a tendency  to 
use  hackneyed  politicians  or  part-time  C.D. 
employees.  There  is  no  organization  to  evacuate 
our  people  from  the  major  communities  and 
establish  aid  facilities  in  the  outlying  districts. 

What  have  we  established  on  a state  level? 
Very  little.  Are  there  mobile  hospitals  available? 
Certainly,  there  should  be  two  immediately 
available  in  this  state,  with  the  number  that 
have  been  issued  throughout  the  nation.  Is  there 
co-ordination  with  the  public  health  depart- 
ment? None,  to  the  best  of  my  knowledge.  What 
steps  have  been  taken  by  civil  defense  and  the 
public  health  department  to  establish  a pro- 
gram to  be  followed  should  a catastrophe  oc- 
cur? None,  to  my  knowledge. 

What  alarm  system  is  available  in  Tucson  to 
permit  these  people  to  evacuate  this  target  site, 
the  home  of  Hughes  Falcon  Plant  and  Davis- 
Monthan  Air  Force  Base?  None,  even  though 
many  steps  and  many  comments  have  been  made 
that  these  systems  were  forthcoming. 

What  effort  has  been  made  to  integrate  the 
programs  of  the  various  cities  of  the  state,  or 
the  various  cities  of  the  Southwest?  None.  These 
are  steps  that  cannot  be  taken  after  the  bomb 
drops,  or  the  missile  arrives.  There  must  be  an 
alerting  mechanism.  There  must  be  a warning 
system,  an  evacuation  program,  and  then  an 
effort  made  to  care  for  the  people  once  they 
are  evacuated.  It  is  not  a hopeless  situation.  It 
is  a desperate  situation. 

How  many  of  you  have  attended  a civil  de- 
fense preparedness  program  or  meeting  in  your 
community?  If  you  have,  you  have  attended 
one  of  the  most  poorly  organized  meetings  with 
little  evidence  of  foresight  or  imagination.  Chaos 
in  a meeting!  How  can  confusion  from  the  C.D. 
organization  lead  to  anything  but  disorder,  if 
the  people  look  to  that  organization  for  leader- 
ship in  case  of  an  emergency? 

When  will  those  of  you  who  are  responsible 
for  the  medical  care  of  the  people  of  this  state 
become  so  dissatisfied  that  you  will  demand 
a more  efficient  organization  with  potential 
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powers  that  can  move  when  the  necessity  arises? 

D.W.N. 

"MAN,  MEDICINE,  AND 
MACHINES" 

NCREASING  blessings  have  always  brought 
increasing  responsibilities.  The  present  genera- 
tion has  certainly  been  blessed  with  a mul- 
tiplicity of  new  drugs  with  almost  miraculous 
efficacy  in  the  treatment  of  disease.  We  phy- 
sicians are  so  dazzled  by  the  beneficial  effect 
of  these  drugs  that  we  are  apt,  oftentimes,  to 
forget  the  side  effects  which  may  seriously  affect 
the  patients  judgment  and  interfere  with  his 
reactions.  The  patient  does  not  know  of  such 
side  effects  unless  we  tell  him,  and  is  even  more 
inclined  to  disregard  them  in  favor  of  the  bene- 
ficial effects  obtained.  In  an  age  when  most 
men  have  at  least  some  contact  with  potential 
dangerous  machinery,  such  as  driving  an  auto- 
mobile, piloting  a plane,  running  a train,  or 
operating  manufacturing  machinery,  such  dis- 
regard of  these  important  side  effects  of  present- 
day  drugs  can  be  disastrous. 

A very  timely  discussion  of  this  problem  has 
been  written  by  Dr.  J.  R.  Winston  of  Chicago, 
111.,  and  appears  in  the  July  1957,  issue  of  the 
Santa  Fe  Magazine.  Doctor  Winston  says  in 
part,  “As  medicine  and  machines  develop  into 
greater  and  greater  capacities  and  complexities, 
so  must  man’s  control  over  them  improve.  To 
exercise  proper  control,  man  must  become  in- 
creasingly alert  ...  he  must  use  good  judg- 
ment at  all  times  when  operating  his  machine, 
lest  it  change  from  a machine  of  pleasure  and 
progress  to  one  of  pain  and  destruction.”  Doctor 
Winston  then  points  out  how  a number  of  fac- 
tors can  influence  judgment  affecting  the  opera- 
tion of  such  machines,  and  adds  that,  “Some'  of 
the  newer,  and  some  not  so  new,  drugs  may 
under  certain  circumstances  also  compromise 
man’s  alertness.”  One  is  reminded  that  some 
of  the  older  drugs,  such  as  opium,  morphine  and 
alcohol  notoriously  affect  man’s  judgment. 
Among  the  newer  drugs  are  to  be  classed  the 
sedatives,  the  antihistamine  drugs,  the  depres- 
sants, the  tranquilizers,  and  drugs  used  in  the 
treatment  of  hypertension,  etc. 

We  should  not  forget  to  always  warn  the 
patient  during  the  use  of  such  drugs  and  to 
guard  against  the  development  of  a serious 
situation  in  the  operation  of  machines,  which 
endanger  either  the  patient  or  other  people. 

R.L.F. 


HOW  ASIAN  FLU  VACCINE  WILL 
BE  DIVIDED  AMONG  STATES 

S TATF  and  territories  listed  alphabetically,  and 
percent  of  vaccine  to  each  state  follows. 

Alabama,  1.9;  Arizona,  0.6;  Arkansas,  1.1;  Cali- 
fornia, 7.9;  Colorado,  1.0;  Connecticut  1.3;  Dela- 
ware, 0.2;  District  of  Col.  0.5;  Florida,  2.2; 
Georgia,  2.2;  Idaho,  0.4;  Illinois,  5.5;  Indiana  2.6; 
Iowa,  1.6;  Kansas,  1.2;  Kentucky,  1.8;  Louisiana, 
1.8;  Maine,  0.5;  Maryland,  1.7;  Massachusetts, 
2.8;  Michigan,  4.4;  Minnesota,  1.9;  Mississippi, 
1.3;  Missouri,  2.5;  Montana,  0.4;  Nebraska,  0.8; 
Nevada,  0.2;  New  Hampshire,  0.3;  New  Jersey, 
3.2;  New  Mexico  0.5;  New  York,  9.5;  North 
Carolina,  2.6;  North  Dakota,  0.4;  Ohio,  5.3;  Okla- 
homa, 1.3;  Oregon,  1.0;  Pennsylvania,  6.4;  Rhode 
Island,  0.5;  South  Carolina,  1.4;  South  Dakota, 
0.4;  Tennessee,  2.0;  Texas,  5.2;  Utah,  0.5;  Ver- 
mont, 0.2;  Virginia,  2.1;  Washington,  1.6;  West 
Virginia,  1.2;  Wisconsin,  2.2;  Wyoming,  0.2; 
Alaska,  0.1;  Hawaii,  0.3;  Puerto  Rico,  1.3;  Virgin 
Islands,  (O.OI);  Guam,  (0.02). 


EXCITING  NEWS  FOR 

HARD  of  HEARING 

DOCTOR: 

Maico's  Newest  Hearing  Aid  with  "Automatic 
Volume  Control"  Gives  Amazing  Results  For 
Those  Hard-to-Help  Nerve-loss  Cases.  May  we 
Suggest  That  You  Have  Your  Patient  Try  It. 

MfllCO 

Hearing  Aids -Audiometers 

Don't  Be  Satisfied  With  Less  Than  The  Best 

MAICO  of  PHOENIX 

HEARING  SERVICE 

212  W.  Adams  - Ph.  AL  8-0270 

WE  GUARANTEE  TO  THE  DOCTOR  AND  HIS  PATIENT 
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THE  MEDICAL  SOCIETY  OF  THE 
UNITED  STATES  AND  MEXICO 

Arizona  Medicine  becomes  the  official  organ 
of  the  new  organization 

I T WAS  back  in  1954  that  Drs.  H.  E.  Thomp- 
son, W.  R.  Manning  and  R.  E.  Hastings,  while 
in  Mazatlan,  Sinaloa,  Mexico,  on  the  occasion 
of  giving  some  scientific  papers,  were  asked 
by  local  medical  leaders  to  give  of  their  counsel 
and  organizational  experience  in  setting  up  a 
Medical  Society  of  Southern  Sinaloa. 

As  a by-product  of  their  successfully  com- 
pleted mission  in  Mazatlan,  the  idea  of  a medical 
society  of  the  United  States  and  Mexico,  ger- 
minated. Fertilized  by  spreading  discussion  of 
the  subject,  increasing  support  and  enthusiasm 
from  colleagues  on  both  sides  of  the  border  and 
a little  tincture  of  time  that  allowed  maturation, 
the  idea  was  brought  to  fruition  at  the  first  or- 
ganizational meeting  which  took  place  in  Tuc- 
son, Arizona  and  which  was  attended  by  a 
Founder’s  group  of  both  eountries.  It  was  called 
to  order  on  Nov.  24,  1956  at  the  Pioneer  Hotel. 
Although  two  scientific  papers  were  presented, 
the  time  was  spent  primarily  on  organization 
matters:  the  basic  purpose  of  the  society  having 
been  enunciated  and  agreed  upon,  committees 
having  been  set  up  to  edit  a constitution,  ar- 
range a program  for  the  next  meeting  and  set 
up  machinery  for  enrollment  and  membership. 

A much  larger  group  of  physicians  from 
Mexico  and  the  United  States  gathered  for  the 
second  conclave  at  the  Gandara  Hotel  in  Her- 
mosillo,  Sonora,  Mexico  on  March  16,  1957.  The 
constitution  and  by-laws  submitted  by  the  con- 
stitution committee  were  gone  over,  as  well  as 
the  table  of  organization,  the  bilingual  versions 
being  equated.  Scientific  papers  were  pre- 
sented, and  a banquet,  through  the  courteous 
hospitality  of  the  Hon.  Alvaro  Obregon,  gov- 
ernor of  Sonora,  closed  the  meeting. 

An  even  better  attended  session  took  place  in 
Mazatlan,  Sinaloa,  in  May  of  this  year,  where  a 
general  assembly  approved  the  constitution  and 
elected  offieers  as  follows; 

President,  Dr.  H.  E.  Thompson,  Tucson,  Ariz. 

President-elect,  Dr.  H.  G.  Guevara,  Mazatlan, 
Sin.  Mex. 


Vice  President,  Dr.  W.  R.  Manning,  Tucson, 
Ariz. 

Secretary  for  U.  S.,  Dr.  J.  E.  Fonseca,  Tucson, 
Ariz. 

Secretary  for  Mex.,  Dr.  A.  L.  Guevara,  Guada- 
lajara, Jal.  Mex. 

Treasurer  for  U.  S.,  Dr.  R.  E.  Hastings,  Tuc- 
son, Ariz. 

Treasurer  for  Mex.,  Dr.  R.  M.  Alvarez,  Maz- 
atlan, Sin.  Mex. 

Co-ordinating  Committee: 

Dr.  H.  E.  Thompson,  Dr.  H.  G.  Guevara,  Dr. 
J.  Chavez  and  Dr.  W.  R.  Manning. 

The  following  committees  were  appointed: 

1.  Governors’  committee  — for  the  purpose  of 
official  government  liaison  and  intercession  as 
well  as  for  governmental  representation  in  our 
society. 

2.  Educational  committee  — for  promotion  of 
ideas  and  benefits,  particularly  at  the  post-gradu- 
ate, house  officer  and  fellowship  level. 

3.  Contagious  diseases  committee  — with  a 
mission  to  deal  in  epidemiology  and  international 
sanitary  projects  of  common  interest. 

4.  Editing  committee  — assigned  the  task  of 
clearing,  editing  and  translating  the  publica- 
tions of  interest  to  the  society  or  published  on 
behalf  thereof. 

The  following  committees  were  appointed: 
EDUCATIONAL  COMMITTEE 

Chairman:  Dr.  Ignacio  Chavez,  Guadalajara, 
Jal.,  Mex.;  Chairman:  Dr.  C.  Cans,  Morenci, 
Arizona;  Dr.  A.  Topete,  Guadalajara,  Jal.,  Mex.; 
Dr.  G.  Griffith,  Los  Angeles,  California;  Dr.  M. 
Lockie,  Buffalo,  New  York;  Dr.  L.  Dragstedt, 
Chicago,  Illinois;  Dr.  G.  Madrid,  Hermosillo, 
Sonora,  Mex.;  Dr.  J.  A.  Alvarez,  Mexico,  D.  F.; 
and  Dr.  Guillermo  Alanilla,  Mexico,  D.  F. 

EDITING  COMMITTEE 

Dr.  Darwin  Neubauer,  Tucson,  Arizona;  Dr. 
J.  J.  Vazquez  Romo,  Hermosillo,  Sonora,  Mexico; 
Dr.  Hector  Guevara,  Mazatlan,  Sinaloa,  Mex.; 
Dr.  A.  Guevara,  Mexico,  D.  F.;  Dr.  M.  Car- 
reras, Tucson,  Arizona;  and  Dr.  Juan  Fonseca, 
Tucson,  Arizona. 

GOVERNORS’  COMMITTEE 

Chairman:  Dr.  Norman  Ross,  Phoenix,  Ari- 
zona; Chairman:  Dr.  C.  Tapia,  Hermosillo, 

Sonora,  Mex.;  Dr.  Ignacio  Chavez,  Guadalajara, 
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falisco,  Mex.;  and  Dr.  Hector  Guevara,  Mazatlan, 
Sinola,  Mex. 

COMMITTEE  ON  CONTAGIOUS  DISEASES 

Chairman:  Dr.  Amado  Ruiz  Sanchez,  Guada- 
lajara, Jalisco,  Mex.;  Chairman:  Dr.  M.  Carreras, 
Tucson,  Arizona;  Dr.  Fernando  Garcia  Robles, 
Cuilacan,  Sin.,  Mex.;  Dr.  Luis  de  Alba  Luna, 
Mazatlan,  Sin.,  Mex.;  Dr.  Francisco  Agraz,  Los 
Mochis,  Sin.,  Mex.;  Dr.  Carlos  Selva,  Navajoa, 
Son.,  Mex.;  Dr.  G.  Soberanes,  Hermosillo,  Son., 
Mex.;  Dr.  E.  Riva  Magallon,  Magdalena,  Son., 
Mex.;  Dr.  David  Flores  Guerra,  Nogales,  Son., 
Mex.;  Dr.  Humberto  Rosas,  Navajoa,  Son.,  Mex.; 
Dr.  Mario  Garcia  Montreiul,  Baja  California, 
Mex.;  Dr.  Horatio  Quentinella,  Mazatlan,  Sin., 
Mex. 

Dr.  Zenos  Noon,  Nogales,  Arizona;  Dr.  Calven 
Williamson,  Yuma,  Arizona;  Dr.  L.  D.  Beck, 
Phoenix,  Arizona;  Dr.  A.  J.  DiPinto,  Phoenix, 
Arizona;  Dr.  H.  Ketcherside,  Phoenix,  Arizona; 
Dr.  Donald  Hill,  Tucson,  Arizona;  Dr.  W.  Fee, 
Tucson,  Arizona;  Dr.  D.  Heim,  Tucson,  Arizona; 
Dr.  J.  Fritz,  Tucson,  Arizona;  Dr.  WilHam 
Wharton,  Tucson,  Arizona;  Dr.  Ellis  Browning, 
Springerville,  Arizona;  Dr.  Albert  Harris,  Globe, 
Arizona;  and  Dr.  Donald  Wilson,  Safford,  Ari- 
zona. 

A well  represented  scientific  session  was  en- 
joyed by  all  in  which  a bilingual  presentation 
of  papers  made  the  unanimous  appreciation  of 
the  material  possible. 

Plans  were  then  set  for  the  forthcoming  meet- 
ing, to  be  held  in  Tucson,  Arizona,  at  the  Santa 
Rita  Hotel  on  Dec.  5,  6 and  7,  1957. 

A complete  copy  of  the  program  for  that 
session  is  to  be  found  at  the  end  of  this  article. 
Invitations  have  been  sent  not  only  to  all  prac- 
ticing physicians  in  Arizona,  Sonora,  Sinaloa  and 
Jalisco,  but  also  to  a few  interested  American 
physicians  of  both  countries  as  well  as  to  the 
governors  of  the  four  states  mentioned,  some  of 
whom  have  honored  us  with  their  acceptance. 

Invitations  for  the  December  meeting  in  Tuc- 
son and  reply  cards  were  mailed  to  all  phy- 
sicians in  the  State  of  Arizona,  as  well  as  some 
in  other  states.  They  were  also  sent  to  all  phy- 
sicians of  record  in  Mexico,  in  the  states  of 
Sonora  and  Sinaloa.  It  is  expected  that,  through 
the  Mexican  secretary,  similar  invitations  were 
mailed  in  the  State  of  Jalisco.  All  these  physicians 
were  also  given  the  opportunity  to  submit  en- 
tries for  the  scientific  program.  A surprisingly 
large  number  of  addressees  have  replied  indi- 


cating their  intention  to  attend.  Those  who  are 
working  hard  to  set  up  a successful  meeting  are 
gratified.  If  any  of  the  readers  have  not  re- 
ceived an  invitation  and  would  like  to  be  present, 
they  can  fill  out  and  mail  the  questionnaire  to 
be  found  at  the  end  of  this  announcement  and 
mail  it  at  their  earliest  opportunity.  We  are 
happy  to  announce  that  the  Santa  Rita  Hotel 
in  Tucson  is  offering  a discount  to  our  Mexican 
colleagues  attending  the  meeting.  Thanks  to  a 
comparable  generosity  on  the  part  of  the  “Pa- 
cifico  del  Sur”  Mexican  Railroad,  obtained 
through  the  good  offices  of  Dr.  I.  Ghavez  of 
Guadalajara,  a 50  per  cent  reduction  is  being 
offered  in  railroad  fares  to  those  who  attend 
the  meeting. 

The  Medical  Society  of  United  States  and 
Mexico  and  the  editors  of  Arizona  Medicine 
feel  privileged  to  announce  that  at  a recent 
meeting  of  representatives  of  both,  this  Journal 
accepted  a request  from  the  society,  that  this 
publication  become  its  official  organ.  The  so- 
ciety is  grateful  and  plans  to  make  use  of  the 
Journal  freely,  for  announcements,  statements  of 
policy,  as  well  as  for  publication  of  scientific 
papers  by  its  members.  We  all  envision  a future 
of  co-operative  productivity. 

It  is  planned  to  mail  the  Journal  to  the 
Mexican  and  other  members  free  of  charge. 
It  is  also  planned  to  reproduce  the  material 
of  interest  to  the  society  members  in  both 
languages. 

We  look  forward  to  the  success  of  Arizona 
Medicine’s  new  role  in  greatly  contributing  to 
the  realization  of  the  ideals  of  the  Medical  So- 
ciety of  the  United  States  and  Mexico,  especially 
in  facilitating  the  binational  scientific  and  per- 
sonal liaison  that  we  all  cherish  so  much. 

HEADQUARTERS:  Santa  Rita  Hotel, 
Tucson,  Arizona  — December  5,  6,  7,  1957 
Wednesday,  Dec.  4 
Registration  at  the  Santa  Rita  Hotel 
Thursday,  Dec.  5 
9 A.M.  toll  A.M. 

Gommittee  Meetings 

Education  Committee 

Room  — See  Lobby  Directory 

Ghairmen:  Dr.  I.  Ghavez  and  Dr.  G.  Ganz 

Governors’  Committee 

Room  — See  Lobby  Directory 

Ghairmen:  Dr.  G.  Tapia  and  Dr.  Norman  Ross 

Editing  Committee 

Room  — See  Lobby  Directory 
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Chairmen;  Dr.  J.  J.  Vazquez  Romo  and  Dr. 
M.  A.  Carreras 

Contagious  Disease  Committee 
Room  — See  Lobby  Directory 
Chairmen:  Dr.  Amado  R.  Sanchez  and  Dr. 
M.  A.  Carreras 

11  A.M.  - 12:30  P.M. 

Executive  Committee 
Room  — See  Lobby  Directory 
President,  Dr.  H.  E.  Thompson  and  President- 
elect, Dr.  H.  G.  Guevara 

12:30  - 2 P.M.  - Lunch 
Members  and  wives  — ( Style  Show ) 

2 P.M.  - 5 P.M. 

General  Assembly 
Free  Night 

Friday,  Dec.  6 

9 A.M.  - 12  Noon 
Scientific  Assembly 

12-2  P.M. 

Lunch 

2 P.M.  - 5 P.M. 

Scientific  Assembly 

6:30 -8  P.M. 

Social  Hour 

8 P.M.  - 1 A.M. 

Dinner  Dance 

Saturday,  Dec.  7 

10  A.M.  - 12  Noon 
Executive  Committee 
Davis-Monthan  Tour 
University  Tour 

Recreation 

Golf 

6 P.M. 

Social  Hour 
T.M.C.  - 50 

Auxiliary  Dinner  and  Show 

QUESTIONAIRE 

For  those  who  have  not  already  mailed  it  in. 
Dear  Dr. 

□ I plan  to  attend  the  next  meeting  of  the  So- 
ciety of  United  States  and  Mexico  in  Tucson, 
Dec.  5,  6 and  7. 

[71  I will  be  accompanied  by  my  wife. 

[7  1 will  not  be  able  to  attend. 

□ 1 am  already  a paid  member. 

[7  I am  not  a member,  but  would  like  to  join. 

[7  1 am  not  on  the  mailing  list  of  Arizona  Medi- 
cine, but  would  like  to  receive  it. 

Name  

Address  


LA  SOCIEDAD  MEDICA  DE  LOS 
ESTADOS  UNITED  DE  AMERICA 
Y MEXICO 

Arizona  Medicine  se  hace  el  organo  oficial 
de  la  nueva  Sociedad. 

UE  EN  el  aho  1954  que  los  Doctores  H.  E. 
Thompson  y W.  R.  Manning  y R.  E.  Hastings 
durante  su  estancia  en  Sinaloa,  Mexico  con  el 
motive  de  presentar  unos  escritos  cientifcos 
fueron  requeridos  por  los  lideres  medicos  locales 
a dar  su  consejo  y e.xperiencia  organizacional 
par  desarrolla  una  Sociedad  Medica  del  Sur  de 
Sinaloa. 

Como  parte  de  su  exito  en  Mazatlan  germino 
la  idea  de  una  Sociedad  Medica  de  los  Estados 
Unidos  de  America  y Mexico.  Fertilizada  por 
extensas  discusiones  sobre  la  idea,  el  soporte 
creciente  y entusiasta  de  colegas  de  ambos  lados 
de  la  frontera  y un  poco  de  tiempo  jDara 
madurar,  la  idea  produjo  fruto  en  la  primera 
reunion  organizadora  que  tuvo  lugar  en  Tucson, 
Arizona  y que  fue  atendida  por  el  Grupo  Fun- 
dador  de  ambos  paises.  La  reunion  fue  llamada 
a orden  en  Novienbre  24,  1956  en  el  Hotel 
Pioneer.  Aunque  dos  escritos  cientificos  fueron 
presentados,  el  tiempo  se  uso  principalmente  en 
asuntos  de  organizacion.  Los  propositos  basicos 
de  la  Sociedad  fueron  enunciados  y aprobados, 
y comites  fueron  nombrados  para  escribir  una 
constitucion,  coordinar  el  programa  para  la  re- 
union siguiente  y preparar  la  maquinaria  para 
registros  y socios. 

Un  grupo  mucho  mayor  de  Medicos  de  Estados 
Unidos  y Mexico  se  reunio  para  el  segundo 
conclave  en  el  Hotel  Gandara  en  Hermosillo, 
Sonora,  Mexico  en  Marzo  16,  1957.  La  con- 
stitucion y reglamentos  sometidos  por  el  Comite 
de  Constitucion  fueron  examinados  asi  como 
la  tabla  de  organizacion  y fueron  presentadas  en 
ambos  idiomas.  Hubieron  varias  presentaciones 
cientificas  y un  banquete,  presentado  por  la  cor- 
tesia  y hospitalidad  del  Honorable  Alvaro  Obre- 
gon,  Gobernador  de  Sonora,  clausuro  la  reunion. 

El  primer  congreso  de  la  Sociedad,  acudido 
por  un  gran  numero  de  medicos  se  celebro  en 
Mazatlan,  Sinaloa,  en  Mayo  de  este  aho.  La 
asamblea  general  aprobo  la  constitucion  y eligio 
los  siguientes  directivos: 

Presidente,  Dr.  H.  E.  Thompson,  Tucson,  Ari- 
zona. 

Presidente  electo.  Dr.  H.  G.  Guevara,  Ma- 
zatlan, Sin.,  Mex. 
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Vice  Presideiite,  Dr.  W.  R.  Manning,  Tucson, 
Arizona. 

Secretario  por  los  E.  U.,  Dr.  J.  E.  Fonseca, 
Tucson,  Arizona. 

Secretario  por  Alexico,  Dr.  A.  L.  Guevara, 
Guadalajara,  Jal.,  Mex. 

Tesorero  por  los  E.  U.,  Dr.  R.  E.  Hastings, 
Tucson,  Arizona. 

Tesorero  por  Mexico,  Dr.  R.  M.  Alvarez,  Ma- 
zatlan.  Sin.,  Alex. 

Comite  Coordinador: 

Dr.  H.  E.  Thompson,  Dr.  H.  G.  Guevara,  Dr. 
J.  Chavez,  and  Dr.  W.  R.  Manning. 

Los  siguientes  comites  fueron  nombrados: 

1.  Comite  de  Gobernador  — para  el  proposito 
de  liaison  e intercesion  oficial  de  los  gobiernos 
y representacion  gubernamental  en  la  Sociedad. 

2.  Comite  de  Educacion  — para  la  promocion 
de  cambio  internacional  de  ideas  sobre  edu- 
cacion Medica,  particularmente  al  nivel  de  post 
graduado,  internos  y becarios. 

3.  Comite  de  Enfermedades  Contagiosas  — 
para  interesarse  en  asuntos  de  epidemiologia 
y proyectors  de  salubridad  internacional  de  in- 
tereses  comunes. 

4.  Comite  Editorial  — con  la  tarea  de  in- 
vestigar,  editar  y traducir  las  publicaciones  de 
interes  a la  Sociedad  o publicar  articulos  para 
la  Sociedad. 

Los  siguientes  comites  fueron  designados: 

COAIITE  DE  EDUCACION 

Presidente:  Dr.  Ignacio  Chavez,  Guadalajara, 
Jal.,  Mex.;  Presidente:  Dr.  C.  Cans,  Morenci, 
Arizona;  Dr.  A.  Topete,  Guadalajara,  Jal.,  Mex- 
ico; Dr.  G.  Griffith,  Los  Angeles,  California; 
Dr.  Al.  Lockie,  Buffalo,  New  York;  Dr.  L.  Drag- 
stedt,  Chicago,  Illinois;  Dr.  G.  Madrid,  Hermo- 
sillo,  Sonora,  Alexico;  Dr.  J.  Acedo,  Hermosillo, 
Sonora,  Mexico;  Dr.  J.  A.  Alvarez,  Alexico,  D.  F.; 
y Dr.  Guillermo  Alamilla,  Mexico,  D.  F. 

COAIITE  EDITORIAL 

Presidente:  Dr.  M.  A.  Carreras,  Tucson,  Ari- 
zona; Presidente:  Dr.  J.  J.  Vazquez  Romo,  Her- 
mosillo, Sonora,  Mexico;  Dr.  Hector  Guevara, 
Mazatlan,  Sinola,  Mexico;  Dr.  A.  Guevara, 
Mexico,  D.  F.;  Dr.  D.  W.  Neubauer,  Tucson, 
Arizona;  y Dr.  Juan  Fonseca,  Tucson,  Arizona. 

COMITE  DE  GOBIERNOS 

Presidente:  Dr.  Norman  Ross,  Phoenix,  Ari- 
nora,  Mexico;  Dr.  Ignacio  Chavez,  Guadalajara, 
Jalisco,  Mex.;  y Dr.  Hector  Guevara,  Mazatlan, 
Sinola,  Mexico. 


COAIITE  DE  ENFERAIEDADES 
CONTAGIOSAS 

Presidente:  Dr.  Amado  Ruiz  Sanchez,  Guada- 
lajara, Jalisco,  Mex.;  Presidente:  Dr.  M.  Carreras, 
Tueson,  Arizona;  Dr.  Fernando  Garcia  Robles, 
Culiacan,  Sin.,  Alex.;  Dr.  Luis  de  Alba  Luna, 
Mochis,  Sin.,  Mex.;  Dr.  Carlos  Selva,  Navajoa, 
Son.,  Mex.;  Dr.  G.  Soberanes,  Hermosillo,  Son., 
Mex.;  Dr.  E.  Rivera  Magallon,  Alagdalena,  Son., 
Mex.;  Dr.  David  Flores  Guerra,  Nogales,  Son., 
Alex.;  Dr.  Humberto  Rosas,  Navajoa,  Son.,  Mex.; 
Dr.  Mario  Garcia  Montreiul,  Baja  California, 
Mex.;  Dr.  Horatio  Quentinella,  Mazatlan,  Sin., 
Mex. 

Dr.  Zenos  Noon,  Nogales,  Arizona;  Dr.  Calven 
Williamson,  Yuma,  Arizona;  Dr.  L.  D.  Beck, 
Phoenix,  Arizona;  Dr.  A.  J.  DiPinto,  Phoenix, 
Arizona;  Dr.  H.  Ketcherside,  Phoenix,  Arizona; 
Dr.  Donald  Hill,  Tucson,  Arizona;  Dr.  W.  Fee, 
Tucson,  Arizona;  Dr.  D.  Heim,  Tucson,  Arizona; 
Dr.  J.  Fritz,  Tucson,  Arizona;  Dr.  Wilham 
Wharton,  Tucson,  Arizona;  Dr.  Ellis  Browning, 
Springerville,  Arizona;  Dr.  Albert  Harris,  Globe, 
Arizona;  and  Dr.  Donald  Wilson,  Safford,  Ari- 
Arizona;  and  Dr.  Donald  Wilson,  Safford,  Ari- 
zona. 

Se  gozo  de  una  sesion  cientifica  bien  repre- 
sentada  y la  presentacion  bi-lingual  hizo  posible 
la  apreciacion  unanime  del  material  presentado. 
Los  planes  para  la  siguiente  reunion  fueron 
hechos.  Esta  reunion  se  llevara  a cabo  en  Tuc- 
son, Arizona  en  el  Hotel  Santa  Rita  en  Deciem- 
bre  5,  6 y 7 de  1957. 

Una  copia  completa  del  programa  para  esta 
sesion  se  haya  al  final  de  este  articulo.  Invi- 
taciones  han  sido  enviadas  no  solo  a todos  los 
medicos  de  Arizona,  Sonora,  Sinaloa,  y Jalisco 
sino  tambien  a varios  medicos  Americanos  de 
otros  estados  que  estan  interesados  asi  como  a 
los  oficiales  de  Salubridad  Publica  de  ambos 
paises  y a los  gobernadores  de  los  cuatro  estados 
mencionados  de  los  cuales  algunos  nos  han 
honrado  con  su  aceptacion. 

Invitaciones  y tarjetas  de  respuesta  para  la 
sesion  en  Diciembre  en  Tucson  han  sido  man- 
dadas  por  correo  a todos  los  medicos  de  Arizona 
y otros  estados  y a todos  los  medicos  registrados 
en  los  Estados  de  Sonora  y Sinaloa.  Esperamos 
que  invitaciones  hayan  sido  tambien  transmitidas 
a los  medicos  de  Jalisco  por  medio  del  Secretario 
por  Mexico.  A todos  estos  medicos  se  les  ha 
ofrecido  la  oportunidad  de  someter  articulos 
para  el  programa  cientifico. 

Un  gran  numero  ha  contestado  indicando  su 
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intencion  de  atender  la  reunion.  Los  socios  que 
estan  que  eston  trabajando  con  entusiasmo  para 
prepara  la  reunion  estan  agradecidos.  Si  alguno 
de  los  lectores  no  ha  recibido  una  invitacion  y 
le  agraderia  estar  presente  pueden  completar  y 
mandar  el  cuestionario  al  final  de  este  escrito. 

Nos  alegramos  en  anunciar  que  el  Hotel  Santa 
Rita  ofrece  un  descuento  a nuestros  colegos  de 
Me.xico  que  vengan  a esta  sesion  y gracias  a la 
generosidad  del  Ferrocarril  “Pacifico  del  Sur” 
y al  interes  del  Dr.  I.  Chavez  de  Guadalajara 
un  descuento  de  50%  ha  sido  ofrecido  para  el 
pasaje  de  los  que  viajen  a Tucson  para  atender  la 
sesion. 

La  Sociedad  Medica  de  los  Estados  Unidos 
Y Mexico  y los  Editores  de  Arizona  Medicine 
se  consideran  privilegiados  al  anunciar  que  en 
una  reciente  reunion  de  representantes  de  ambas 
instituciones  esta  Revista  acepto  la  peticion  de 
la  Sociedad  que  esta  publicacion  sea  el  organo 
oficial.  La  Sociedad  esta  agradecida  y espera 
usar  la  Revista  frecuentemente  para  anuncios, 
declaraciones  y publicacion  de  articulos  cienti- 
ficos  de  sus  socios.  Todos  vislumbrainos  un  gran 
futuro  de  productividad  inutua. 

La  revista  sera  enviada  gratis  a los  socios. 
Tambien  se  espera  reproducir  el  material  de 
interes  a los  miembros  de  la  Sociedad  en  ambosi 
idiomas. 

Todos  anticipamos  el  exito  de  la  nueva  par- 
ticipacion  de  “Arizona  Medicine”  en  la  con- 
tribucion  a la  realizacion  de  los  ideales  de  la 
Sociedad  Medica  de  Estados  Unidos  y Mexico, 
especialmente  en  facilitar  la  coalicion  binacional 
cientifica  y personal  que  todos  deseamos. 
CUARTEL  GENERAL:  Santa  Rita  Hotel, 
Tucson,  Arizona  — Diciembre  5,  6,  7,  1957 
Miercoles,  Die.  4 

Registro  en  el  Hotel  Santa  Rita 
] neves.  Die.  5 
9 A.M.  - 11  A.M. 

Reunion  de  Coinites 

Comite  de  Educacion 

Sala  — Presidente:  Dr.  I.  Chavez  y Dr.  C.  Cans 

Comite  de  Gobiernos 

Sala  — 

Presidente:  Dr.  Norman  Ross  y Dr.  C.  Tapia 

Comite  Editorial 

Presidente:  Dr.  M.  A.  Carreras  y J.  J.  Vazquez 
RomO 

Comite  de  Enfermedades  Contagiosas 

Presidente:  Dr.  Amado  Ruiz  Sanchez  y Dr. 
M.  A.  Carreras 


11  A.M.  - 12:30  P.M. 

Comite  Ejecutivo 
Sala  — 

12:30  — 2 P.M.  Almuerzo 
Socios  y Esposas  ( E.xhibicion  de  Modas ) 
Presentacion  de  Huespedes  Distinguidos 
2 P.M.  - 5 P.M. 

Asamblea  General 
Noche  Libre 

Viernes,  Die.  6 

9 A.M.  - 12  P.M. 

Asamblea  Cientifica 

12 -2  P.M. 

Almuerzo 

2 P.M.  - 5 P.M. 

Asamblea  Cientifica 

6:30  - 8 P.M. 

Hora  Social 

8 P.M.  - 1 A.M. 

Comida  y Baile 

Sabado,  Die.  7 

10  A.M.  - 12  P.M. 

Comite  Ejecutive 

Paseo  por  la  Base  Aerea  Davis-Monthan 

Paseo  por  la  Universidad 

Recreacion 

Golf 

Paseo  por  la  Universidad 
6 P.M. 

Hora  Social 

Comida  y E.xhibicion  por  el  Departamento 
Auxiliar  del  Tucson  Medical  Center 

CUESTIONARIO 

Para  aqiiellos  quien  no  lo  ban  enviado. 

Dr.  Juan  E.  Fonseca,  Secretario 
Soc.  Med.  De  E.E.U.U.  y Mexico 
2409  E.  Adams 
Tucson,  Arizona 
Estimado  Dr. 

□ Deseo  asistir  a la  proxima  reunion  de  la  Soc. 
Med.  de  E.E.U.U.  y Mex.  en  Tucson,  Ariz. 
el  5,  6,  7,  de  Die.  proximo. 

□ Ire  acompanado  de  mi  esposa. 

□ No  podre  asistir. 

□ Ya  soy  socio. 

□ No  soy  socio  pero  deseo  inscribirme. 

□ Deseo  recibir  copia  mensual  de  la  revista 
Arizona  Medicine. 

Nombre  

Direccion  

Ciudad  
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Pro-Banthine®  “proved  almost  invariably 
effective  in  the  relief  of  ulcer  pain, 

in  depressing  gastric  secretory  volume  and  in 
inhibiting  gastrointestinal  motility 


*^Our  findings  were  documented  by  an  in- 
tensive and  personal  observation  of  these 
patients  over  a 2-year  period  in  private  prac- 
tice, and  in  two  large  hospital  clinics  with 
close  supervision  and  satisfactory  follow-up 
studies.”* 

Among  the  many  clinical  indications  for 
Pro-Banthine  (brand  of  propantheline  bro- 
mide), peptic  ulcer  is  primary.  During 
treatment,  Pro-Banthine  has  been  shown 
repeatedly  to  be  a most  valuable  agent  when 
used  in  conjunction  with  diet,  antacids  and 
essential  psychotherapy. 

Therapeutic  utility  and  effectiveness 


of  Pro-Banthine  in  the  treatment  of  peptic 
ulcer  are  repeatedly  referred  to  in  the  recent 
medical  literature. 

Pro-Banthine  Dosage 

The  average  adult  oral  dosage  of  Pro- 
Banthine  is  one  tablet  (15  mg.)  with  meals 
and  two  tablets  at  bedtime. 

G.  D.  Searle  & Co.,  Chicago  80,  Illinois. 
Research  in  the  Service  of  Medicine. 


*Lichstein,  J.;  Morehouse,  M.G.,  and  Osmon,  K.L.: 
Pro-Banthine  in  the  Treatment  of  Peptic  Ulcer.  A 
Clinical  Evaluation  with  Gastric  Secretory,  Motil- 
ity and  Gastroscopic  Studies.  Report  of  60  Cases, 
Am.  J.  M.  Sc.  232:156  (Aug.)  1956. 
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"the  value  of  analgesic  and  tranquilizing  agents 
should  be  clearly  recognized  in  the  management  of  [angina] . . 


new  for  angina 

^eMTAEAYTHKiTOW  IIUMO  Of 
TCTftANtTIIATC  MVPROXYZmE 


links  freedom  from  anginal  attacks  with  a shelter 


‘'Jwr  r jn?-^  wgi  m 


In  pain.  Anxious.  Fearful.  On  the  road  to  cardiac  in- 
validism. These  are  the  pathways  of  angina  patients. 
For  fear  and  pain  are  inextricably  linked  in  the 
angina  syndrome. 

For  angina  patients— perhaps  the  next  one  who 
enters  your  office— won’t  you  consider  new  cartrax? 
This  doubly  effective  therapy  combines  petn  (pen- 
taerythritol  tetranitrate)  for  lasting  vasodilation  and 
ATARAX  for  peace  of  mind.  Thus  cartrax  relieves 
not  only  the  anginal  pain  but  reduces  the  concomi- 
tant anxiety. 

Dosage  and  supplied:  begin  with  1 to  2 yellow  tab- 
lets (10  mg.  PETN  plus  10  mg.  atarax)  3 to  4 times 
daily.  This  may  be  increased  for  maximal  effect  by 
switching  to  pink  tablets  (20  mg.  petn  plus  10  mg. 
ATARAX).  In  bottles  of  100. 

CARTRAX  should  be  taken  before  meals,  on  a contin- 
uous dosage  schedule.  Use  with  caution  in  glaucoma. 

1.  Russek,  H.  I.:  J.  Am.  Geriat.  Soc.  4:877  (Sept.)  1956. 
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PRINCIPLES  OF  MEDICAL  ETHICS 
AMERICAN  MEDICAL  ASSOCIATION 
P 

I REAMBLE.  These  principles  are  intended  to 
aid  physicians  individually  and  collectively  in 
maintaining  a high  level  of  ethical  conduct.  They 
are  not  laws  but  standards  by  which  a physician 
may  determine  the  propriety  of  his  conduct  in 
his  relationship  with  patients,  with  colleagues, 
with  members  of  allied  professions,  and  with  the 
public. 

Section  1.  The  principal  objective  of  the  medi- 
cal profession  is  to  render  service  to  humanity 
with  full  respect  for  the  dignity  of  man.  Phy- 
sicians should  merit  the  confidence  of  patients 
entrusted  to  their  care,  rendering  to  each  a full 
measure  of  service  and  devotion. 

Section  2.  Physicians  should  strive  continu- 
ally to  improve  medical  knowledge  and  skill, 
and  should  make  available  to  their  patients  and 
colleagues  the  benefits  of  their  professional  at- 
tainments. 

Section  3.  A physician  should  practice  a meth- 
od of  healing  founded  on  a scientific  basis;  and 
he  should  not  voluntarily  associate  professionally 
with  anyone  who  violates  this  principle. 

Section  4.  The  medical  profession  should 
safeguard  the  public  and  itself  against  physicians 
deficient  in  moral  character  or  professional  com- 
petence. Physicians  should  observe  all  laws, 
uphold  the  dignity  and  honor  of  the  profession 
and  accept  its  self-imposed  disciplines.  They 
should  expose,  without  hesitation,  illegal  or  un- 
ethical conduct  of  fellow  members  of  the  pro- 
fession. 

Section  5.  A physician  may  choose  whom 
he  will  serve.  In  an  emergency,  however,  he 
should  render  serviee  to  the  best  of  his  ability. 
Having  undertaken  the  care  of  a patient,  he 
may  not  neglect  him;  and  unless  he  has  been  dis- 
charged he  may  discontinue  his  services  only 
after  giving  adequate  notice.  He  should  not 
solicit  patients. 

Section  6.  A physician  should  not  dispose  of 
his  services  under  terms  or  conditions  which 
tend  to  interfere  with  or  impair  the  free  and 
complete  exercise  of  his  medical  judgment  and 
skill  or  tend  to  cause  a deterioration  of  the  qual- 
ity of  medical  care. 

Section  7.  In  the  practice  of  medicine  a 
physician  should  limit  the  source  of  his  profes- 
sional income  to  medical  services  actually  ren- 
dered by  him,  or  under  his  supervision,  to  his 


patients.  His  fee  should  be  commensurate  with 
the  services  rendered  and  the  patient’s  ability 
to  pay.  He  sohuld  neither  pay  nor  receive  a 
commission  for  referral  of  patients.  Drugs,  re- 
medies or  appliances  may  be  dispensed  or  sup- 
plied by  the  physician  provided  it  is  in  the 
best  interests  of  the  patient. 

Section  8.  A physician  should  seek  consul- 
tation upon  request;  in  doubtful  or  difficult  cases; 
or  whenever  it  appears  that  the  quality  of  medi- 
cal service  may  be  enhanced  thereby. 

Section  9.  A physician  may  not  reveal  the  con- 
fidences entrusted  to  him  in  the  course  of  medi- 
cal attendance,  or  the  deficiencies  he  may  ob- 
serve in  the  character  of  patients,  unless  he  is 
required  to  do  so  by  law  or  unless  it  becomes 
necessary  in  order  to  protect  the  welfare  of  the 
individual  or  of  the  community. 

Section  10.  The  honored  ideals  of  the  medi- 
eal  profession  imply  that  the  responsibilities  of 
the  physieian  extend  not  only  to  the  individual, 
but  also  to  society  where  these  responsibilities 
deserve  his  interest  and  participation  in  activities 
which  have  the  purpose  of  improving  both  the 
health  and  the  well-being  of  the  individual  and 
the  community. 


DOCTORS  ARE  CITIZENS,  TOO 

T 

1 HESE  notes  are  presented  to  the  members 
of  the  medical  profession,  who  wish  to  partici- 
pate as  responsible  citizens  in  the  congressional 
elections  in  their  own  localities,  but  who  are 
concerned  at  the  efforts  of  medicine’s  critics  to 
deny  this  privilege  by  designating  such  acts  as 
“political  meddling.” 

Printed  below  are  simple  notes  delineating 
what  a doctor  may  or  may  not  do,  under  the 
law,  in  connection  with  all  federal  elections. 

LEGAL  ASPECTS  OF  DOCTORS’  POLITICAL 
ACTIVITIES. 

1.  Legally,  it  is  imperative  that  doctors  who 
engage  in  active  support  of  candidates  for  of- 
fice do  so  as  individual  citizens  — and  not  under 
the  auspices  of  their  medical  societies. 

2.  The  American  Medical  Association  cannot 
legally  contribute  to  or  expend  funds  in  support 
of,  or  in  opposition  to,  candidates  for  federal 
office. 

3.  State  and  county  medical  societies,  whether 
incorporated  or  not,  are  subject  to  the  same 
limitation. 
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4.  The  law  prohibits  a medical  society  from: 

0.  Endorsing  a candidate,  where  it  involves 

expenditure  of  general  corporate  funds, 

b.  Contributing  funds  to  any  candidate  for 
federal  office, 

c.  Using  medical  society  letterheads  or  fa- 
cilities in  advancing  work  in  behalf  of 
a candidate, 

(/.  Sponsoring  any  other  form  of  advertis- 
ing material  for  a candidate. 

5.  Individuals  forming  political  committees 
must  not  make  use  of  any  official  position  or 
office  which  they  may  hold  or  occupy  in  any 
organization  of  a medical  society  nature. 

6.  These  limitations,  which  appear  in  the 
Hatch  Act,  the  Corrupt  Practices  Act  and  the 
new  Criminal  Code,  are  sometimes  violated  by 
careless  or  uninformed  citizens. 

7.  American  doctors  must  conduct  their  poli- 
tical activities  wholly  within  the  law. 

THE  POSITIVE  SIDE 

1.  It  is  the  right  and  duty  of  every  citizen 
aggressively  to  further  the  candidacy  of  any 
qualified  candidate  for  federal  office  and  actively 
to  oppose  the  candidacy  of  any  candidate  felt  to 
be  unqualified. 

2.  Any  group  of  citizens,  whether  on  a na- 
tional, state  or  county  level,  can,  as  individuals, 
form  political  action  committees  for  this  pur- 
pose. 

POLITICAL  ACTION  COMMITTEES 

1.  Local  political  committees,  operating  with- 
in a single  state,  are  not  required  to  file  detailed 
reports  of  expenditures  and  contributions. 

2.  A committee  operating  in  two  or  more 
states,  or  as  a branch  or  subsidiary  of  any  na- 
tional committee,  must  so  file. 

WHAT  YOU  CAN  DO  AS  AN  INDIVIDUAL 

1.  Contribute  personally  any  sum  up  to  a 
maximum  of  $5,000  to  or  on  behalf  of  a candidate 
for  federal  office. 

2.  Solicit  and  receive  contributions  for  the 
same  purpose,  except  from  those  persons  who 
are  prohibited  from  contributing  — for  example, 
from  persons  on  relief,  or  persons  holding  con- 
tracts with  the  federal  government. 

3.  Actively  manage  political  campaigns  or  par- 
ticipate in  them  by  writing,  speaking  or  other- 
wise advocating  a candidate’s  election. 

SOME  OF  THE  DOS  AND  DONTS 

I.  Anonymous  handbills  and  pamphlets  are 
both  illegal  and  unethical. 


The  law  requires  that  the  name  of  any  person 
or  political  committee  sponsoring  campaign  cir- 
culars or  posters,  and  the  names  of  responsible 
officers  of  any  such  committee,  appear  on  the 
printed  material. 

2.  No  corporation,  whether  for  profit  or  not, 
can  make  any  contribution  or  expenditure  of  cor- 
porate funds  for  the  purchase  of  newspaper  ad- 
vertising or  radio  time  in  connection  with  any 
federal  election. 

3.  Medical  societies  not  only  have  a right, 
but  an  obligation,  to  participate  in  registration 
drives  and  “Get  out  the  vote”  campaigns,  where 
the  purpose  is  to  encourage  people  to  exercise 
their  right  of  franchise,  rather  than  to  support 
any  given  candidate. 

4.  A medical  society  can  endorse  a candidate 
editorially  in  the  regularly  published  periodical 
of  the  society,  if  the  cost  of  publishing  the  per- 
iodical is  financed  by  separate  and  segregated 
subscriptions  and  advertising.  Distribution  must 
be  confined  to  subscribers. 

5.  A medical  society  can  write  a letter  to  any 
member  of  congress  or  any  other  federal  official, 
commending  him  on  his  stand  on  a medical 
issue,  or  it  can  publish  an  editorial  in  its  journal 
or  official  publication,  commending  him.  But  a 
medical  society  cannot  endorse  his  candidacy 
where  it  involves  expenditure  of  general  cor- 
porate funds. 

6.  What  are  the  practicalities  of  effective  doc- 
tor-participation of  election  campaigns? 

It  is  recognized  that  every  doctor  should  be- 
come a crusading  citizen  at  a time  when  our 
whole  American  way  of  life  is  threatened. 

How  can  doctors  make  their  influence  felt  most 
effectively? 

What  can  they  do  that  will  mean  votes  at  the 
polls  on  election  day? 

a.  Furnish  direction  for  the  profession  in  your 
community. 

b.  Register  entire  family  and  vote. 

c.  Solicit  every  doctor  in  your  community  to 
spend  his  full  energy  to  fight  in  every  possible 
way  passage  of  laws  for  the  socialization  of  medi- 
cine. 

7.  From  experience  in  many  states,  a few  doc- 
tors as  citizens  can  set  up  a medical-dental  com- 
mittee or  a healing  arts  committee.  This  type 
of  committee  in  a congressional  election  means 
action  on  the  basis  of  good  citizenship. 

8.  This  committee,  in  most  circumstances,  is 
organized  as  a branch  of  the  general  campaign 
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committee  of  a candidate.  It  takes  on  the  spe- 
cific job  of: 

a.  Mobilizing  all  who  are  affiliated  with  health 
activities. 

h.  Financing  its  activity  through  collections 
from  its  own  group. 

9.  After  the  initial  organizing  committee  is 
established,  it  nomnally  reaches  out  for  financial 
support  and  mass  membership  through  a hard- 
hitting letter  to  all  members  of  the  profession 
and  allied  groups  — clearly  defining  the  issue 
involved  and  appealing  for  membership  and  ac- 
tive participation  in  the  campaign. 

10.  General  meetings  are  sometimes  held  to 
supplement  the  letter  appeal  for  members. 

Give  out  specific  instructions  and  assign  spe- 
cific duties  to  the  volunteer  workers. 

11.  Decide  on  a simple  plan  of  campaign 
which  can  be  interpreted  clearly  and  put  into 
operation  with  a minimum  of  time  and  energy. 

12.  Without  doubt  the  most  effective  single 
mission  doetors  can  perform  in  a eongressional 
campaign,  in  most  districts,  is  a thoroughgoing 
letter-writing  job,  beamed  to  his  friends  and 
patients  — persorial  letters,  signed  by  the  doctor 
on  his  professional  letterhead,  and  mailed  in  his 
own  envelopes. 

It  must  be  re-emphasized  that  political  ac- 
tion committees  of  this  nature,  which  lend  their 
support  to  candidates  for  federal  office,  must 
be  independently  organized  by  individual  doc- 
tors. They  cannot,  in  any  way,  be  subsidiaries 
of  medical  societies,  and  neither,  legally,  can 
the  American  Medical  Association. 

JESSE  D.  HAMER,  M.D. 

Ghairman  — Medical-Legal  Gommittee 

J.A.M.A.  CLINICAL  ABSTRACTS  OF  DIAGNOSIS 
AND  TREATMENT 

edited  by  I.  Phillips  Frohman,  M.D.  564  pages.  (1957)  Grune 
& Stratton.  $5.50. 

From  the  preface:  “From  the  abstracts  appear- 
ing in  the  past  year  I have  selected,  for  this  vol- 
ume, those  which  I consider  to  pertain  most  di- 
rectly to  the  two  most  important  aspects  of 
clinical  medicine  — diagnosis  and  treatment.  If 
my  efforts  have  been  successful,  the  result  should 
represent,  in  one  handy  volume,  the  cream  of 
the  year’s  medical  literature  in  a highly  con- 
densed form.  However,  this  volume  is  more 
than  just  a collection  of  selected  abstracts,  for 
they  have  been  organized  in  a manner  which 
was  not  possible  when  they  were  originally  pub- 
lished in  the  Journal.”  ...  I.  Phillips  Frohman, 
M.D. 

Stacey’s  Medical  Books.  San  Francisco. 


EVERY  WOMAN 
WHO  SUFFERS 
IN  THE 
MENOPAUSE 
DESERVES 
"PREM  ARIN: 

widely  used 
naturcL  oral 
estrogen 


AYERST  LABORATORIES 
New  York,  N.  Y.  • Montreal,  Canada 
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An  Ethical  Professional 
Service  for  Your  Patients 
Founded  1936 


ONE  MINUTE 

Doctor,  have  you  ever  taken  one  minute 
I to  look  around  your  office  to  see  the  [ 

j amount  of  time  and  money  that  is  spent 

in  handling  and  collecting  the  over-due 
; bills  owed  you?  Your  time  is  your  most 

valuable  commodity  and  time  alone  is 
I recommendation  for  you  to  find  a more 

efficient  service  to  avoid  collection 
I problems.  i 

I 

i W 

i It  only  takes  one  minute  to  suggest  to  f 

I your  patient  the  Medical  and  Dental  | 

i Budget  Plan. ...  A plan  that  allows  him  l 

1 to  pay  in  small  monthly  payments.  ...  | 

A plan  that  saves  your  most  valuable  { 

commodity,  your  time,  for  your  more 
I important  work. 


First  Street  at  WiUetta  • Phoenix  AI  8-7758 
507  Valley  Nat’l.  Bldg. -Tucson  MA  3-9421 
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RX.,  DX.,  AND  DRS. 

By  Guillermo  Osier,  M.D. 


T 

1 HE  WESTERN  TUBERCULOSIS  CONFER- 
ENCE was  held  in  Phoenix  in  September.  It  gave 
Arizonans  a rare  chance  to  entertain  this  group, 
and  to  hear  its  non-medical  discussions.  It  elected 
an  Arizona  anti-tuberculosis  worker  to  the  presi- 
dency (Mrs.  E.  B.  Thode).  ...  It  also  presented  a 
brief  and  neat  PROGRAM  FOR  CHEST  SPE- 
CIALISTS, and  they  turned  out  very  well,  in  con- 
junction with  the  Arizona  Trudeau  Society.  Dr. 
Sanders  of  Milwaukee,  a young  but  world-known 
authority,  spoke  on  “dusty  diseases.”  Dr.  Roger 
Mitchell  of  Denver  (and  formerly  Trudeau  San. 
at  Saranac  Lake)  pondered  over  what  we  know, 
and  don’t  know,  about  emphysema.  Dr.  Furcolow 
of  Missouri,  entitled  to  be  called  “Mr.  Histoplas- 
mosis,” discussed  a movie  about  his  disease  and 
himself.  The  “mystery  cases”  of  Dr.  “Osier”  Oat- 
way of  California  were  not  much  of  a puzzle  to 
the  Arizona  audience  — tho  they  were  tough  cases. 
. . . The  Western  TB  Conference  is  composed  of 
representatives  from  eight  Western  states,  plus 
Alaska  and  Hawaii. 


A surgical  society  with  the  following  partial  list 
of  speakers  might  be  considered  very  fortunate.  It 
included  Ochsner  of  New  Orleans,  Priestley  and 
Harrington  of  Mayo's.  John  Jones  of  Los  Angeles. 
Puestow  of  Chicago,  Cole  of  Cleveland,  Kaltreider 
of  Baltimore,  Harken  of  Boston,  et  al.  . . . Where 
would  you  guess  the  meeting  was  held?  The 
OGDEN  SURGICAL  SOCIETY.  OF  OGDEN, 
UTAH.  They  must  have  a uranium  mine. 


We  have  no  conception  of  the  INCIDENCE  OF 
BRONCHITIS  in  England  and  Wales.  It  is  said 
to  be  20  to  50  times  greater  than  in  Scandinavian 
countries,  for  instance.  The  English  blame  it  on 
burning  coal,  with  greater  air  pollution.  Infec- 
tion, and  smoking,  and  the  climate  are  also  fac- 
tors which  add  to  the  bronchitic’s  problem.  . . . 
Kings  and  commoners  alike  are  affected,  tho  the 
opportunity  of  the  poorer  groups  to  escape  is  less. 
Actually  the '-chance  to  minimize  the  several  fac- 
tors is  not  very  great;  what  can  you  do  about 
climate,  coal,  and  even  infection?  . . . Smoking  is 
a hopeless  problem.  If  a relationship  to  cancer 
scares  people  so  that  American  cigarette  sales 
RISE,  what  can  be  done  about  English  bronchitis? 
You  might  as  well  live  in  Los  Angeles! 

Two  odd  "anaesthesias"  have  recently  been  des- 
cribed. Both  are  known  better  for  other  purposes. 
. . . PYRIBENZAMINE  solution  is  used  now  for 
topical  effect  in  the  bladder,  the  ears,  the  esopha- 
gus. etc.  Did  you  ever  hold  a tablet  on  your 
tongue  while  waiting  a moment  before  washing 
it  down?  . . . Analgesia  is  also  said  to  be  caused 
by  CHLORPROMAZINE,  better  known  as  a tran- 
quilizer, when  it  is  combined  with  morphine  or 
meperidine. 


Abner  Fuchs  of  New  York  has  a few  interesting 
points  to  make  concerning  the  “COLD-TYPE  ILL- 
NESSES”. . . . They  are  caused  by  a host  of  viral 
and  bacterial  agents.  . . . Fifty  per  cent  of  those 
with  “cold”  symptoms  have  allergy  as  a cause 
(allergic  coryza,  or  allergic  rhinitis).  They  are 
usually  due  to  airborne  substances,  with  food  be- 
ing an  occasional  cause.  The  nasal  membranes 
may  be  boggy,  and  they  may  contain  eosinophiles. 
Antihistamines  helps,  but  are  not  a substitute 
for  allergic  treatment.  . . . The  APC  viruses  (ade- 
noid-pharyngeal-conjunctival) have  been  shown  to 
be  caused  by  at  least  17  viral  strains.  They  do 
not  cause  the  nonfebrile,  running-nose  type  of 
infection.  A vaccine  is  being  tried,  but  it  is  of  no 
use  in  the  “common  cold.”  (It  is  probable  that  an 
epidemic  in  the  Tucson  schools  this  spring  was 
due  to  the  APC  viruses). 


The  AVOCATION  OF  A DOCTOR  is  often  in- 
teresting, sometimes  startling.  An  important  phy- 
sician should  be  most  newsworthy.  The  special  in- 
terest of  the  president  of  the  AMA,  Dr.  David 
Allman,  should  be  of  greatest  interest  — and  is. 
He  has  been  MEDICAL  DIRECTOR  OF  THE  AT- 
LANTIC CITY  MISS  AMERICA  PAGEANT  for 
the  past  36  years.  . . . Dr.  Allman  has  improved/ 
spoiled  the  pageant  by  changing  it  from  beauty 
to  culture. 


A national  Sunday  newspaper  article  has  made 
a list  of  possible  MEDICAL  “BREAKTHROUGHS” 
in  the  next  10  years.  This  pattern  considers  the 
“victories”  of  the  past  10  years,  including  cortisone, 
tranquilizers,  antibiotics,  anti-TB  drugs,  polio  vac- 
cine, etc.  It  also  considers  progress  and  new 
knowledge  on  the  10  possible  future  discoveries. 
. . . Penicillin  reactions  should  be  eliminated  in 
1957  by  a new  drug  which  clears  penicillin  from 
the  body  in  a few  hours.  Blood  clots  may  not 
only  be  prevented  but  dissolved  by  1958.  Vac- 
cines for  viruses  which  involve  the  lungs  may  be 
available  by  1959.  A measles  vaccine  is  in  sight 
for  1960.  Drugs  to  alter  mental  behavior,  and 
allow  adaptation  to  daily  stress  are  on  the  list 
for  ’61.  Knowledge  about  arteriosclerosis  may  ma- 
ture by  1962.  A better  drug  for  diabetes  will  be 
here  in  1963.  Alcoholism  may  be  better  fought 
by  an  anti-enzyme  in  ’64.  Synthesis  of  a hormone 
to  stimulate  the  gonads  to  production,  and  to  de- 
crease sterility,  is  possible  for  1965.  The  mystery 
of  schizophrenia  may  yield  to  blood  analysis  by 
1966.  And  by  1967  there  may  be  a chemotherapy 
for  one  or  more  forms  of  cancer.  . . . Anyone  want 
to  take  a five  out  of  10  parlay? 


The  Ayersf  Laboratories  continue  lo  u^ge  the 
use  of  "Premarin,"  intravenously,  FOR  BLEED- 
ING of  various  sorts.  . . . They  have  a "reasonable 
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DOCTOR,  NOW  YOU  CAN  OWN 

PERMANENT  LIFE  INSURANCE 

$100,000.00  PROTECTION 

AT  LESS  THAN  THE  COST  OF  TERM 


FOR  EXAMPLE  THE  FIRST  YEAR  COST  IS  AS  FOLLOWS: 


Age  30  

35 

40  

45 

Issue  Ages  (20  to  65) 


$359.84 

$462.55 

$620.68 

$860.92 


If  you  would  like  to  read  the 
widely  discussed  book— 

^‘THE  GRIM  TRUTH 
ABOUT  LIFE  INSURANCE’’ 


A copy  will  be  made 
available  to  you 
Call  or  write: 


Paul  Boyajian  & Associates -AM  5-5906 

1827  W.  Camelback  Rd.,  Phoenix,  Arizona 


Your  Name 

Age  at  Nearest  Birthday 

Address 

City  State 

Amount  of  Insurance  Desired 

Appro.  Tax  Bracket 

All  Replys  Are  Considered  Confidential 
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inlerprelalion"  of  fhe  action,  with  evidence  that 
it  leads  to  a prompt  and  marked  elevation  of  ac- 
celerator globulin  (also  known  as  Factor  V,  pro- 
accelerin,  or  labile  factor),  an  increase  in  the  level 
of  prothrombin,  and  a fall  in  the  level  of  anti- 
thrombin. . . . There  is  no  toxicity,  it  says,  and 
the  endocrine  function  is  not  disturbed  by  short- 
term usage.  . . . The  drug  has  been  used  to  "effect 
hemostasis  in  well  over  400,000  cases,"  which  is 
more  than  we've  seen  lately. 


Every  now  and  then  A NEW  MEDICAL  TERM 
becomes  part  of  the  language,  sometimes  before 
we  know  it.  If  it  is  specialized  or  complex,  we 
can  only  hope  that  it  will  be  simplified,  or  go 
away.  If  it  is  chemical  or  physiologic,  as  most  of 
them  are,  we  are  usually  stuck  with  it.  . . . “Pro- 
perdin” is  a system  in  chemistry  which  contributes 
to  our  immune  mechanism.  It  is  called  a “natural 
RESISTANCE  TO  INFECTION,”  and  was  des- 
cribed by  Pillemer  and  associates  at  Western  Re- 
serve in  Cleveland  in  1954.  It  was  publicly  dis- 
cussed this  year  at  the  New  York  Academy  of 
Sciences.  . . . Properdin  is  effective  only  when 
combined  with  all  four  components  of  serum  com- 
plement, plus  magnesium.  Properdin  levels  are 
low  after  infection,  shock,  et  al.,  unrelated  to  age, 
sex,  etc.,  but  are  specific  for  various  animal  spe- 
cies, with  the  highest  in  the  resistant  rat,  lowest  in 
the  susceptible  guinea  pig,  and  medium  in  us  hu- 
mans. It  is  said  to  be  separate  from  gamma 
globulin  effect.  . . . Don’t  try  too  hard  to  remem- 
ber details  about  it,  since  there  are  a few  skeptics 
(who  probably  graduated  the  same  year  we  did), 
and  quite  a lot  of  work  remains  to  be  done  on  the 
subject. 


..Here's  a report  which  we'll  have  to  take  "on 
trust."  The  Squibb  Institute  for  Medical  Research 
says  that  "Renografin"  is  a wonderful  new  con- 
trast medium  for  INTRAVENOUS  UROGRAPHY. 
. . . They  put  out  a very  fine  booklet  with  nine 
articles  by  workers  from  Maryland  to  Oregon, 
and  from  Detroit  and  New  York  to  Florida.  . . . 
One  group  said  that  it  had  the  same  efficiency 
and  toxicity  as  two  other  media.  Others  said  it 
was  better.  . . . Sounds  good.  Looks  good.  Maybe 
so. 


MISUSE  OF  TRANQUILIZER  DRUGS  is  pro- 
viding as  much  information  as  a study  of  normal 
dosages.  E.  C.  Hiestand  reports  on  the  effects  of 
ingestion  (with  suicidal  intent)  of  90  to  95  tablets 
of  meprobromate.  She  became  comatose,  and 
a low  BP,  fast  pulse  and  rate  of  breathing.  There 
was  no  sensory  response  and  muscle  tone  was  ab- 
sent. Amphetarmine  was  tried,  but  stopped,  since 
it  affects  other  CNS  areas.  An  oral  airway  was 
established.  02  was  given,  and  mucus  aspirated. 
Phenylephrine  was  given  with  5 per  cent  dex- 
trose, IV.  She  began  to  respond  in  18  to  24  hours 
and  was  awake  and  alert  at  72  hours.  All  lab. 
tests  were  normal,  tho  the  urine  had  the  fruity 


odor  of  meprobromate.  Time  seemed  to  have 
been  more  effective  in  this  case  than  drug  ther- 
apy. . . . Another  Ohio  clinic  (Allen  and  Black) 
report  the  use  of  Levarterenol  and  cerebral  electro- 
stimulation for  ingestion  of  32  to  40  tablets  of 
meprobromate.  The  respiratory  and  vasomotor 
collapse  seemed  notably  to  be  helped  by  the  stim- 
ulation, and  the  patient  regained  consciousness 
in  15  hours. 


Here  comes  the  attack  on  NON-FAT  DIETS,  a 
counteraction  to  those  who  have  been  urging  its 
use  for  prevention  of  arteriosclerosis.  . . . Dr.  L.  J. 
Baer,  a Dearborn  heart  specialist,  told  the  Mich- 
igan Dietetic  Ass'n.  that  the  liver  and  kidneys 
may  be  irreparably  harmed  by  the  attempts  to 
eliminate  unsaturated  fatly  acids  from  the  diet. 
. . . Diels  should  be  prescribed  by  a well-trained 
physician.  They  can  be  cut  to  a 25  per  cent  fat 
content  and  still  be  safe,  says  he. 


Constancy  in  anything  could  be  a major  good 
quality.  In  writing  for  publication  it  certainly  is, 
and  even  bad  but  regular  columnists  have  become 
well  known.  . . . The  Ohio  State  Medical  Journal 
has  a good  and  constant  writer  who  has  specialized 
in  such  a way  that  he  is  widely  read  and  quoted. 
Dr.  Harry  Wein  of  Mansfield,  Ohio,  writes  a column 
which  consists  of  about  10  paragraphs.  Each  one 
DESCRIBES  THE  DERIVATION  OF  A MEDICAL 
OR  PARA-MEDICAL  WORD.  ...  In  a recent  ser- 
ies he  tells  about  such  words  as  gene,  genetics, 
genital,  giddy,  ginglymus,  glutens,  and  gnat.  Did 
you  know  that  “giddy”  came  from  the  Anglo- 
Saxon  “gydig”  (meaning  “God-held,  or  possessed 
by  gods  or  demons”),  by  way  of  the  derivation, 
“giddian”  (meaning  “to  be  merry”)? 


INJURIES  OF  THE  HAND 

by  Ronald  Furlong,  F.R.C.S.  215  pages.  Illustrated  (1957)  Little, 
Brown.  $9. 

An  “instruction  manual”  deals  simply  and  ad- 
mirably with  common  injuries  of  hand  and  wrist. 
Injuries  to  soft  tissue  and  bone  are  discussed 
as  to  relevant  anatomy  and  techniques.  Infec- 
tions are  considered,  but  therapy  in  burns  and 
the  more  elaborate  phases  of  reconstructive  sur- 
gery are  omitted.  This  should  be  useful  to  sur- 
geons who  deal  infrequently  with  these  prob- 
lems. 

Stacey’s  Medical  Books,  San  Francisco. 

Office  Space  For  Rent 
31  West  Camelback  Rd. 
Phone  CR  7-3337 
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when  anxiety  and  tension  "erupts” in  the  G.  I.  tract.,, 

IN  GASTRIC  ULCER 


PATH  I BAM  ATE 

Meprobamate  with  PATH  I LON®  Lederle 

Combines  Meprobamate  {400  mg'.)  the  most  widely  prescribed  tranquilizer  . . . helps  control 
the  “emotional  overlay”  of  gastric  ulcer  — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . . with  PATHILON  {25  mg.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 

*Trademark  ® Registered  Trademark  for  Tridihexethyl  Iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMIO  COMPANY,  PEARL  RIVER,  NEW  YORK 


WITCH  DOCTORS  SELDOM  WORRY! 


They  don't  even  keep  clean.  The  messier  they 
look,  the  better  their  patients  like  it!  Not  so  in 
America  where  patients  feel  for  dust  on  window 
sills  in  doctors'  offices  . . . make  mental  notes  . . . 
draw  conclusions.  Every  detail  makes  an  impression 
for  better  or  for  worse. 

Lighting  is  especially  important.  And  we  don't 
want  your  patients  to  take  a dim  view  of  you!  Why 
not  call  one  of  our  offices  today  for  a free  lighting 
check  and  information  about  "light  conditioning?" 


ARIZONA 


j^ubEic  Service 


YOUR  LOCALLY  MANAGED  TAXPAYING  UTILITY 
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PHS  COMMITTEE  ADVISES  ONE  CC 
SHOT  OF  ASIAN  FLU  VACCINE 

A public  health  service  advisory  committee  has 
recommended  that  adults  be  vaccinated  with 
1 CC  of  Asian  influenza  vaccine,  but  says  that 
two  doses  of  a tenth  of  a cc  each  are  acceptable 
for  children  under  the  age  of  five.  The  chil- 
dren’s doses  should  be  given  a week  apart,  in- 
jected intracutaneously,  PHS  says.  Recently  an 
American  Medical  Association  committee  rec- 
ommended that  “each  physician  decide  for  him- 
self ” whether  to  use  1 cc  subcutaneously,  or 
one-tenth  of  a cc  intracutaneously  for  both 
adults  and  children. 

PHS  said  its  committee  made  its  recommen- 
dation after  considering  both  methods.  The 
announcement  said: 

“The  committee  considered  the  question  of 
intracutaneous  inoculations  of  0.1  cc  of  vaccine 
versus  the  present  recommendation  of  1.0  cc 
subcutaneously.  It  was  recognized  that  infor- 
mation from  previous  outbreaks  concerning  the 
effectiveness  of  influenza  vaccine  was  obtained 
from  studies  in  which  vaccine  was  administered 
subcutaneously,  not  intracutaneously.  However, 
there  was  general  agreement  that  influenza  anti- 
body levels  may  be  obtained  by  the  intracutane- 
ous route  which  are  comparable  with  those  ob- 
tained by  subcutaneous  inoculation. 

“The  committee  recommended  that  only  the 
subcutaneous  inoculation  of  1.0  cc  be  endorsed 
for  general  use  in  adults.  It  noted  that  in  cer- 
tain special  instances  0.1  cc  given  intracutaneous- 
ly might  be  used  advantageously  but  physicians 
using  this  method  must  rely  on  their  own  judg- 
ment regarding  its  usefulness  in  each  instance. 

“The  use  of  two  0.1  cc  intracutaneous  doses, 
separated  by  at  least  one  week  in  children  under 
the  age  of  five,  has  been  recommended  by  the 
American  Academy  of  Pediatrics,  was  recognized 
as  an  acceptable  procedure.” 

With  the  latest  release  of  Asian  influenza  vac- 
cine, a total  of  13.5  million  doses  have  been  made 
available.  Of  the  latest  release,  2,833,856  cc, 
2,422,106  cc  are  going  for  civilian  use  and  411,- 
750  for  military.  The  civilian  supplies  are  be- 
ing distributed  to  states  on  the  basis  of  popula- 
tion. 


ALLERGIC  REACTIONS  TO 
INFLUENZA  VIRUS  VACCINE* 

M 

ill  ONOVALENT  influenza  vims  vaccine,  Asian 
strain,  is  rapidly  being  made  available  in  ade- 
quate supply.  Among  the  millions  of  individ- 
uals expected  to  receive  this  vaccine  will  be 
some  with  varying  degrees  of  sensitivity  to  the 
egg  protein  which  is  found  in  this  and  certain 
other  vaccines  prepared  from  egg-cultured  vir- 
uses. 

It  is  generally  agreed  that  individuals  who  in 
any  way  indicate  that  they  are  allergic  to  egg- 
protein  should  not  receive  influenza  inocula- 
tions, since  the  risk  of  producing  a serious  aller- 
gic reaction  will  ordinarily  outweigh  the  risk  of 
serious  consequences  from  an  attack  of  the  Asian 
influenza,  which  so  far  has  been  a relatively 
mild  and  self-limited  disease  in  the  United 
States. 

The  American  Foundation  for  Allergic  Dis- 
eases is  aware  that  it  is  common  practice  for  the 
physician  to  ask  his  patient  if  he  has  any  al- 
lergy or  sensitivity  to  egg  protein  before  such 
vaccines  are  given.  Each  vial  of  the  new  in- 
fluenza vaccine  contains  a reminder  on  this  point. 
However,  because  inoculations  will  be  given  in 
great  numbers  and  possibly  by  nurses  and  tech- 
nicians, the  foundation  is  underscoring  caution 
as  regards  the  individual  allergic  to  egg  pro- 
tein. The  mass  vaccination  aspect  increases  the 
chance  that  patients  with  definite  egg-protein 
sensitivity  may  present  themselves  for  vaccina- 
tion, unaware  of  this  allergy,  or  careless  in  com- 
municating to  the  physician  that  they  have  pre- 
viously experienced  sensitivity  to  eggs. 

Allergic  reactions  due  to  egg  hypersensitivity 
may  occur  following  the  injection  of  virus  vac- 
cines in  persons  of  any  age,  but  they  are  more 
common  and  apt  to  be  more  severe  in  young 
children.  The  injection  of  egg  protein  as  a diag- 
nostic procedure  in  very  sensitive  children  has 
resulted  in  severe  anaphylactic  shock. 

Ratner  and  Untracht  found  that  one  out  of 
five  allergic  children  exhibit  dermal  sensitivity 
to  egg  protein  and  this  sensitivity  is  of  clinical 
significance  in  about  one  out  of  20  such  allergic 
children.  Practical  clinical  experience  indicates 

•Statement  to  physicians  on  allergic  reactions  to  Asiatic  Influenza 
vaccine  by  the  American  Foundation  for  Allergic  Diseases. 
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that  allergic  reactions  to  virus  will  be  encoun- 
tered in  fewer  than  one  out  of  every  several 
hundred  persons  receiving  the  vaccine,  when,  as 
is  anticipated  with  the  influenza  vaccine,  millions 
are  inoculated.  The  majority  of  egg-protein  al- 
lergies will  be  mild.  Dangerous  reactions  are 
extremely  rare. 

Much  of  the  difficulty  will  be  avoided  as  the 
physician  exercises  caution  in  determining  egg- 
sensitivity.  Where  there  is  doubt,  or  the  physi- 
cian feels  it  is  important  to  establish  that  toler- 
ance exists,  the  patient  may  be  given  an  intra- 
dermal  test  with  the  vaccine  itself.  This  should 
be  performed  with  a 1:10  dilution,  since  undi- 
luted vaccine  produces  a mild  local  reaction  in 
nearly  everyone.  If  a systemic  or  a severe  local 
reaction  occurs  in  response  to  the  intradermal 

OCT.  1,  1957  PROGRESS  REPORT  OF 
THE  POISON  CONTROL  INFORMA- 
TION CENTER  AT  THE  UNIVERSITY 
OF  ARIZONA  COLLEGE  OF 
PHARMACY 

Since  the  Sept.  l report,  27  poisoning  cases 
have  been  received  at  the  poison  control  center. 
The  statistics  of  the  reports  in  rounded  figures 
are  as  follows: 

Age: 

85  per  cent  involved  the  age  group  of  5 
and  under 

15  per  cent  involved  the  age  group  of  16 
to  30 
Time: 

37  per  cent  occurred  between  6 a.m.  and  noon 

37  per  cent  occurred  between  noon  and  6 p.m. 

18  per  cent  occurred  between  6 p.m.  and  mid- 


EICHENAUER 
NUTRITION  CENTER 

Arizona's  Most  Complete  Service  Institution 
Devoted  To  Nutrition  — Established  1938 
SALT-FREE  & ALLERGY  FOODS 
DIEBETIC  FOODS  & SPECIALTIES 
FRESH  FRUIT  & VEGETABLES  JUICES 
ALSO  COMPLETE  LINE  OF 

Wm.  T.  Thompson  Co. 

STANDARDIZED  VITAMINS  - 
Every  Vitamin  For  Every  Need 

1 8 S.  Central 

PHONE:  AL  3-2880  MAIL  ORDERS  FILLED 


test,  sensitivity  is  indicated  and  the  vaccine 
should  not  be  given.  The  test  itself  should,  of 
course,  be  administered  with  caution. 

A burning  sensation  at  the  site  of  injection 
and  a mild  febrile  reaction  may  occur  in  some 
individuals  receiving  the  vaccine  and  should  not 
by  themselves,  be  misinterpreted  as  signs  of  an 
allergic  response. 

Physicians  administering  the  vaccine  will  cus- 
tomarily have  antidotes  for  allergic  reactions 
conveniently  at  hand,  and  patients  suspected  of 
sensitivity  may  be  observed  in  the  office  or  clinic 
for  half  an  hour  after  injection.  The  physician 
may  wish  to  prescribe  a tablet  or  capsule  of  a 
potent  antihistaminic  which  the  patient  may  take 
if  a delayed  reaction  should  occur. 

night 

4 per  cent  occurred  between  midnight  and  6 
a.m. 

4 per  cent  were  unknown 

Nature  of  incident: 

96  per  cent  were  accidental 
4 per  cent  were  intentional 

Outcome: 

100  per  cent  recovery 

Causative  agents: 

30  per  cent  aspirin 
30  per  cent  insecticides 
7 per  cent  pain  relieving  preparations. 

33  per  cent  miscellaneous,  including  window 
cleaner,  stain  remover,  laxatives,  plastic  ce- 
ment, pleasant  pills,  laundry  bleach,  a com- 
bination of  sleeping  pills  and  tranquilizers, 
lamp  black,  and  sleeping  capsules. 


WIKLE'S 

Specializing  In 

OFFICE  SUPPLIES 

22  East  Monroe 
ALpine  8-1581 
Phoenix,  Arizona 
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FEDERAL  MEDICAL  LEGISLATION 

T 

1 HIS  is  an  interim  report  on  health  and  medi- 
cal legislation  in  the  85th  congress.  It  sum- 
marizes all  action  taken  on  health  measures  up 
to  the  time  of  adjournment  on  Aug.  30,  and  lists 
all  significant  bills  that  will  be  awaiting  deci- 
sion in  the  second  session  starting  Jan.  7,  1958. 

The  small  number  of  health-medical  bills 
enacted  this  year  might  be  regarded  as  decep- 
tive. Actually  441  of  these  bills  were  intro- 
duced — a record  total  even  for  a first  session. 
Congress  deferred  action  on  most  of  them  for 
a variety  of  reasons  — a desire  for  more  exten- 
sive hearings,  economy,  and,  possibly,  an  inclina- 
tion to  save  some  popular-appeal  bills  for  next 
year.  Experience  has  shown  that  the  second 
session,  always  an  election  year,  is  the  crucial 
one,  when  forces  line  up  for  final  decisions  on 
the  big,  controversial  medical  bills. 

For  example,  no  action  was  taken  this  year  on 
such  important  measures  as  U.  S.  aid  to  medical 
schools  and  health  insurance  for  federal  civilian 
workers,  nor  on  a growing  list  of  ideas  for  gov- 
ernment-paid hospitalization  of  OASI  beneficiar- 
ies, a proposal  that  would  have  an  obvious  im- 
pact on  the  practice  of  medicine.  There  is  every 
reason  to  believe  congress  won’t  neglect  these 
subjects  next  year. 

HEALTH  LEGISLATION  ENACTED 

Doctor  draft  extension  {PL.  85-62)  — Because 
the  doctor  draft  was  set  to  expire  July  1,  this 
was  one  of  the  first  health  measures  passed  by 
the  85th  congress.  It  gives  selective  service 
authority  until  July  1,  1959  (when  both  this 
amendment  and  the  regular  draft  expire)  to 
call  certain  physicians  up  to  age  35  for  military 
service.  Only  those  under  age  35  with  obli- 
gations under  the  regular  draft  and  who  have 
been  deferred  for  any  reason  may  be  called.  De- 
fense department,  meanwhile,  says  it  is  getting 
enough  medical  school  graduates  as  reservists 
to  preclude  use  of  the  new  law  at  this  time. 

Medical  research  (PL  85-67)  — Another  early 
enactment  was  the  fiscal  1958  budget  for  the 
department  of  health,  education,  and  welfare. 
Congress  voted  $2,503,130,381  for  all  HEW  pro- 
grams, including  record  high  totals  for  medical 
research  through  the  National  Institutes  of 
Health.  Congress  can  — and  in  all  likelihood 
will  — receiv'e  requests  from  the  administration 


for  additional  money  during  the  current  fiscal 
year  — through  a deficiency  appropriation. 

Vendor  medical  payments  (PL  85-110)  — This 
law  is  intended  to  resolve  some  problems  aris- 
ing out  of  the  social  security  amendments  of 
1956  with  particular  reference  to  vendor  medi- 
cal payments  for  public  assistance  recipients. 
Under  PL  110,  states  are  given  the  choice  of 
either  (a)  using  federal  funds  for  vendor  medi- 
oal  payments  within  the  $60  a month  per  reci- 
pient maximum  or  (b)  establishing  a single 
medical  vendor  payment  financed  by  federal 
funds  which  were  set  by  a 1956  law  at  one- 
half  of  $6  a month  per  adult  and  one-half  of 
$3  per  child,  to  be  matched  by  states.  States 
also  can  continue  to  make  direct  payments  to 
recipients  for  medical  and  subsistence  expenses. 

Disability  freeze  extension  {PL  85-109)  — Un- 
der this  law,  a new  deadline  of  July  1,  1958  is 
established  for  disabled  persons  covered  under 
social  security  to  apply  for  full  retroactivity  un- 
der the  disability  freeze  passed  in  1954.  Ap- 
plications filed  by  next  July  will  allow  workers 
to  count  the  full  period  of  disability  provided 
they  were  eligible  for  disability  benefits  at  the 
time  the  disability  was  incurred.  After  next 
July  1,  any  period  of  disability  established  for  a 
worker  cannot  begin  earlier  than  one  year  be- 
fore the  application  is  filed. 

Indian  6-  non-Indian  hospitals  {PL  85-151)  — 
.At  the  urging  of  some  Western  members  of 
congress,  PL  151  was  enacted  to  authorize  fed- 
eral funds  to  help  build  non-profit  or  public  hos- 
pitals and  diagnostic  or  treatment  centers  on 
or  near  Indian  reservations;  the  extent  of  federal 
contribution  will  be  determined  by  the  pereent- 
age  of  care  given  eligible  Indians.  The  facilities 
have  to  agree  to  care  for  both  Indians  and  non- 
Indians. 

Vocational  rehab  traineeships  {PL  85-198)  — 
This  measure  extends  from  two  to  three  years 
the  maximum  period  of  time  over  which  the  fed- 
eral government  can  pay  for  partial  financing  of 
traineeships  in  physical  medicine  and  rehabili- 
tation. It  amends  the  Vocational  Rehabilitation 
Act  which  was  expanded  in  the  84th  congress. 

Vocational  rehab  planning  {PL  85-213)  — 
amends  the  Voeational  Rehab  Act  by  extend- 
ing the  time  federal  funds  may  be  used  for 
planning,  preparing  and  initiating  expansion  of 
programs  in  the  states.  Congress  was  asked  to 
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act  when  the  July  1 deadline  approached  with 
considerable  unexpended  funds  on  hand. 

Codification  veterans  laws  (PL  85-56)  — With- 
out making  any  substantative  changes  in  exist- 
ing law,  this  congress  brought  into  a single  code 
all  veterans  benefit  laws,  including  those  pro- 
viding for  hospital  and  medical  care.  Some  of 
the  laws  date  back  30  years. 

Poidtry  inspection  (PL  85-172)  — under  this 
law,  federal  inspection  of  poultry  moved  in  in- 
terstate commerce  becomes  compulsory. 

Military  nurses  incentives  (PL  85-155)  — In 
line  with  earlier  efforts  to  make  careers  in  the 
military  more  attractive.  Congress  passed  this 
law  improving  career  prospects  for  military 
nurses  by  making  more  and  higher  ranks  avail- 
able. 

BILLS  THAT  PASSED  ONE  BRANCH  OE 
CONCRESS 

Pulmonary  tuberculosis  (HR  1264)  — The  bill 
declaring  veterans  suffering  from  active  pulmon- 
ary tuberculosis  to  be  permanently  and  totally 
disabled  for  pension  purposes  while  hospitalized 
passed  the  house,  but  is  pending  in  the  senate 
finance  committee. 

HEARINGS  HELD  BUT  NO  FURTHER 
ACTION  TAKEN 

Bricker  amendment  (SJ  Res.  3)  — The  long- 
standing proposed  amendment  to  the  Consti- 
tution by  Senator  Bricker  (R.,  Ohio)  limiting 
the  domestic  effect  of  treaties  and  other  inter- 
national agreements. 

Civil  aviation  medicine  (S  1045)  — Would 
establish  in  the  Civil  Aeronautics  Administra- 
tion an  office  of  civil  aviation  medicine  along 
with  a medical  research  institute. 

Welfare-pension  plans  registration  (S  1122, 
S 2888 ) — Provide  for  registration,  reporting  and 
disclosure  of  employee  welfare  and  pension 
benefit  plans.  Both  house  and  senate  commit- 
tee hearings  held  and  some  action  expected  next 
session. 

Highway  safety  (S  1292)  — Hearings  in  house 
but  not  on  any  specific  bills.  Proposals  include 
compulsory  installation  of  safety  belts. 

OVR  pilot  center  (S  2068)  — Would  give  the 
oflBce  of  vocational  rehabilitation  authority  to  use 
federal  funds  for  construction  of  facilities  for  a 
pilot  rehab  center  in  the  Washington  area. 


N on-service-connected  care  (HR  58)  — Would 
impose  added  requirements  on  veterans  with 
non-service-connected  disabilities  seeking  hos- 
pitalization or  domiciliary  care  in  VA  facilities. 

Barbiturates  control  (HR  503  & others)  — 
Regulate  the  manufacture,  distribution  and  pos- 
session of  habit-forming  barbiturate  and  amphe- 
tamine drugs,  and  provides  for  registration  and 
record-keeping,  but  with  doctors  exempted. 

Department  of  civil  defense  (HR  2125  & 
others)  — Establish  a new  executive  department 
of  civil  defense  which  would  have  supremacy 
over  the  military  in  times  of  disaster  in  certain 
defense  areas. 

Salary  rise  for  VA  doctors  (HD  6819)  — In- 
creases salaries  of  medical  personnel  in  VA,  and 
also  raises  optometrists  to  the  level  of  physicians 
for  purposes  of  pay. 

Chemical  additives  (HD  6747  & others)  — Re- 
quire pre-testing  of  many  chemical  additives  to 
be  used  in  food  processing  and  marketing.  The 
house  has  held  extensive  hearings  on  this  subject. 

Grants-in-aid-study  (H.  Res.  312)  — Provides 
for  a select  committee  of  the  house  to  study 
federal  grants-in-aid  to  state  and  local  govern- 
ments, and  other  groups.  It  got  as  far  as  house 
rules  committee  approval. 

Advisory  group  for  blind  (HR  8427)  — Estab- 
lishes a temporary  national  advisory  committee 
for  the  blind. 

BILLS  STILL  IN  COMMITTEE;  NO 
HEARINGS  HELD 

Hospitalization  for  aged  (HR  9467,  9448  & 
others)  — Various  bills  provide  through  different 
approaches  a certain  number  of  days  of  free  hos- 
pitalization each  year  for  old  age  and  sur- 
vivors insurance  recipients  and  beneficiaries, 
some  bills  also  would  pay  in-hospital  surgical 
and  medical  care  costs. 

Compulsory  health  insurance  (S.  844,  HR 
3764)  — A 1957  version  of  the  old  and  rejected 
national  compulsory  health  insurance  measures 
of  1948,  the  sponsors  being  Senator  Murray  (D., 
Mont.)  and  Rep.  John  Dingell,  Jr.  (D.,  Mich.) 

Liberalizing  OASl  coverage  (S.  173  & others) 
— These  measures  would  liberalize  the  age  and 
coverage  requirements  in  the  OASI  disability 
program. 

OASI  coverage  for  doctors  (HR  8883)  — Phy- 


690 


Arizona  Medicine 


November,  1957 


sicians  would  be  brought  under  social  security 
on  a compulsory  basis. 

Jenkins-Keogh  plan  {HR  9 and  10)  — Defer 
federal  income  taxes  on  portions  of  earnings  of 
the  self-employed  for  the  purchase  of  retirement 
plans. 

OASI  tax  increase  {HR  7669)  — Increases  the 
wage  base  from  the  present  $4,200  to  $6,000  in 
computing  the  OASI  tax. 

Federal  workers’  health  insurance  (S.  2339  & 
others)  — Provide  for  a voluntary,  contributory 
health  insurai)ee  program  for  federal  employees 
and  their  dependents, " both  basic  and  nlajor 
medical  Coverage.  .i"  > 

Overseas  federal  medical  care  {HR  6141)  — 
Provides  health  and  medical  services  for  U.  S. 
civilians  overseas  who  are  employed  in  govern- 
ment jobs,  and  also  would  cover  their  depend- 
ents. 

Federal  medical  school  aid  {HR  6874)  — Au- 
thorizes federal  grants  to  medical  schools  and 
research  facilities  for  construction  of  classrooms 
and  laboratories  for  teaching. 

National  radiation  institute  (S.  1228  & H.R. 
4820)  — Establish  a national  radiation  health 
institute  within  the  National  Institutes  of  Health. 

Lobbying  amendments  (S.  2191)  — Would  re- 
write regulations  covering  lobbyists  and  lobby- 
ing in  congress. 

Federal  loans  to  hospitals  {HR  1979)  — For 
those  hospitals  interested  in  construction  loans 
rather  than  Hill-Burton  grants,  these  bills  would 
authorize  long-term  government  loans. 

Reinsurance  (S  1750  & HR  6506)  — Permit 
pooling  by  various  insuranee  eompanies  without 
regard  to  the  anti-trust  laws  for  purpose  of  en- 
couraging new  experiments  in  health  insurance 
coverage. 

Aid  for  the  aged  {HR  383  and  others)  — Au- 
thorize grants  for  studies  and  projects  for  the 
aged. 

Federal  advisory  health  council  {HR  2435  and 
others)  — Establish  a federal  advisory  couneil  on 
health,  as  recommended  by  the  Hoover  commis- 
sion. 

Longshoremens  Act  {HR  7303  & S.  2400)  — 
Amend  the  Longshoremen’s  and  Harbor  Work- 
ers Compensation  Act  so  that  injured  workers 
ean  select  their  own  physician  and  hospital. 

Labeling  for  household  use  {HR  7388  and 
others)  — Regulate  the  labeling  of  hazardous 
substances  intended  for  household  use. 


FOLSOM  HEALTH  AIDE  LISTS 
MEDICAL  NEEDS,  CITES  PROBLEMS 
OF  AGED 

Secretary  Folsom’s  speeial  assistant  for 
health  and  medical  affairs,  Dr.  Aims  C.  Mc- 
Guinness,  has  outlined  some  major  health  items 
which  may  serve  as  the  framework  of  the  ad- 
ministration’s health  goals  for  the  1958  session 
of  congress.  In  an  address  in  Maine  at  the  dedi- 
cation of  a new  chronic  disease  and  rehabilita- 
tion facility.  Dr.  McGuinness  made  these  points: 

Health  aid  to  the  elderly  — The  principles  of 
voluntary  insurance  should  be  applied  to  the 
prepayment  of  medical  expenses  of  a higher  pro- 
portion of  elderly  people;  the  administration 
feels  voluntary  health  insurance  ean  advance  this 
goal  most  effectively.  PHS  also  plans  to  de- 
velop demonstrations  of  home-care  serviees, 
health  maintenance  clinics  and  restorative  serv- 
ices. (Several  bills  now  in  congress  would  offer 
hospitalization  to  OASI  beneficiaries.) 

Hospital  care  costs  — Physicians  must  con- 
stantly ask  themselves  if  they  are  putting  a pa- 
tient in  a hospital  when  he  could  be  served  as 
well  or  better  on  an  ambulatory  basis.  It  is 
essential  the  problem  of  rising  hospital  care 
costs  be  solved. 

Rural  health  — In  the  more  rural  areas  where 
hospital  facilities  might  not  be  available  at  all, 
the  most  essential  health  services  could  be  pro- 
vided through  diagnostic  and  treatment  eenters. 
( Several  proposals  have  been  made  for  Hill-Bur- 
ton-type  grants  for  clinics  separate  from  hos- 
pitals. Under  present  law  diagnostic  and  treat- 
ment eenters  must  be  owned  by  a state,  political 
subdivision  or  public  agency,  or  by  a corpora- 
tion or  association  that  owns  and  operates  a non- 
profit hospital. ) 

Hospital  role  in  medicine  — General  hospitals 
must  broaden  their  services  and  achieve  greater 
co-ordination.  The  term  “hospital  care”  should 
include  not  only  bed  care,  but  diagnostie  serv- 
ice and  serviee  to  ambulatory  patients  as  well. 

Federal  medical  school  aid  — Failure  to  help 
meet  the  needs  of  medieal  schools  would  be 
the  worst  kind  of  false  economy.  The  adminis- 
tration’s pending  $225  million  program  of  con- 
struction grants  would  bring  classrooms  and 
laboratories  much  closer  to  current  and  pro- 
jected needs. 
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VETERANS  ADMINISTRATOR 
SCORES  DOCTORS  ON 
MEDICAL  CARE  ATTITUDE 

ETERANS  Administrator  Harvey  Higley  has 
told  the  American  Legion  that  some  medical 
men  now  apparently  believe  that  the  public  is 
no  longer  greatly  concerned  with  the  veteran 
and  his  problems.  “And  so  they  no  longer  hesi- 
tate to  attack  medical  care  for  veterans,  with 
particular  reference  to  those  having  non-service- 
connected  disabilities.”  Ten  years  ago,  “there 
were  few  who  would  challenge  the  legislation, 
in  effect  since  1924,  which  provides  that  a vet- 
eran with  a service-connected  disability  has  the 
right  to  enter  a VA  hospital  if  he  cannot  pay 
for  the  care  elsewhere  and  if  the  VA  has  a bed 
available,”  he  told  the  Legion  convention  in  At- 
lantic City. 

His  solution:  a firm  legislative  policy  on  VA 
hospitalization,  something  he  said  he  has  been 
seeking  for  many  months.  Commented  Mr.  Hig- 
ley: “So  long  as  a definite  policy  is  lacking,  re- 
quests for  new  and  additional  beds  will  receive 
little  if  any  consideration.”  He  then  reiterated 
his  plan  for  settling  on  a level  of  125,000  au- 
thorized beds  in  VA  hospitals. 

Mr.  Higley  said  that  if  the  policy  is  to  rule  out 
care  of  non-service-connected  cases,  this  should 
be  frankly  stated  so  that  states,  counties  and 
cities  may  take  up  the  load. 

He  placed  the  number  of  non-service-connect- 
ed  veterans  on  the  waiting  list  at  22,000  of  whom 
17,000  are  suffering  from  mental  illness.  He 
proposed  the  closing  down  of  3,906  unneeded 
tuberculosis  beds  and  their  replacement  with 
3,300  other  beds.  New  construction  would  in- 
clude a 1,000-bed  hospital  in  Gainesville,  Fla., 
which  Mr.  Higley  said  he  was  confident  could 
be  staffed  “contrary  to  our  situation  else- 
where.” Other  hospital  needs:  250-bed  addi- 
tion to  hospitals  at  Coral  Gables  and  Bay  Pines, 
Fla.;  a new  300-bed  unit  in  southern  Texas,  and 
500-bed  addition  in  southern  California.  These 
last  three  would  be  general  medical  and  sur- 
gical beds. 

Because  nearly  5,000  of  the  mentally  ill  vet- 
erans are  in  the  New  York  City  area,  a 500-bed 
addition  at  Montrose,  N.  Y.,  would  be  needed 
at  a minimum,  according  to  Mr.  Higley. 


PULMONARY  COMPLICATIONS  OF  ABDOMINAL  SURGERY 
by  A.  R.  Anscombe,  F.R.C.S.  I2I  pages.  (1957)  Year  Book.  $4. 

The  many  facets  of  a problem  that  still  plagues 
even  the  most  skilled  and  conscientious  abdom- 
inal surgeons  are  presented  concisely  and  com- 
prehensively. Physiological  principles,  etiology, 
and  management  are  emphasized. 

Stacey’s  Medical  Books,  San  Francisco. 
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CIVSCS 

Bv  Norman  A.  Ross,  M.D. 


A careful  review  of  the  following  Articles  of 
Incorporation  of  the  Arizona  Medical  Educa- 
tional Foundation  is  presented.  These  articles 
were  not  written  by  a physician.  The  following 
then,  shows  the  publics  opinion  and  the  interest 
and  the  responsibilities  they  assign  to  members 
of  their  medical  profession.  1 offer  this  as  typical 
of  today’s  medical  public  relations  in  Arizona. 

ARTICLES  OF  INCORPORATION 
OF  ARIZONA  MEDICAL  EDUCATIONAL 
FOUNDATION 

Know  All  Men  By  These  Presents: 

That  we,  the  undersigned,  all  residents  of  the 
State  of  Arizona,  and  citizens  of  the  United 
States,  having  voluntarily  associated  ourselves 
together  for  the  purpose  of  forming  a nonprofit 
corporation  pursuant  to  the  provisions  of  Sec- 
tions 10-451,  et  seq.,  Arizona  Revised  Statutes, 
adopt  the  following  articles  of  incorporation  for 
such  corporation: 

ARTICLE  I 

The  name  of  the  corporation  shall  be  ARI- 
ZONA MEDICAL  EDUCATIONAL  FOUN- 
DATION. 

ARTICLE  II 

The  principal  office  for  the  transaction  of  the 
business  of  the  corporation  shall  be  in  Phoenix, 
Arizona,  but  this  corporation  may  do  and  trans- 
act business  and  its  Board  of  Directors  may 
meet  at  such  other  place  or  places  or  in  any 
other  jurisdiction  of  the  United  States  of  Amer- 
ica or  elsewhere  in  the  world  as  may  be  con- 
venient or  necessary  for  the  conduct  of  the  busi- 
ness of  the  corporation. 

ARTICLE  III 

This  corporation  is  organized,  not  for  profit, 
and  its  objects  and  purposes  to  be  carried  on 
are  to  receive  and  maintain  funds  and  apply  the 
income  and  principal  thereof  to  promote  the 
well-being  of  mankind  throughout  the  world.  It 
shall  be  within  the  purposes  of  said  corporation 
to  use,  as  means  to  that  end,  research,  publica- 
tion, the  establishment  and  maintenance  of 


charitable,  benevolent  and  medical  research  ac- 
tivities, agencies  and  institutions  and  the  aid  of 
any  such  activities,  agencies,  institutions  and 
colleges  already  established  and  any  other 
means,  persons  or  agencies  which  from  time  to 
time  shall  seem  expedient  to  its  membership  or 
directors  and  which  shall  further  the  purposes 
above  named,  and  to  build  and  promote  a hos- 
pital or  hospitals,  medical  school  or  college  or 
colleges  as  it  deems  necessary  to  further  its  pur- 
poses, and  to  buy,  sell,  lease,  sublease  and  mar- 
ket such  real  property  and  personal  property  as 
this  corporation  might  adequately  and  reason- 
ably need,  and  to  conduct  all  other  activities  in- 
cidental to  the  purposes  of  this  corporation. 

In  addition  to  the  foregoing,  and  in  further- 
ance and  not  in  limitation  of  the  powers  con- 
ferred by  the  laws  of  the  State  of  Arizona  and 
the  objects  and  purposes  herein  set  forth,  this 
corporation  shall  have  the  following  powers: 

(a)  To  encourage  medical  research,  tests  and 
other  phases  of  medical  work,  and  the  training, 
as  well  as  the  education,  of  persons  in  the  sev- 
eral fields  of  health,  including  by  illustration, 
hospital  administrators,  nurses,  technicians,  voca- 
tionally trained  persons,  public  health  personnel 
and  health  educators; 

(b)  To  encourage  the  preparation  of  original 
papers  on  medical  topics; 

(c)  To  publish  papers  and  reports  and  dis- 
seminate knowledge  and  experience  of  value  to 
the  practice  of  medicine; 

(d)  To  co-operate  with  educational  institu- 
tions in  the  maintenance  of  high  standards  of 
medical  education; 

(e)  To  encourage  the  personal  and  profes- 
sional development  of  young  doctors. 

From  the  American  Medical  Association 
Washington  Letter,  Oct.  4,  1957,  we  offer  their 
report  of  a statement  by  Basil  O’Connor,  presi- 
dent of  the  National  Health  Council,  definitive 
of  the  new  commission  on  health  careers  of  this 
association.  Mr.  O’Connor  is  also  the  head  of 
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the  National  Foundation  for  Infantile  Paralysis. 

The  new  eommission  will  “plan  ways  to  meet 
the  acute  need  for  qualified  health  personnel  in 
the  United  States.” 

According  to  Mr.  O’Connor,  lack  of  man- 
power “poses  the  biggest  threat  not  only  to  our 
present  health  services,  but  to  the  future  prog- 
ress of  medical  science.  . . . Many  people,  when 
they  think  of  the  health  professions,  naturally 
picture  the  physician,  the  dentist  and  the  nurse. 
Actually  the  range  is  infinitely  broader.  Workers 


in  more  than  150  health  occupations  guard  the 
well-being  of  American  citizens.  Many  of  these 
professions  are  inter-linked  and  mutually  de- 
pendent. The  great  majority  are  dangerously 
understaffed.” 

« * # 

The  Arizona  Medical  Educational  Founda- 
tion in  its  broad  approach  to  health  education 
was  formed  in  recognition  of  Arizona’s  need,  and 
to  promote  and  co-ordinate  these  150  separate 
health  educational  activities. 


AMERICAN  CANCER  SOCIETY 

HeGION  Six  of  the  American  Cancer  Society 
held  its  Annual  meeting  Sept.  23  and  24,  1957 
with  the  prime  topic  of  discussion,  the  Applica- 
tion of  Cytology  in  the  Detection  of  Uterine 
Cancer.  The  faculty  included  Dr.  Ian  McDon- 
ald of  the  University  of  Southern  California,  Dr. 
David  A.  Wood  of  the  University  of  California, 
Dr.  E.  G.  Holmstrum,  of  the  University  of  Utah, 
and  Dr.  Harris  Barber  of  Albuquerque,  N.  M. 

In  the  establishment  and  implementation  of 
the  cytology  program  on  the  local  level,  the 
cancer  society  is  to  be  commended  that  it  is  tak- 
ing a cautious  approach  and  will  take  every 
step  that  is  practical  and  feasible  to  co-ordinate 
the  program  with  the  state  and  local  cancer  so- 
cieties and  have  the  doctors  who  must  carry  out 
this  program  fully  aware  of  the  plan  under  con- 
sideration. 

The  Arizona  Division  is  establishing  a cytology 
co-ordination  committee  to  fit  the  program  to 
the  needs  of  this  division.  A full  understand- 
ing will  be  obtained  with  the  pathologists  of  the 
state  and  no  steps  taken  without  their  full  co- 
operation. If  a plan  is  accepted,  it  will  be  sub- 
mitted to  the  council  of  the  Arizona  Medical 
Association  for  its  endorsement.  Then  an  effort 
will  be  made  to  recruit  and  train  such  screeners 
as  may  be  necessary  to  aid  the  pathologists.  It 

MENTAL  DEPRESSIONS  AND  THEIR  TREATMENT 
by  Samuel  Henry  Kraines,  M.D.  55  pages.  (1957)  Macmillan.  $8. 

The  problem  of  depressions,  one  of  the  most 
mishandled  and  misdiagnosed  medical  disorders, 
is  covered  probably  more  comprehensively  than 
in  any  prior  book.  This  one  will  give  any  physi- 
cian the  armamentarium  with  which  to  meet 
the  gamut  of  depressions,  from  routine  problems 
to  the  major  psychotic  difficulties. 

Stacey^s  Medical  Books,  San  Francisco. 


is  contemplated  that  not  more  than  3.3  per  cent 
of  all  slides  that  are  screened  should  necessitate 
review  by  the  pathologist  in  control  of  the  pro- 
gram. 

The  Arizona  Division  feels  that  it  is  in  a posi- 
tion to  assist  in  the  establishment  or  aid  in  the 
establishment  of  facilities,  should  such  steps  be- 
come necessary. 

Through  the  local  units  of  the  cancer  society, 
a professional  educational  program  will  be  or- 
ganized for  the  dissemination  of  information  as 
applicable  to  this  program  to  the  community 
doctor. 

The  above  professional  education  program  in 
turn  will  be  followed  by  a public  education 
program  to  acquaint  the  public  with  the  estah- 
lished  program  and  the  facilities  available. 

In  every  case,  strict  efforts  will  be  made  to 
maintain  a normal  patient-doctor  relationship 
and  an  effort  pursued  to  continue  this  program 
on  an  annual  basis  in  a self-supporting  manner. 

If  the  cancer  society  can  follow  these  steps 
as  laid  out  by  the  national  organization,  it  is 
likely  that  we  can  probably  save  an  additional 
16,000  women  each  year  from  death  by  cancer 
of  the  cervix.  For  certainly  with  carcinoma  in 
situ  developing  approximately  10  years  prior  to 
invasive  cancer,  we  should  be  able  to  take  ade- 
quate steps  to  prevent  the  invasive  disease  from 
developing. 

OBESITY:  Its  Cause,  Classification,  and  Care 

by  E.  Philip  Gelvin,  M.D.,  and  Thomas  H.  McGavack,  M.D.  146 

pages.  (1957)  Hoeber-Harper.  $3.50. 

The  authors  state  in  the  preface,  “We  have 
no  panacea  to  offer,  nothing  sensational  nor 
magical.  We  do  feel  that  the  program  for  the 
management  of  obesity  as  presented  in  these 
pages  is  safe,  effective,  and  consistent  with 
principles  of  good  nutrition,  yet  simple  for  the 
physician  to  prescribe  and  convenient  for  the 
patient  to  observe.” 

Stacey’s  Medical  Books,  San  Francisco. 
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when  anxiety  and  tension  "erupts”  In  the  G.  I.  tract... 


IN  DUODENAL 


ULCER 


PATH  I BAM  ATE 

Meprobamate  with  PATHILON®  Lederle 


Combines  Meprobamate  {400  w^.)the  most  widely  prescribed  tranquilizer  . . . helps  control 
the  “emotional  overlay”  of  duodenal  ulcer  — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . . with  PATHILON  {25  mg.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.L  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 


‘Trademark  ® Registered  Trademark  for  Tridihexefhyl  Iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 


WAYLAND 

PRESCRIPTION  PHARMACIES 
INC. 

☆ 

13  E.  Monroe  Street 
Phone  Alpine  4-4171 
PHOENIX,  ARIZONA 


☆ 

FREE  DELIVERY 


Do  You  Realize 

the  time  required  for  you  or  your  secretary  to  per- 
form the  seemingly  simple  task  of  making  an  air 
reservation  and  securing  the  airplane  ticket? 

How  Much  Time 

do  you  lose  each  year  in  making  travel  arrangements 
because  of  the  complexity  of  travel? 

You  Could  Save 

this  time  and  more  by  using  our  services  for  all  your 
travel  needs. 

With  One  Phone  Call 

our  staff  is  working  for  you 

At  No  Extra  Cost 

for  air,  steamship,  bus,  rail,  hotel,  ranch  or  resort 
reservations;  tours,  cruises  or  independent  travel, 
both  domestic  or  foreign;  for  travel  to  CONVEN- 
TIONS, CONFERENCES,  CLINICS  or  just  plain  travel 
from  "TEMPE  to  TIMBUCTOO."  Oh,  Yes,  we  deliver 
all  travel  arrangements  to  your  office  or  home.  Free 
of  Charge. 

Try  us  the  next  time  you  travel. 

In  Travel  as  in  Medicine, 

EXPERIENCE  COUNTS 

CAHILL 

WORLD  TRAVEL  SERVICE 

1512  N.  Central  Avenue  — Al  3-6157 
Goldwaters  — Park  Central  — CR  4-1778 
Phoenix,  Arizona 

Travel  Specialists  since  1944 
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HEALTH  INSURANCE 

T 

I HE  number  of  persons  protected  against  the 
cost  of  hospital  and  surgical  care  through  insur- 
ance company  policies  has  been  increasing  at  an 
accelerated  pace  in  recent  years,  reported  the 
Health  Insurance  Institute.  In  an  analysis  of 
the  trends  in  voluntary  health  insurance  cover- 
age in  the  United  States  during  the  past  six 
years,  the  institute  said  that  the  growth  rate  in 
the  last  three  years  of  both  forms  of  health  cost 
coverage  has  risen  markedly  with  each  succeed- 
ing year. 

According  to  figures  supplied  by  the  nation’s 
insurance  companies,  the  institute’s  analysis  re- 
vealed, there  were  66.3  million  persons  covered 
for  hospital  expenses  at  the  end  of  1956  through 
individual  and  family  health  policies  and 
through  group  insurance  programs,  a 79  per 
cent  increase  over  the  1950  total  of  37  million. 

A closer  examination  of  this  growth  trend  over 
the  past  three  years  shows  a constantly  faster 
rate  of  expansion  in  hospital  expense  protection. 
In  1954  there  was  an  increase  of  5.9  per  cent 
over  1953  in  the  number  of  people  covered,  the 
percentage  gain  in  1955  over  1954  was  7.9 
per  cent,  and  the  rate  of  growth  in  1956  over 
1955  was  11.1  per  cent. 

Surgical  expense  insurance,  which  helps  pay 
for  the  cost  of  operations,  included  some  63  mil- 
lion persons  covered  in  1956,  through  policies 
available  from  insurance  companies  the  insti- 
tute report  said.  Compared  with  the  1950  total 
of  33  million,  the  rate  of  growth  in  the  number 
of  people  protected  was  91  per  cent  during  this 
six-year  period. 


As  with  hospital  expense  insurance,  the  yearly 
increase  in  the  number  of  people  with  insurance 
policies  covering  surgical  expenses  has  been  ac- 
celerating during  the  past  three  years,  the  insti- 
tute pointed  out.  The  rate  of  growth  in  1954 
was  4.6  per  cent  over  1953;  in  1955  the  increase 
was  7.3  per  cent  over  1954;  and  1956  recorded 
a rise  of  11.2  per  cent  in  the  number  of  people 
protected  over  the  comparable  period  for  1955. 

Regular  medical  expense  insurance  experi- 
enced a phenomenal  period  of  expansion  in  the 
six  years  covered  by  the  institute  study.  A 
relatively  newer  form  of  health  cost  protection 
as  compared  with  hospital  and  surgical  expense 
insurance,  regular  medical  expense  coverage, 
providing  for  doctor  visits  for  non-surgical  care, 
rose  281  per  cent  in  the  number  of  people  cov- 
ered between  1950  and  1956.  By  the  end  of 
last  year,  there  were  29.8  million  persons  in- 
cluded in  policies  available  from  insurance  com- 
panies covering  costs  for  medical  care,  as  com- 
pared with  7.8  million  in  1950. 

Comparing  the  growth  trends  of  regular  me- 
dical expense  insurance  during  the  past  three 
years,  the  institute  reported  a 12.9  per  cent  in- 
crease in  1954  over  1953,  and  a rate  of  growth 
of  20.8  per  cent  between  1954  and  1955.  In 
1958  the  increase  in  the  number  of  people  was 
18.9  per  cent  over  1955. 

The  newest  form  of  health  cost  protection, 
major  medical  insurance,  outpaced  all  other 
forms  of  coverage.  Introduced  by  the  insur- 
ance business  in  1948,  major  medical  expense 
policies  help  cover  the  costs  of  serious,  or  catas- 
trophic illness,  including  hospital  bills,  physi- 


ANALYSIS  OF  GROWTH  OF  VOLUNTARY  HEALTH  INSURANCE  1950-1956* 


Tyiie  of  Coverage 
HOSPITAL  EXPENSE: 

1950 

1951 

1952 

19.53 

19.54 

1955 

19,56 

No.  of  persons  (OOO) 

36,973 

44,572 

47,272 

.52,218 

55,282 

59,6.54 

66,259 

Yearly  per  cent  increase  

20.6 

6.1 

10.5 

,5.9 

7.9 

11.1 

Net  persons  gained  (000)  

SURGICAL  EXPENSE: 

7,599 

2,700 

4,946 

3,064 

4,.572 

6,605 

No.  of  persons  (000) 

40,013 

4.5,328 

50,464 

.52,806 

56,645 

62,996 

Yearly  per  cent  increase  

21.3 

1.3.3 

11.3 

4.6 

7.3 

11.2 

Net  persons  gained  (000)  

MEDICAL  EXPENSE: 

7,019 

.5,315 

.5,1.36 

2,.342 

.3,8,39 

6,.351 

No.  of  persons  (000)  

7,807 

11,430 

14.265 

18, .361 

20,721 

25,031 

29,756 

Yearly  per  cent  increase  

46.3 

24.8 

28.7 

12.9 

20.8 

18.9 

Net  persons  gained  (000) 

MAJOR  MEDICAL  EXPENSE: 

3,623 

2,8.35 

4,096 

2,360 

4,310 

4,725 

No.  of  persons  (000) 

Yearly  per  cent  increase  

Net  persons  gained  (000) 

689 

1,220 

77.0 

,531 

2,198 

80.2 

978 

5,241 

1.38.4 

.3,043 

8,876 

69.4 

3,635 

®Adiustecl  for  duplication  of  persons  covered  among  insurers. 
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cians’  charges  and  other  medical  care  services, 
and  are  available  alone  or  as  a supplement  to 
the  other  types  of  expense  policies. 

At  the  end  of  1952,  when  the  first  accurate 
records  were  available,  there  were  some  689,- 
000  persons  in  the  nation  with  major  medical 
coverage.  In  the  four  years  since,  this  form  of 
health  insurance  rose  at  an  unpreeedented  rate 
of  1,188  per  cent,  for  a total  in  1956  of  8.9  mil- 


lion persons.  A recent  estimate  made  by  the 
Health  Insurance  Council  was  that,  as  of  May 
1,  1957,  this  total  exceeded  10  million  persons, 
demonstrating  a continuance  in  the  rapid  growth 
of  this  foiTn  of  insurance  against  the  cost  of 
illness  and  accident. 

A breakdown  of  the  analysis  of  the  six-year 
trend  in  voluntary  health  insurance  coverage  is 
shown  in  article. 


SOCIAL  INSECURITY 

L.  D.  Sprague,  M.D. 

This  year,  the  first  time,  the  social  security 
system  will  pay  out  more  money  than  it  collects 
in  payroll  taxes.  This  fact  has  already  received 
some  notice  in  the  press,  but  has  been  reviewed 
with  too  little  critical  analysis.  Payroll  taxes 
fell  short  by  $125  million  of  covering  the  bene- 
fits paid  out  to  the  social  security  recipients  dur- 
ing the  fiscal  year  just  ended.  Social  security 
planners  themselves  predict  a deficit  of  roughly 
$300  million  for  this  year,  and  they  say  it  may 
run  as  high  as  $1  billion  for  the  next  year! 

Physicians  have,  fortunately,  thus  far  escaped 
from  being  entrapped  in  this  form  of  welfare- 
ism.  However,  as  certainly  as  night  follows  day, 
tremendous  pressures  will  be  brought  to  bear 
during  the  coming  session  of  congress  to  bring 
physicians  under  compulsory  inclusion  in  the 
system.  Even  a minority  of  physicians  them- 
selves are  looking  with  some  favor  upon  inclu- 
sion. Such  groups  are  particularly  vocal  in  the 
East  and  include  the  Physicians’  Forum  of  New 
York.  This  leftist  group,  it  might  be  well  to 
recall,  testified  in  congress  in  the  1940s  for  pas- 
sage of  the  Murray-Wagner-Dingel  socialistic 
government-controlled  medical  care  bills  so  vig- 
orously opposed  by  organized  medicine.  The 
American  Medical  Association  has  consistently 
\ oiced  its  opposition  to  compulsory  inclusion  of 
physicians  under  the  Social  Security  Act.  At- 
tention should  be  drawn  to  the  word  “com- 
pulsory” and  fair  warning  given  that  congress 
will  never  authorize  a voluntary  type  of  cover- 
age for  physicians,  as  advocated  by  some.  The 
reasoning  behind  the  AMA’s  opposition  is  based 
on  sound  practical  and  philosophical  principles. 

A progressive  increase  in  the  tax  levy  has 
been  and  will  continue  to  be  a feature  of  the 
system.  By  1930,  under  present  planning,  pay- 
roll taxes  will  advance  for  all  persons  under  the 


Social  Security  Act.  Workers  and  employers 
will  pay,  each,  2%  per  cent;  self-employed  per- 
sons will  then  pay  4 Vs  per  cent,  based  on  income 
of  $4,200  per  year.  The  tax  rate  and  the  tax 
base  have  progressively  increased  since  1935 
from  1 per  cent  on  $3,000  to  present  rates.  A 
continued  progressive  increase  in  both  tax  rate 
and  tax  base  are  built-in  features  of  the  system. 
No  one  has  any  idea  how  much  social  security 
is  going  to  cost  next  year  or  even  20  years  from 
now.  Congress  may  at  its  discretion  raise  the 
taxable  base  to  any  figure  and  will  be  forced  to 
raise  both  the  base  and  rate  to  prevent  even- 
tual bankruptcy  of  the  system.  At  what  point 
this  generation,  or  the  next,  will  av/aken  and 
rebel  and  refuse  to  pay  unfair,  increasingly 
heavier  taxes  to  cover  the  cost  of  relief  pay- 
ments for  their  parents,  is  anyone’s  guess. 

We  are  told  by  the  chief  actuary  of  the  social 
security  system  that  the  deficit  will  be  made  up 
in  1960  by  these  increases  in  the  tax  rate  and 
by  “trust  fund”  investment  income.  There  exists 
a great  deal  of  misunderstanding,  due  principally 
to  the  misrepresentations  of  the  social  security 
administration’s  propaganda,  concerning  the  so- 
called  “trust  fund.”  The  administration  has  mis- 
led the  people  into  believing  that  their  tax  pay- 
ments are  held  in  a separate  “trust  fund”  to 
guarantee  “benefit”  payments.  This  is  an  out- 
and-out  falsehood.  The  administration’s  latest 
figures  (May  1957)  show  the  unfunded  obli- 
gation of  social  security  to  be  approximately 
$300  billion,  (this  is  in  addition  to  the  figure  of 
$270  billion  national  indebtedness).  These  ob- 
ligations do  not  include  the  added  costs  of  the 
increased  benefits  likely  to  be  enacted  in  1958. 
The  “trust  fund”  is  composed  mostly  of  lOUs 
in  the  form  of  bonds,  and  little  actual  cash.  The 
compulsory  collected  taxes  have  not  been  de- 
posited in  the  fund,  but  have  been  spent  for 
other  services  of  government,  such  as  foreign 
aid,  relief  programs,  etc.  Once  collected,  they 
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are  transferred  to  the  general  fund  and  lOUs 
substituted  for  cash,  for  the  most  part,  in  the 
“trust  fund.”  Such  lOUs  constitute  a debt  of 
government  (you  and  I).  The  only  way  the 
government  can  pay  this  debt,  since  it  has  no 
income  except  that  which  it  takes  from  its  peo- 
ple in  the  form  of  taxes,  is  by  collecting  more 
taxes  from  its  citizens,  most  of  whom  have  al- 
ready been  taxed  once  for  the  social  .security 
lOUs.  The  “trust  fund”  is  then  nothing  more 
than  a lien  against  future  taxes.  The  social  se- 
curity system  must,  at  best,  become  more  bur- 
densome taxwise  and  the  so-called  income  from 
investment  which  the  planners  tell  us  will  wipe 
out  the  deficit  by  1960  is  nothing  more  than 
more  of  the  government’s  power  to  tax. 

This  also  serves  to  explain  why  the  social 
planners  are  so  anxious  to  “provide”  for  doctors 
and  their  families  under  the  provisions  of  the 
Social  Security  Act.  As  shown,  deficits  must  be 
made  up  out  of  increased  taxes.  To  further  de- 
lay the  ultimate  financial  bankruptcy  of  the 
system  as  it  stands  today,  more  higher  income 
bracket  producers  must  be  brought  into  the  sys- 
tem whose  higher  taxes  will  reinforce  it  and 
conceal  the  true  state  of  affairs  for  the  time 
being.  Physicians  comprise  the  ideal  group  for 
this  purpose.  Almost  all  would  pay  maximum 
tax  levies  and  very  few  would  ever  reap  any 
return  on  their  money.  Eighty-five  per  cent  of 
physicians  between  the  ages  of  65  and  72  are 
continuing  in  active,  private  practice,  and  thus 
would  not  be  eligible  for  “benefits.”  A typical 
physician  would  be  required  to  pay  maximum 
social  security  taxes  until  age  72  without  re- 
ceiving any  benefits.  Social  security  retirement 
benefits  are  not  of  significant  value  or  concern 
to  the  self-employed  physician.  Any  survivor- 
ship benefits  which  might  accrue  to  widows  of 
physicians  upon  their  death  prior  to  age  72, 
we  are  reliably  informed,  can  be  purchased 
on  a more  practical  and  economical  basis  from 
private  insurance  companies. 

Based  on  the  amendments  of  1954,  for  each 
50  cents  paid  in  taxes  to  social  security,  $30  will 
be  paid  out  in  benefits.  We,  therefore,  are 
mortgaging  future  generations  to  pay  for  a wel- 
fare state  of  this  generation’s  concoction.  A 
few  examples  will  clarify  more  forcefully  what 
the  disparity  in  amounts  paid  in  taxes  versus 
benefits  paid  out  really  means.  Let  us  reduce 
this  to  terms  of  a single  individual  whom  we 
will  assume  started  at  age  21,  in  1937  (when 


social  security  deductions  first  went  into  effect) 
and  was  making  the  maximum  taxable  salary.  At 
age  65,  after  having  paid  maximum  taxes  for  44 
years,  a total  of  $4,221  will  have  been  deducted 
from  his  salary  and  a like  amount  contributed 
by  his  employer  for  a total  of  $8,422.  If  he  and 
his  wife  live  out  their  life  expectancy,  they  will 
collect  a total  of  $22,494  in  benefits.  The  dif- 
ference of  $14,052  must  be  made  up  by  other 
taxpayers,  present  or  future.  It  is  difficult  to 
obtain  reliable  figures  on  social  security  sta- 
tistics even  from  the  Bureau  of  Old-Age  and 
Survivors  Insurance,  Department  of  Health,  Edu- 
cation and  Welfare.  Figures  varying  from  $6.2 
billion  paid  in  and  $5.7  billion  paid  out  to 
$5.7  billion  paid  in  and  $5  billion  paid  out  are 
quoted  from  the  year  1956.  Figures  from  $55,- 
600,000  to  69  million  persons  covered  for  the 
year  1956  have  been  given.  Being  conserva- 
tive and  lowering  the  $14,052  deficit  of  the  above 
illustration  to  $10,000  and  using  the  lower  figure 
of  55,600,000  persons  covered,  present  liability 
under  the  social  security  system  alone  (not  in- 
cluding the  national  debt)  amounts  to  $556 
billion  — more  than  twice  the  estimated  total 
wealth  of  the  entire  nation.  This  liability  is  not 
a static  one,  but  is  growing  by  leaps  and  bounds 
every  day.  However  generous  its  motives,  such 
a federal  pension  fund  cannot  go  on  forever 
incurring  obligations  which  exceed  its  resources. 
We  sincerely  believe  that  most  physicians  will 
resist  inclusion  in  such  a scheme  because  it  is 
presently  unsound  and  can  only  lead  to  national 
bankruptcy;  because  it  is  creating  an  enormous 
debt  to  be  paid  by  future  generations,  your 
children  and  grandchildren;  and  because  we 
have  no  moral  right  to  place  such  an  obligation 
upon  future  generations. 

Millions  of  small  businesses  and  professional 
self-employed,  ranging  from  doctors,  lawyers, 
and  accountants  to  salesmen  and  undertakers, 
have  an  opportunity  to  provide  for  themselves 
retirement  income  on  a sensible,  sound,  basis 
during  the  year  1957-1958.  It  appears  now  that 
it  is  not  so  much  of  a question  of  whether  the 
principle  of  tax  deferment  for  the  self-employed 
will  be  enacted  during  the  next  congressional 
session,  as  to  what  extent  congress  will  limit  the 
amount  of  savings  the  self-employed  will  be  al- 
lowed to  set  aside  (tax  deferred)  for  old  age. 
Tax  deferment  for  the  salf  employed  as  embod- 
ied in  the  Keogh  legislation  deserves  the  en- 
thusiastic and  whole-hearted  support  of  every 
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physician.  Inclusion  under  the  social  security 
system  should  be  fought  vigorously  and  an  edu- 
cational campaign  launched  to  acquaint  doctors 
and  the  public  with  the  dire  consequences  of 
continuance  of  the  program  as  it  is  now  con- 
stituted. 


LOCATION  OPPORTUNITIES 

( Released  October  4,  1957) 

ASHFORK  - Pop.  700  - North  centrally  lo- 
cated — Railroad  center  — Contact  the  Women’s 
Club,  Ashfork,  Ariz. 

BENSON  — Exeellent  opportunity  for  GP  — 
This  David-Benson  trade  area  has  about  5,000 
population  with  only  one  doctor  available.  A 
small  sleep-in  hospital  can  be  set  up  very  easily. 
Hospital  25  miles  away.  Chamber  of  commerce 
will  furnish  telephone  answering  service,  nine 
to  five.  Contact  Bernard  Fisher,  D.D.S.,  Medi- 
cal committee  of  the  chamber  of  commerce,  Ben- 
son, Ariz. 

GAMP  VERDE  — Located  in  the  heart  of  a 
large  farming  and  ranching  area  on  the  Verde 
River.  Approximately  100  miles  north  of  Phoe- 
nix. Badly  in  need  of  a medical  doctor.  Con- 
tact Ivy  N.  Moser,  R.  N.,  Camp  Verde,  Ariz. 

ELAGSTAEF  — Pop.  17,500  — Largest  city  in 
the  north  eentral  Arizona  trading  area.  One 
pediatrician  is  needed  (as  there  are  a number 
of  general  practitioners  who  would  gladly  refer 
work  to  him ) . Excellent  opportunity  for  an 
EENT  doctor  and  a general  practitioner.  Con- 
tact C.  Herbert  Eredell,  M.D.,  Secretary,  Coco- 
nino County  Medical  Society,  121  East  Aspen 
Ave.,  Flagstaff,  Ariz. 

GILA  BEND  — Pop.  2,500  — 80  miles  west 
of  Phoenix  — Nearest  town  to  the  Painted  Rock 
Dam  Project  — Good  opportunity  for  general 
practitioner.  Cattle,  cotton  and  general  farm- 
ing. Office  and  equipment  available.  $150 
monthly  income  from  board  of  supervisors.  Con- 
tact Mrs.  J.  F.  Allison,  Box  485,  Gila  Bend,  Ariz. 

HAYDEN  — Pop.  4,000  — Located  in  southern 
Arizona.  Need  for  a general  praetitioner.  Have 
only  one  doctor  available  now.  Mostly  indus- 
trial area.  Swimming  pool,  golf  course,  theater 
and  social  clubs.  Has  a local  clinic,  with  Ray 
Hospital  24  miles  away.  Contact  Charles  B. 
Huestis,  M.D.,  Box  928,  Hayden,  Ariz. 

MIAMI  — Opportunity  for  GP  — Industrial 
hospital  staffed  by  approximately  seven  doctors, 
who  care  for  personnel  and  families  of  those 
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who  work  for  the  three  principal  mining  com- 
panies. This  community  is  served  by  numerous 
small  mining  and  ranching  interests.  Contact 
Robert  V.  Horan,  M.D.,  Miami-Inspiration  Hos- 
pital, Miami,  Ariz. 

MORENCI  — Mining  community  located  near 
New  Mexico-Arizona  border  — Pop.  10,000  — 
Has  vacancy  at  hospital  for  GP.  Contact  Carl 
H.  Cans,  M.D.,  Morenci  Hospital,  Morenci,  Ariz. 

PHOENIX  — Good  opportunity  for  associate 
radiologist  in  Phoenix  area.  Contact  Ernest 
Price,  M.D.,  9112  No.  2nd  Street,  Phoenix,  Ariz. 
(WI  3-3491). 

SAEFORD  - In  need  of  GP  - Pop.  6,000  - 
Has  ideal  year-around  climate  with  good  schools, 
park,  swimming  pool,  golf  course.  Elks  Club. 
Private  hospital,  open  staff.  Surgical  privileges 
after  six  months  if  qualified.  Completely  equip- 
ped office  for  rent  and  equipment  for  sale.  Con- 
tact M.  T.  Sandeno,  M.D.,  803  — 7th  St.,  Saf- 
ford,  Ariz. 

SAN  MANUEL  — Completely  new  mining 
community,  just  a nice  drive  from  Tucson,  Ariz. 
Urgently  needs  a physician  to  be  associated  with 
the  copper  mining  company  located  there.  Con- 
tact Francis  M.  Findlay,  M.D.,  San  Manuel 
Hospital,  San  Manuel,  Ariz. 

SHOW  LOW  - Pop.  1,500  - Trading  center 
for  some  10,000  people.  Summer  and  winter 
recreation  area,  cool  climate  and  beautiful  forest 
country.  At  present  there  is  no  M.D.  in  Show 
Low  and  it  wishes  to  locate  a doctor  there  who 
would  help  establish  a hospital.  The  town  is  an- 
xious to  locate  a doctor  and  promises  full  co- 
operation. Contact  either  Mary  and  Eric  Marks, 
Paint  Pony  Lodge,  Show  Low,  Ariz.,  or  Donald 
F.  DeMarse,  M.D.,  Box  397,  Holbrook,  Ariz. 

TOLLESON  — In  need  of  GP  — Serves  a trad- 
ing population  of  from  12,000  to  15,000.  Ten 
miles  west  of  Phoenix.  Elementary  and  high 
schools,  churches  of  all  denominations.  Com- 
plete office  and  equipment  for  GP  available  on 
reasonable  term  lease  or  purchase.  Contact  Mr. 
Norman  Andersen,  president,  chamber  of  com- 
merce, 9112  West  Van  Buren  St,  Tolleson,  Ariz. 
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TUCSON  — The  VA  Hospital  is  in  urgent 
need  of  an  orthopedic  surgeon.  They  prefer 
someone  who  is  board  certified,  but  would  take 
someone  who  has  had  special  training,  as  they 
have  the  local  men  in  this  field  available  for 
consultation  service.  State  license  is  necessary 
but  not  necessarily  an  Arizona  license.  Contact 
S.  Netzer,  M.D.,  Director,  Professional  Service, 
VA  Hospital,  Tucson,  Ariz. 

YOUNGTOWN  - Pop.  130  - Located  16 
miles  from  Phoenix  and  just  a few  miles  from 
several  small  towns,  each  a potential  field  of 
practice.  Most  residents  are  60  years  of  age  or 
older  and  are  in  need  of  medical  care.  Office 
space  is  currently  provided  at  no  rental.  A 
medical  center  is  being  planned.  Interested  doc- 
tors may  contact  Mr.  Sid  Lambert,  Box  61, 
Marionette,  Ariz. 


LOCATION  INQURIES  RECEIVED 
DURING  MONTH  OF 
SEPTEMBER  1957 

( Released  October  4, 1957 ) 

CALLAN,  JOSEPH  A.,  M.D.,  98  Vermilion 
Drive,  Virginia,  Minn.,  1,  age  28,  married;  1954 
graduate  University  of  Minnesota;  interned  at 
Hurley  Hospital,  Flint,  Mich.  Wishes  to  locate 
in  a town  of  5,000  to  25,000  population.  In- 
terested in  specialty  practice  or  a general  prac- 
tice. Will  also  consider  industrial  practice.  Avail- 
able in  three  months. 

DeGEORGE,  FRANK,  M.D.,  287  Tremont 
St.,  Syracuse,  N.  Y.,  Pd,  Age  30;  1955  graduate 
University  of  Tennessee;  rotating  internship  at 
New  York  State  Medical  Genter  and  affiliated 
hospitals,  Syracuse.  Will  complete  residency  in 
pediatrics  in  June  1958.  World  War  II  veteran. 
Will  consider  any  type  of  practice. 

DEVENIS,  ALGIRDAS  M.,  M.D.,  115  Vine 
St.,  Hartford,  Gonn.  Ob-Gijn,  age  32;  1953  grad- 
uate New  York  Medical  Gollege;  rotating  in- 
ternship at  Kings  Gounty  Hospital;  will  com- 
plete Ob-Gyn  residency  at  Hartford  Hospital, 
Hartford,  Gonn.,  in  July  1958.  Interested  in 
specialty  work  with  clinic  or  associate  type 
practice. 

DOWLEN,  JOSEPH  A.,  M.D.,  3040  Nevada, 
Minneapolis  36,  Minn.,  S,  age  38;  1944  graduate 
Southwestern  Medical  Gollege;  interned  at  Den- 
ver General  Hospital  and  will  complete  resi- 


FOR INFORMATION  ON  OPPORTUNITIES 
IN  THE  FIELD  OF  INDUSTRIAL 
MEDIGINE,  GONTAGT: 

Harold  J.  Mills,  M.D.,  Phelps  Dodge  Hospital, 
Ajo,  Ariz. 

Garl  H.  Gans,  M.D.,  Phelps  Dodge  Hospital, 
Morenci,  Ariz. 

Ira  E.  Harris,  M.D.,  Miami-Inspiration  Hospital, 
Vliami,  Ariz. 

Gharles  B.  Huestis,  M.D.,  Box  928,  Hayden,  Ariz. 

Elvie  B.  Jolley,  M.D.,  Gopper  Queen  Hospital, 
Bisbee,  Ariz. 

H.  W.  Finke,  M.D.,  Magma  Gopper  Gompany 
Hospital,  Superior,  Ariz. 

John  Edmonds,  M.D.,  Kennecott  Gopper  Gor- 
poration  Hospital,  Ray,  Ariz. 

Francis  M.  Findlay,  M.D.,  San  Manuel  Hospital, 
San  Manuel,  Ariz. 


dency  at  Minneapolis  General  Hospital  in  Janu- 
ary 1958.  Interested  in  assistant,  associate  or 
solo  practice. 

FINDLAY,  PRENTISS  E.,  M.D.,  Gharity  Hos- 
pital, New  Orleans  12,  Pd,  age  28;  1954  grad- 
uate Emory  University;  presently  in  residency  at 
Gharity  Hospital.  Prefers  practice  in  his  spe- 
cialty. Available  July  1958. 

FRIEDMAN,  HERBERT  S.,  M.D.,  4504A 
Bonner  Road,  Baltimore,  Md.,  U,  age  29;  1952 
graduate  University  of  Illinois.  Will  complete 
residency  in  July  1958.  Prefers  assistant  or  as- 
sociate practice. 

LEHMAN,  THEODORE  H.,  M.D.,  Univer- 
sity of  Oregon  Hospitals,  Portland,  Ore.,  U,  age 
31;  1953  graduate  University  of  Nebraska.  Now 
completing  a 4-year  residency.  Prefers  specialty 
in  clinic  or  with  associate.  Available  July  1958. 

McGOWN,  LOUIS  K.,  M.D.,  1516  - 3rd  Ave. 
N.E.,  Rochester,  Minn.,  I,  age  33,  married;  1949 
graduate  Tulane;  internship  at  University  of  Wis- 
consin Hospitals;  presently  in  residency  at  Mayo 
Glinic;  interested  in  clinical,  assistant  or  asso- 
ciate practice;  available  Jan.  1,  1958. 

SGHULDES,  RUDOLPH  E.,  M.D.,  St.  Eliza- 
beth Hospital,  1044  Belmont  Ave.,  Youngstown 
4,  Ohio,  Ob-Gyn,  age  35;  1951  graduate  Univer- 
sity of  Basel;  is  now  completing  3 years  resi- 
dency. Prefers  clinical  or  associate  practice. 
Available  July  1958. 

SOSHEA,  JOHN  W.,  M.D.,  1015  Madison, 
Evanston,  Ilk,  I and  Rhett,  age  32;  1949  grad- 
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uate  Northwestern;  has  had  3 years  training 
and  2V2  years  practice  time  in  internal  medi- 
cine; interested  in  group  practice;  available  now. 

HIRD,  WAYNE  E.,  M.D.,  McGuire  VA  Hos- 
pital, Richmond,  Va.,  TS  and  CS,  married;  1950 


graduate  Kansas  University.  Qualified  general 
surgery  — taking  boards  this  year.  Will  be  quali- 
fied in  TS  and  CS  in  July  1958.  Wishes  to  prac- 
tice only  TS  and  CS  in  association  with  one  or 
more  private  clinics. 


COMMITTEE  APPOINTED  TO 
STUDY  MEDICAL  RESEARCH, 
EDUCATION 

13  ECRETARY  Folsom  has  named  a special  com- 
mittee of  medical  leaders  and  industrialists  to 
advise  him  on  the  “status  and  future  needs”  of 
medical  research  and  education.  He  asked  the 
members  to  study  such  questions  as: 

1.  Impact  of  expanding  research  programs  on 
medical  education. 

2.  Availability  of  scientists,  technicians,  and 
facilities. 

3.  Relative  emphasis  given  to  research  in  the 
various  disease  fields. 

4.  Relative  emphasis  given  to  fundamental 
studies  in  the  basic  sciences  generally. 

5.  Relationship  between  federal  and  private 
research  programs. 

6.  Standards  for  approval  of  research  proj- 
ects. 

Chairman  of  the  committee  is  Dr.  Stanhope 
Bayne-Jones,  former  Yale  Medical  School  dean 
and  more  recently  president  of  the  New  York 
Hospital-Cornell  Medical  Center  joint  adminis- 
tration board  and  head  of  medical  research  and 
development  for  the  army. 

Other  members  are:  Dr.  George  Packer 

Berry,  dean.  Medical  School,  Haiward  Univer- 
sity; Thomas  P.  Carney,  vice  president,  Eli  Lilly 
and  Company,  Indianapolis;  Dr.  Lowell  T.  Cog- 
geshall,  dean,  division  of  biological  sciences. 


University  of  Chicago  and  formerly  special  assis- 
tant to  the  HEW  secretary;  Fred  Carrington 
Cole,  vice  president,  Tulane  University,  New 
Orleans;  Samuel  Lenher,  vice  president,  E.  I. 
duPont  de  Nemours  and  Company,  Wilmington; 
Dr.  Irvine  H.  Page,  director  of  research,  Cleve- 
land Clinic  Foundation;  Robert  C.  Swain,  vice 
president  in  charge  of  research  and  development, 
American  Cyanamid  Company,  New  York;  Dr. 
Stafford  L.  Warren,  dean.  School  of  Medicine, 
University  of  California  Medical  Center,  Los 
Angeles,  James  Edwin  Webb,  president  and 
general  manager.  Republic  Supply  Co.,  Okla- 
homa City,  former  undersecretary  of  state  and 
former  director  of  the  bureau  of  the  budget. 

In  announcing  the  committee.  Secretary  Fol- 
som said: 

“The  medical  research  programs  of  this  de- 
partment and  of  the  nation  generally  have  ex- 
panded veiy  rapidly  over  the  past  decade  and 
have  contributed  substantially  to  advances  in 
the  health  of  the  American  people. 

“We  are  deeply  interested  that  our  medical 
research  efforts  continue  to  make  a maximum 
contribution  based  on  wise  policies  and  sound 
administration.  In  view  of  the  increasing  mag- 
nitude of  the  total  medical  research  effort  and 
how  much  is  at  stake  in  its  progress  or  short- 
comings, I have  decided  to  appoint  several  dis- 
tinguished consultants  to  review  not  only  the 
department’s  activities  in  these  fields,  but  the 
situation  in  medical  research  and  medical  edu- 
cation in  the  country  as  a whole.” 


COLOR  ATLAS  OF  DERMATOLOGY,  Vol.  4 

by  P.  De  Graciansky,  M.D.  and  S.  BouUe,  M.D.  Illustrated.  Year- 
book. Sold  only  by  the  set,  $140. 

This  is  the  fourth  and  final  volume  in  this 
superb  contribution  to  medical  literature.  The 
320  full-color  plates,  with  320  pages  of  detailed 
legends,  are  presented  80  plates  to  each  volume. 
The  binding  is  loose-leaf.  The  legends  appear 
facing  the  plates  they  describe.  Translated  and 


adapted  from  the  original  French  edition,  they 
include  in  exact  detail  every  pertinent  fact  of 
the  most  minute  clinical  feature  of  the  pathol- 
ogy illustrated.  Because  only  a limited  quantity 
of  the  color  plates  could  be  imported,  the  number 
of  sets  (and  it  can  be  sold  only  as  a 4- volume 
set)  of  this  Atlas  is  greatly  limited. 

Stacey’s  Medical  Books,  San  Francisco. 
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HOW  TO  SAVE  FEDERAL  INCOMES 
TAXES  THROUGH  THE  USE  OF  A 
SIMPLE  REVERSIONARY  TRUST* 

LeRoy  B.  Evans 

President,  Dow  Theory  Forecasts,  Inc. 

Hammond,  Ind. 

One  of  the  doctor’s  most  pressing  financial 
problems  today  is  his  high  federal  income  tax. 

He  would  like  to  reduce  it  without  reducing 
his  earnings  . . . and  while  this  seems  like  “pie- 
in-the-sky,”  it  can  be  done  through  the  use  of  a 
simple  reversionary  trust  with  the  income  pay- 
able to  and  taxable  to  the  beneficiary. 

Eor  years,  trusts  have  been  widely  used  for 
tax  and  other  purposes;  the  reversionary  trust  is 
relatively  new,  however,  and  trusts  that  transfer 
the  tax  liability  to  the  beneficiary  are  downright 
rare. 

The  reversionary  trust  differs  from  the  stan- 
dard trust  in  that  the  corpus  ( body ) of  the  tinst 
reverts  back  to  the  donor  after  a period  that  can- 
not be  less  than  10  years. 

This  enables  an  individual  who  does  not  need 
the  income  from  certain  investments  to  divert 
that  income  to  a beneficiary  for  a period  not  less 
than  10  years,  and,  after  that  time,  receive  back 
his  original  investment. 

Then,  if  the  trust  is  properly  drawn,  the  bene- 
ficiary is  also  made  responsible  for  the  tax  which 
can  mean  the  difference  between  a minimum 
20  pr  cent  tax  which  the  trust  would  ordinarily 
pay,  and  no  tax  at  all  because  of  the  beneficiary’s 
normal  tax  exemption. 

Thus,  the  simple  reversionary  trust  becomes 
one  of  the  most  effective  legitimate  opportuni- 
ties for  a doctor  temporarily  to  shift  to  others 
some  of  his  investment  income,  and,  more  im- 
portant, also  the  tax  burden  that  goes  with  it. 

Ideal  for  Parents 

This  simple  reversionary  trust  is  ideal  for  par- 
ents with  young  children  who  will  later  go  to 
college  and  for  those  with  dependents  with 
little  or  no  income  of  their  own. 

For  example,  on  an  investment  yielding  $500 
annually,  a doctor  in  the  50  per  cent  bracket 
would  have  to  pay  $250  tax  . . . but  his  son  or 


daughter  would  not  have  to  pay  any  tax  at  all  if 
they  received  the  $500  and  didn’t  have  too  much 
other  income. 

Since  any  taxpayer  can  have  taxable  income 
up  to  $675  without  having  to  pay  any  federal 
income  tax,  and  because  $50  of  the  dividend 
income  would  be  non-taxable,  the  annual  divi- 
dend income  to  the  beneficiary  could  be  up  to 
$725  per  year,  reduced  by  income  from  other 
sources,  if  any,  without  his  having  to  pay  any 
federal  income  tax. 

If  the  beneficiary  is  your  child  under  19  (or 
a child  in  school,  regardless  of  age)  and  you 
furnish  over  half  of  that  child’s  support,  you 
would  not  lose  the  dependency  exemption  for 
that  child  because  of  the  trust  income.  How- 
ever, if  the  beneficiaiy  is  an  adult  dependent 
other  than  the  above,  then  it  is  recommended 
that  the  beneficiary’s  gross  income  from  all 
sources  be  less  than  $600  per  year  to  prevent 
loss  of  dependency  exemption. 

Here  is  a table  showing  how  much  more  you 
would  have  to  invest  or  how  many  times  the 
rate  of  return  you  would  need  to  accomplish  re- 
sults equal  to  this  trust.  (See  page  705) 

What  to  Use  as  Corpus  of  Trust 

Practically  anything  can  be  used  as  the  coipus 
or  body  of  a reversionary  trust.  A mutual  fund 
is  very  suitable  as  it  provides  a broad  invest- 
ment program  in  one  security  under  the  super- 
vision and  management  of  professional  analysts; 
it  is  simple  to  use  in  a trust  and  since  most  funds 
are  composed  largely  of  common  stocks,  it  also 
provides  a hedge  against  inflation. 

The  value  and  dividends  on  the  shares  will 
increase  or  decrease  with  changes  in  market 
value  and  income  of  the  investments  in  the  fund, 
of  course,  but  the  management  has  the  respon- 
sibility of  managing  the  fund  to  meet  the  chang- 
ing conditions,  to  the  best  of  its  ability. 

This  is  very  important  since  a reversionary 
trust  must  run  a period  not  less  than  10  years. 

How  Miwh  to  put  in  Trust 

A trust  can  be  written  with  a corpus  of  any 
amount  from  $1  to  $1  million,  or  more.  It  all 
depends  on  how  much  income  is  to  be  diverted 
to  the  beneficiaiy.  However,  there  is  usually 
a minimum  charge  made  for  the  administrative 
work  of  the  trust  officer,  (usually  $25  or  $50  an- 
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nually  depending  on  locality  and  the  policy  of 
the  bank)  and  therefore  trusts  of  at  least  $5,000 
would  seem  advisable. 

But  whatever  amount  is  used,  the  donor  should 
proceed  with  care  as  any  investment  that  re- 
sults in  lower  taxes  is  usually  carefully  scrutin- 
ized by  the  internal  revenue  department;  this  is 
especially  true  of  a trust  such  as  discussed  here 
which  makes  the  income  taxable  to  the  bene- 
ficiary and  not  to  the  trust. 


The  simple  reversionary  trust  holds  important 
opportunities  for  tax  savings  but  all  benefits  can 
be  thrown  away  by  a wrong  sentence,  phrase, 
or  even  a single  inadvisable  word  in  the  trust 
instrument.  This  is  truly  a time  when  the  phrase 
“investigate  — then  invest”  is  appropriate. 

The  least  that  any  doctor  wishing  to  consider 
such  a trust  should  do  is  write  us  for  further 
information  before  proceeding.  There  is  no 
charge  for  this  service. 


If  your  tax 
bracket  is 

Amount  you  would  need 
to  earn  to  clear  $600  af- 
ter federal  income  taxes 

Without  this  trust,  you  would  have  to 
invest  the  following  number  of  times 
as  much  money  (at  any  given  rate  of 
return)  to  clear  the  same  amount  (up 
to  $600  per  year). 

If  you  have  a specified  amount  to  in- 
vest, without  this  trust,  you  would 
have  to  earn  the  following  number  of 
times  the  rate  of  return  to  the  trust  to 
clear  the  same  amount  (up  to  $600). 

30  per  cent 

$ 857.14 

1.42 

1.42 

40  per  cent 

1,000 

1.66 

1.66 

50  per  cent 

1,200 

2.0 

2.0 

60  per  eent 

1,500 

2.5 

2.5 

70  per  cent 

2,000 

3.33 

3.33 

80  per  cent 

3,000 

5.0 

5.0 

WHAT  DO  YOU  MEAN — 
"N0N-PR0Fir7 

One  of  the  chief  distinctions  between  medic- 
ally sponsored  prepayment  plans  — such  as  Blue 
Shield  — and  the  commercial  health  and  acci- 
dent insurance  companies,  is  that  Blue  Shield 
is  conducted  on  a “non-profit”  basis,  whereas  the 
insurance  companies  are  frankly  business  enter- 
prises operated  to  earn  a profit  for  their  owners. 

To  state  this  difference  is  not  to  imply  any 
criticism  of  either.  The  insurance  companies 
have  a long  and  honorable  history  of  public 
service  and  they  are  an  important  part  of 
America’s  business  community. 

Blue  Shield,  on  the  other  hand,  serves  largely 
as  an  agency  of  the  medical  profession,  perform- 
ing a community  service.  Initiated  by  the  med- 
ical profession,  with  the  help  of  local  industry, 
labor  and  civic  leaders.  Blue  Shield  is  designed 
for  one  purpose  only:  to  help  people  pay  for 
medical  services  whenever  the  need  for  such 
services  arises. 

Blue  Shield  has  succeeded  in  pioneering  the 
medical  care  prepayment  movement  because  the 
profession  has  guided  it  and  supported  it.  Blue 
Shield’s  working  capital  was  the  pledge  of  the 
participating  physician  to  deliver  the  medical 


services  that  Blue  Shield  has  promised  on  his 
behalf. 

In  some  cases,  the  partieipating  physicians 
have  accepted  a fraetion  of  scheduled  Blue 
Shield  payments  in  order  to  tide  an  infant  plan 
over  its  early  trials.  In  every  case,  local  profes- 
sional leaders  have  given  their  local  Blue  Shield 
Plans  incalculable  hours  of  service  as  trustees, 
and  advisers.  None  has  ever  accepted  one  penny 
of  compensation  for  such  service  as  a committee 
member  or  trustee.  As  an  agency  of  the  medi- 
cal profession,  created  for  the  sole  purpose  of 
facilitating  the  doctor’s  job  of  service  to  his 
patients,  there  has  never  been  any  need  (for  a 
third  party)  to  make  a profit  out  of  the  Blue 
Shield  transaction. 

Blue  Shield’s  success  is  measured  by  the  pro- 
portion of  its  income  dollar  that  is  expended  for 
services  to  subscribers,  the  smallness  of  its  oper- 
ating costs  and  the  quality  of  its  doctor-support 
— not  by  the  size  of  its  reserves  or  its  net  earn- 
ings. 

These  earnings  — these  profits,  if  you  will  — 
belong  to  the  subscriber. 

“Non-profit”  does  not  mean  no  profit.  Much 
less  does  “non-profit”  mean  a profit-less  opera- 
tion. “Non-profit”  in  Blue  Shield  means  that 
the  earnings  of  the  Plan  belong  to  the  subscrib- 
ers who  support  the  Plan. 
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DR.  DAVID  ENGLE 


Dr.  DAVID  EDWIN  ENGLE  of  Tucson 
died  of  a coronary  occlusion,  Sept.  28,  1957 
at  St.  Mary’s  Hospital.  Dr.  Engle,  48  years 
of  age,  was  born  in  Frankfort,  Ind.  He  grad- 
uated from  DePauw  University  in  1930  and 
received  his  M.D.  degree  at  Indiana  Univer- 
sity in  19.34.  His  internship  and  residency  in 
medicine  were  spent  at  Indianapolis  General 
Hospital  in  19.34-.36.  This  was  followed  by 
a Master  of  Seience  in  Medicine  at  Mayo 
Foundation  Division  of  the  University  of  Min- 
nesota in  1939.  He  remained  as  first  assis- 
tant on  the  staff  of  the  Mayo  Glinic  until  he 
entered  private  practice  in  Illinois  in  1940 


while  instructing  at  the  University  of  Illinois 
School  of  Medicine.  From  1942-45  he  saw  ac- 
tive service  in  the  Army  of  the  U.S.A.  as  head 
of  the  department  of  cardiovaseular  disease 
for  the  General  Base  Hospital  No.  32  in  the 
ETO. 

Dr.  Engle  came  to  Tucson  in  1947  where 
he  has  practiced  internal  medicine  with  ear- 
diology  as  his  specialty.  His  offices  were  lo- 
cated in  Medical  Square.  He  was  a Diplo- 
mate  of  the  Ameriean  Board  of  Internal  Medi- 
eine,  and  a Fellow  of  the  American  Gollege 
of  Physicians.  He  was  also  a member  of  the 
Ameriean  Medical  Association,  Arizona  Medi- 
cal Association,  Pima  Gounty  Medical  Society, 
American  Heart  Assoeiation,  Arizona  Heart 
Association  (president  1954-55),  American  So- 
ciety of  Internal  Medicine,  Arizona  Soeiety  of 
Internal  Medicine,  Medical  Society  of  United 
States  and  Mexico,  and  served  as  a director 
and  vice-president  of  Arizona  Blue  Shield. 

Dr.  Engle  was  an  active  staff  member  of 
the  three  Tucson  hospitals,  having  served  as 
ehief  of  staff  at  Pima  General,  as  chief  of 
medicine  and  as  a member  of  the  medieal 
board  of  direetors  of  Tucson  Medical  Genter, 
and  as  chief  of  medical  services  and  member 
of  the  governing  staff  of  St.  Mary’s  Hospital. 

Dr.  Engle  was  an  elder  in  the  Trinity  Pres- 
byterian Ghureh,  a member  of  Delta  Upsilon, 
Nu  Sigma  Nu. 

Dr.  Engle  is  survived  by  his  wife.  Faith,  of 
Tucson  and  a daughter,  Suzanne,  who  is  a 
sophomore  at  Golorado  Gollege,  Golorado 
Springs,  Golo. 

Dr.  Engle  brought  to  Arizona  medicine,  in 
its  stage  of  rapid  expansion  following  World 
War  II,  exeellent  judgment  and  good  treat- 
ment. We  regret  his  loss. 
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DR.  JAMES  KELVIN  HAZEL 


Dr.  Hazel  was  born  in  Marysville,  Mont. 
June  24,  1895.  He  received  a Bachelor  of 
Science  degree  from  the  University  of  Mich- 
igan in  1917,  and  a Master  of  Science  degree 
from  the  same  university,  during  the  course 
of  his  studies  for  the  medical  degree  which 
was  received  in  1925.  He  interned  at  the 
Fresno  County  General  Hospital  from  1925- 
26  and  married  Lenore  Winterfield  the  follow- 
ing year.  He  worked  for  a time  for  the  United 
Verde  Copper  Co.  at  Jerome,  Ariz.,  and  was 
affiliated  with  the  Industrial  Surgery  Asso- 
ciated Indemnity  Corp.,  San  Francisco,  Calif., 
for  a time.  Most  of  his  private  practice  was 
performed  around  the  Bay  area.  He  was  at 
San  Mateo  for  25  years.  He  served  as  ortho- 


pedic surgeon  with  overseas  duty  in  both 
World  War  I and  World  War  II. 

His  last  three  years  he  served  as  staff  phy- 
sician for  the  Kennecott  Copper  Company  at 
Hayden,  Ariz.  His  professional  affiliations 
included  membership  in  the  American  Medi- 
cal Association,  the  California  State  Medical 
Association,  The  Arizona  Medical  Association, 
and  the  Gila  County  Medical  Society. 

He  was  a member  of  the  American  Legion 
and  the  BPOE. 

He  was  the  father  of  six  children.  He  died 
of  coronary  thrombosis  on  April  21,  1957,  at 
Hayden,  Ariz. 

H.R. 
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NOTICE 

HE  Aledical  Society  of  the  United  States 
and  Mexico  will  hold  its  next  meeting  at  the 
Pioneer  Hotel,  Tueson,  Ariz.,  Dec.  5,  6,  and  7, 
1957.  We  strongly  encourage  your  attendance 
at  this  meeting. 

AMERICAN  CANCER  SOCIETY 
SEMINAR 

Jan.  23  through  25, 1958 
Tucson  Inn 
Tucson,  Ariz. 

PANEL 

Axel  N.  Ameson,  M.D.,  Onconologieal  Gyne- 
cologist, 457  North  Kings  Highway,  St.  Louis  8, 
Mo. 

James  Barrett  Brown,  M.D.,  Plastic  Surgeon, 
508  North  Grand  Avenue,  St.  Louis  3,  Mo. 

Vincent  F.  Gollins,  M.D.,  Therapeutic  Radiolo- 
gist, Baylor  University,  Gollege  of  Medicine, 
Houston,  Texas. 

Ross  Golden,  M.D.,  Diagnostic  Radiologist, 
University  of  Galifornia,  Medieal  Genter,  Los 
Angeles  24,  Galif. 

Gomelius  F.  Lehmann,  M.D.,  Dermatologist,  705 
East  Houston  Street,  San  Antonio,  Texas. 

Ian  G.  MacDonald,  M.D.,  Oncological  Sur 
geon,  2009  Wilshire  Boulevard,  Los  Angeles  57. 
Calif. 

Arthur  Purdy  Stout,  M.D.,  Pathologist,  Colum- 
bia University,  College  of  Physicians  and  Sur- 
geons, 630  West  188th  Street,  New  York  12, 
N.  Y. 

E.  Dale  Trout,  Ph.D.,  Physicist,  General  Elec- 
trie  Company,  4855  Electric  Avenue,  Milwau- 
kee 1,  Wis. 

Thursday,  Jan.  23  — 9:45  through  11:30  a.m. 
SKIN  TUMORS  — Doctors  Brown,  Collins  and 
Lehmann 

1.  Loctor  Lehmann:  “Diagnosis  of  Skin  Cancer” 

25  minutes.  (Dr.  Lehmann  will  please  sub- 
mit a list  of  lesions  he  would  like  to  discuss ) 

2.  Doctor  Collins:  “Radiotherapy  of  Skin  Le- 

sions” — 25  minutes. 

3.  Doctor  Brown:  “Surgical  Treatment  of  Skin 

Lesions”  — 25  minutes. 

12-2  — Luneheon  with  round  table  discussion. 
( cost  included  in  registration  fee ) 


Thursday,  Jan.  23  — 2:30  through  4:00  p.m. 
CANCER  OF  THE  HEAD  AND  NECK  - Doc- 
tors Brown,  Collins,  Golden,  MacDonald  and 
Stout. 

1.  Doctor  Golden:  “Roentgen  Diagnosis  of  Dis- 

eases of  the  Sinuses  and  Larynx”  — 15  min- 
utes. 

2.  Doetor  Stout:  “Carcinoma  in  situ  (Larynx)” 

— 20  minutes. 

3.  Doctor  Brown:  “Surgical  Treatment  of  Cancer 

of  the  Head  and  Neck”  — 20  minutes. 

4.  Doctor  MacDonald:  “Prophylactic  Neck  Di- 

section, Prophylactic  Neck  Irradiation.  Sur- 
gery vs.  Irradiation,  Carcinoma  of  the  Lip 
and  Larynx”  — 20  minutes. 

5.  Doctor  Collins:  “Radiotherapy  in  Caneer  of 

the  Head  and  Neck”  — 15  minutes. 

Friday,  Jan.  24  — 9:30  to  11:00  a.m. 

THE  ARDOMINAL  MASS  - Doctors  Golden, 
MaeDonald  and  Stout. 

1.  Doctor  Golden:  “Diagnostie  Procedures  and 

Examples  in  Differential  Diagnosis  of  Ab- 
dominal Masses”  — 30  minutes. 

2.  Doctor  Stout:  “Pathology  of  Abdominal 

Masses”  — 30  minutes. 

3.  Doctor  MacDonald:  “Surgery  of  Abdominal 

Masses,  Including  a Discussion  of  the  Cura- 
bility of  Late  Cancer”  — 30  minutes. 

4.  Doetor  Collins:  “Radiotherapy  of  the  Abdom- 

inal Mass”  — 30  minutes. 

Friday,  Jan.  24  — 2:30  to  4:00  p.m. 

PELVIC  TUMORS  — Doctors  Arneson,  Collins 
and  Stout. 

1.  Doctor  Arneson:  “The  Pros  and  Cons  of  En- 

dometrial Carcinoma”  (Surgery  alone,  ir- 
radiation alone,  combined  therapy)  — 30 
minutes. 

2.  Doctor  Collins:  “Cancer  of  the  Ovary”  — 

Therapy  — PCobalt  — 30  minutes. 

12-2  — Luncheon  with  round  table  discussion. 
Saturday,  Jan.  25  — 9:30  through  10:15  a.m. 

Mr.  Trout:  “The  Applieation,  Limitation  and 
Dangers  of  Radiation  Therapy”  with  some 
discussion  of  proper  equipment,  proper  ap- 
plication, and  in  view  of  the  recent  publieity, 
some  discussion,  if  possible,  of  radioaetive  fall- 
out. 

10:30  a.m.  through  12 

END  RESULTS  AND  COMPLICATIONS  - 
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Doctors  Arneson,  Brown,  Collins,  MacDonald 
and  Stout. 

1.  Doctor  Brown:  “The  Treatment  of  Lesions 

from  Irradiation,  Atomie  Radiation  and 
Cathode  Ray  Burns”  — 15  minutes. 

2.  Doctor  Arneson:  “Carcinoma  of  the  Cervix 

following  Cervical  Irradiation,  End  Results” 
— 15  minutes. 

3.  Doctor  MacDonald:  “End  Results,  600  Cases 

of  Carcinoma  of  the  Breast”  — 15  minutes. 

4.  Doctor  Stout:  “Results  Following  2 M.E.V.  Ir- 

radiation in  Inoperable  Lung  Cancer”  — 15 
minutes. 

5.  Doctor  Collins:  “End  Results  and  Complica- 

tions Cancer  of  the  Breast”  — 15  minutes. 
The  Ameriean  Academy  of  General  Practice 
has  approved  the  American  Cancer  Society 
seminar  to  be  held  at  the  Tucson  Inn,  Jan.  23-25, 


1958,  for  a total  of  seven  hours  formal  credit 
(Category  I). 

MEDICAL  EQUIPMENT  SERVICE 

THE  ARIZONA  MEDICAL  EQUIPMENT 
& SERVICE  CO. 

All  Types  And  Makes  Of  Medical  & Scientific  Apparatus 
Repaired 

Majority  of  all  repair  parts  in  stock  and  immediately  available. 

1005-B  N.  7fh  Street,  Phoenix,  AL  3-9155  or  CR  4-4171 


MEDICAL  SUPPLY  DIRECTORY 


Arizona  Medical  Supply  Co.,  Inc. 

Phone  3-7581 

1027  E.  Broadway  — Tucson,  Arizona 
Verna  E.  Yocum,  Pres.  George  F.  Dyer,  V.  Pres. 
M.  O.  Kerfoot,  Sec. 


THE  PREMATURE  BABY 

by  V.  Mary  Crosse,  M.D.  4th  ed.  181  pages.  Illustrated.  (19.57) 
Little,  Brown.  .$.5. 

Complete  information  is  given  about  prema- 
ture infants:  characteristics,  management,  care 
(both  institutional  and  home),  clothing,  feeding, 
and  complications. 

Stacey’s  Medical  Books,  San  Francisco. 


PROGRESS  IN  GYNECOLOGY,  Vol.  3 

edited  by  Joe  V.  Meigs,  M.D.,  and  Somers  H.  Sturgis,  M.D.  779 
pages.  Illustrated.  (1957)  Grune  & Stratton.  $15.50. 

Advances  in  the  field  since  the  publication  of 
volume  two  in  1950  are  recorded  under  the  term 
“progress.”  Contributions  of  outstanding  auth- 
orities provide  current  concepts  under  one  cover. 

Stacey’s  Medical  Books,  San  Francisco. 


ARIZONA’S  LEADING  MEDICAL 
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PLENTY  OF  FREE  PARKING 
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when  anxiety  and  tension  "erupts”  in  the  G.  I.  tract... 

IN  ILEITIS 


PATH  I BAM  ATE’ 

Meprobamate  with  PATHILON®  Lederle 


Combines  Meprobamate  {400  mg.)  the  most  widely  prescribed  tranquilizer  . . . helps  control 
the  “emotional  overlay”  of  ileitis  — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . . with  PATHILON  (25  mg.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000, 

*Trademark  ® Registered  Trademark  for  Tridihexethyl  Iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 


PHENAPHEN 


i'*ASlATIC‘^\ 

•“V 


Phenaphen  Plus  is  the  physician-requested 
combination  of  Phenaphen,  plus  an  anti- 
histaminic  and  a nasal  decongestant. 

Available  on  prescription  only. 


each  coated  tablet  contains:  Phenaphen 

Phenacetin  (3  gr.) 194.0  mg, 

Acetylsalicylic  Acid  (2Vi  gr.)  , 162.0  mg. 
Phenobarbital  (*4  gr.)  - * . . 16.2  mg. 

Hyoscyamine  Sulfate  • • • • 0.031  mg. 

plus 

Prophenpyridamine  Maleate  . • 12.5  mg. 

Phenylephrine  Hydrochloride  , 10.0  mg. 
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The  Case  History  in  this  discussion  is  selected 
from  the  Case  Records  of  the  Massachusetts  Gen- 
eral Hospital,  and  reprinted  from  the  New  England 
Journal  of  Medicine.  The  discussant  under  Differ- 
ential Diagnosis  is  a member  of  the  staff  of  the 
Massachusetts  General  Hospital.  The  other  dis- 
cussants are  members  of  the  Phoenix  Clinical  Club. 


MASSACHUSETTS  GENERAL 
HOSPITAL 

PRESENTATION  OF  CASE 
NO.  41472 

A 52-year-olcl  man  entered  the  hospital  be- 
cause of  hoarseness. 

The  patient  was  in  excellent  health  until  three 
months  before  admission,  when  he  began  to 
feel  “run  down,”  weak  and  anorectic.  Over  the 
next  two  and  a half  months  he  lost  approximately 
10  pounds  of  weight.  One  month  before  entry' 
he  noticed  the  onset  of  a hacking  cough  produc- 
tive of  small  amounts  of  nonbloody  sputum.  This 
was  followed  by  the  gradual  appearance  of 
hoarseness,  which  progressively  increased  up 
to  the  time  of  admission.  An  examination  of  the 
larynx  done  in  the  clinic  revealed  paralysis  and 
fixation  of  the  left  vocal  cord.  A lateral  x-ray 
film  of  the  neck  was  normal.  The  patient  was 
referred  to  the  hospital  for  further  study. 

The  past  history  was  noncontributory.  There 
was  no  difficulty  in  swallowing  and  no  dyspnea, 
hemoptysis  or  pain  in  the  chest.  The  patient 
had  smoked  one  or  two  packages  of  cigarets 
every  day  for  many  years. 

Physical  examination  revealed  a well  develop- 
ed man  with  evidence  of  recent  weight  loss.  The 
voice  was  hoarse  and  rasping.  The  neck  was 
normal,  the  chest  was  resonant,  with  a harsh 
late  inspiratory  wheeze  in  the  right  side.  The 
heart  was  normal,  as  was  the  abdomen.  There 
was  marked  clubbing  of  the  fingers  and  toenails 
and  no  cyanosis. 

The  temperature  was  97°F.,  the  pulse  76,  and 
the  respirations  18.  The  blood  pressure  was  160 
systolic,  85  diastolic. 

Urinalysis  was  negative.  Examination  of  the 
blood  revealed  a hemoglobin  of  12.2  gm.  per  100 
cc.  and  a white-cell  count  of  8,400.  A blood 
Hinton  test  was  negative.  The  albumin  and 
globulin  were  normal,  and  liver  functions  tests 


were  negative.  An  electrocardiogram  was  with- 
in normal  limits. 

An  x-ray  film  of  the  chest  showed  a round  mass 
protruding  into  the  left-lung  field  just  below 
the  aortic  arch.  The  mass  appeared  to  lie  in 
the  anterior  mediastinum  and  showed  slight  pul- 
sations. The  lungs  were  emphysematous,  with 
depression  and  flattening  of  the  diaphragm.  The 
leaves  of  the  diaphragm  moved  equally  bilater- 
ally. The  anteroposterior  diameter  of  the  chest 
was  increased.  There  was  no  mediastinal  shift. 
The  heart  showed  prominence  of  the  left  ven- 
tricle and  the  aortic  arch.  Fluoroscopy  of  the 
chest  with  multiple  views  of  the  lung  fields  show- 
ed no  other  masses.  The  mass  previously  des- 
cribed moved  with  the  aortic  arch  in  a manner 
suggesting  that  it  was  fixed  to  it.  An  angio- 
cardiogram revealed  that  the  mass  stated  to  be  in 
the  region  of  the  left  ductus  node  did  not  opacify 
as  the  dye  went  through  the  pulmonary  vascular 
circuit  and  the  aorta.  The  left-upper-lobe  pul- 
monary artery  was  pressed  upon  by  the  mass, 
and  there  appeared  to  be  some  irregularity  of 
the  left  upper  posterior  apical  pulmonary  artery, 
suggesting  the  possibility  of  attachment  to  the 
vessel  wall.  In  the  later  films  there  appeared 
to  be  a compression  upon  the  left  lateral  in- 
ferior aspect  of  the  aortic  arch  by  the  mass. 

Bronchoscopy  revealed  paralysis  of  the  left 
vocal  cord  and  questionable  slight  deviation  of 
the  trachea  to  the  right.  The  right  and  left  main 
bronchi  and  their  lobar  branches  appeared  nor- 
mal. Bronchoscopic  washings  from  the  left 
main  bronchus  were  negative  for  tumor  cells. 

On  the  13th  hospital  day  an  operation  was 
performed. 

DR.  JOHN  A.  EISENBEISS 

The  present  case  concerns  a 52-year-old  Cau- 
casian male  who  entered  the  hospital  because 
of  hoarseness  and  was  in  excellent  health  until 
three  months  prior  to  admission,  when  he  be- 
gan to  feel  run  down  and  weak.  Additional 
compliants  were  cough  of  a hacking  nature,  with- 
out production  of  bloody  sputum,  present  one 
month,  weight  loss  of  10  pounds  in  the  past  2% 
months,  and  hoarseness  which  had  been  present 
one  month  and  was  progressive  in  nature.  The 
pertinent  physical  findings  were  paralysis  of  the 
left  vocal  cords,  a hoarse,  rasping  voice,  and 
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inspiratory  wheeze  in  the  right  chest,  clubbed 
fingers  and  toes,  normal  heart,  a blood  pressure 
of  160/85. 

Laboratory  studies  revealed  a normal  white 
count  and  hemoglobin,  serology,  liver  function 
tests  and  electrocardiogram.  X-rays  revealed  a 
round  mass  below  the  aortic  arch,  anterior- 
mediastinum,  which  pulsated  somewhat.  The 
heart  was  prominent,  left  ventricular  shadow. 
Mass  moved  with  aortic  pulsation.  Angiogram 
revealed  no  dye  in  the  mass,  however  the  left 
pulmonary  artery  was  pressed  upon  by  the  mass. 
There  was  irregularity  of  the  left  upper  pos- 
terior apical  pulmonary  artery,  with  compression 
of  the  left  lateral  inferior  aspect  of  the  aortic 
arch.  There  was  some  question  of  attachment  of 
the  mass  to  the  aorta  and  irregularity  of  the 
upper  posterior  apical  pulmonary  artery,  and 
questionable  attachment  to  this  vessel  wall.  Bron- 
choscopy corroborated  the  paralysis  of  the  left 
vocal  cord  and  there  was  a questionable  devia- 
tion of  the  trachea  to  the  right.  Bronchial  wash- 
ings revealed  no  evidence  of  tumor  cells. 

The  only  neurologic  sign  is  hoarseness  with 
paralysis  of  the  left  vocal  cord.  This  implies  a 
lesion  of  the  vagus  nerve  below  its  exit  from  the 
jugular  foramen  and  at  the  origin  of  its  recur- 
rent laryngeal  branch  on  the  left  side.  Of  inter- 
est is  the  course  of  the  recurrent  laryngeal  nerve 
in  that  on  the  left  it  arises  at  the  left  of  the  arch 
of  the  aorta  at  the  point  where  the  ligamentum 
arteriosum  is  attached.  This  is  a remnant  of  the 
obliterated  ductus  arteriosus. 

The  causes  of  recurrent  laryngeal  paralysis, 
statistically,  in  some  61  cases  revealed  that  28 
of  these  were  incident  to  aneurism  in  the  arch 
of  the  aorta;  four  to  mitral  stenosis;  six  to  en- 
larged bronchial  and  other  adjacent  glands,  none 
incident  to  apical  lung  lesions;  eight  incident  to 
malignant  diseases  of  the  lung;  five  new  growths 
in  the  thorax;  eight  malignant  disease  of  the 
esophagus;  two  thyroid  tumors.  Of  360  cases 
of  recurrent  laryngeal  paralysis,  103  were  toxic 
or  infectious,  63  traumatic,  including  surgical 
trauma,  40  aneurisms  of  the  arch  of  the  aorta, 
27  neoplasms,  12  tuberculosis,  10  goiter,  10  en- 
larged left  auricle,  four  enlarged  glands,  64 
central  causes,  27  other  causes. 

The  mass  as  localized  by  my  interpretation 
of  the  anatomical  notes  by  x-ray  and  angiography, 
is  that  it  is  not  of  primary  pulmonary  origin,  and 
is  benign  in  view  of  the  negative  bronchoscopic 
findings  and  washings.  If  tumor  had  been  pre- 


sent, and  a tumor  of  a malignant  nautre,  tem- 
perature elevation,  white  count  elevation,  would 
very  likely  have  been  present. 

Of  further  import  is  the  presence  of  club- 
bing of  the  fingers  and  toes  of  marked  degree, 
without  cyanosis.  This  suggests  pulmonary  cir- 
culatory disease  of  some  duration.  Specifically, 
the  recurrent  laryngeal  paralysis  occurs  as  noted 
previously  in  aortic  arch  disease,  5 per  cent;  in 
malignant  disease,  12  per  cent;  in  new  growths 
in  the  lung,  8 per  cent;  in  enlarged  bronchial 
and  other  glands,  10  per  cent;  in  mitral  stenosis, 
6 per  cent.  Apical  lung  disease,  esophogeal,  and 
thyroid  disease  can  be  excluded  on  the  basis 
of  the  findings,  symptoms,  and  examination. 

Therefore,  my  diagnosis  is  aneurism  of  the 
arch  of  the  aorta.  Very  likely,  this  aneurysm 
originated  in  or  near  the  ligamentum  arteriosum, 
or  in  a partially  patent  ductus  arteriosus,  with 
thrombosis  formation  accounting  for  the  failure 
of  filling  on  angiography;  or  my  secondary  im- 
pression, dermoid  or  thymoma. 

DIFFERENTIAL  DIAGNOSIS 

DR.  HELEN  S.  PITTMAN:  The  diflferential 
diagnosis  of  an  anterior  mediastinal  mass  is  a 
guessing  game  at  best,  but  a guessing  game 
based  on  certain  standard  principles.  The  pa- 
tient’s illness  began  with  weight  loss,  which 
is  a general  manifestation  of  disease.  He  had 
a cough,  which  is  evidence  of  pressure,  and 
hoarseness  and  paralysis  of  the  left  vocal  cord, 
which  suggest  involvement  of  the  left  recurrent 
laryngeal  nerve.  In  view  of  the  negative  bron- 
choscopy, I think  the  wheeze  heard  in  the  right 
side  of  the  chest  was  not  related  to  the  mass  but 
rather  to  emphysema.  May  we  look  at  the 
x-ray  films  now?  I understand  that  the  angio- 
cardiogram cannot  be  demonstrated  for  it  is  a 
long  roll  that  requires  four  people  to  hold. 

DR.  C.  C.  WANG:  The  x-ray  films  of  the 
chest  taken  on  admission  show  a soft-tissue  den- 
sity projecting  into  the  left-midlung  field.  It 
lies  somewhat  below  the  aortic  knob  and  ap- 
parently above  the  left  main  bronchus.  There 
is  no  unusual  calcification  within  it.  On  the 
lateral  film  this  density  lies  somewhat  anteriorly 
and  has  a very  sharp  border.  On  fluoroscopy  it 
appeared  to  follow  the  aorta  and  could  not  be 
separated  from  it.  The  diaphragm  moved  well 
bilaterally.  The  heart  is  not  enlarged,  and 
the  aorta  shows  some  calcification  in  its  arch. 
The  lung  fields  are  clear  otherwise. 
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DR.  PITTMAN:  Do  you  know  whether  the 
pulsation  in  the  mass  was  transmitted  or  intrin- 
sic? 

DR.  WANG:  Dr.  Reeves  fluoroscoped  the  pa- 
tient; perhaps  he  can  answer  that. 

DR.  JOHN  D.  REEVES:  The  mass  did  not 
pulsate  intrinsically,  but  by  transmission. 

DR.  PITTMAN:  Dr.  Wang,  do  you  suspect 
from  the  angiograms  that  this  was  a vascular 
lesion?  Was  an  aberrant  vessel  demonstrated? 
What  was  the  relation  of  the  visualized  vessels 
to  the  mass? 

DR.  WANG:  The  mass  appeared  to  displace 
the  vessels  in  the  left  upper  pole,  but  was  not 
opacified  by  the  contrast  medium. 

DR.  PITTMAN:  Is  there  any  suggestion  of 
peripheral  shadows  in  either  lung? 

DR.  WANG:  No;  the  peripheral  lung  fields 
are  clear. 

DR.  PITTMAN:  Is  the  mucosa  of  the  eso- 
phagus normal  in  the  barium-swallow  examina- 
tion? 

DR.  WANG:  Yes;  there  is  no  intrinsic  involve- 
ment of  the  esophagus. 

DR.  PITTMAN:  I come  down  to  the  diagnosis 
of  an  anterior  mediastinal  mass  situated  below 
the  aortic  arch  confined  to  the  left  side,  and 
transmitting  pulsation.  It  involved  the  left  re- 
current laryngeal  nerve  and  was  probably  fixed 
to  the  arch  of  the  aorta.  It  was  in  the  region 
of  the  left  ductus  node  and  may  have  impinged 
on  the  artery  to  the  left  upper  lobe.  It  seems 
to  me  that  given  that  set  of  circumstances,  the 
field  of  discussion  narrows  to  either  a vascular 
lesion  or  a malignant  neoplasm.  Involvement 
of  the  nerve  in  benign  or  inflammatory  lesions  is 
so  rare  as  hardly  to  warrant  consideration.  Eirst 
about  vascular  lesions,  one  has  to  consider  an- 
eurysms of  the  aorta.  An  aneurysm  of  the  trans- 
verse aorta  may  involve  the  left  recurrent  laryn- 
geal nerve,  but  this  usually  gives  dysphagia  as 
well  as  cough.  This  man  had  no  difficulty  swal- 
lowing. There  are  rare  cases  of  aneurysm  on 
the  concave  side  of  the  ascending  aorta  that  may 
appear  anteriorly  and  to  the  left  of  the  sternum 
in  contrast  to  the  usual  position.  However,  if 
this  mass  did  not  opacify  on  the  angiogram,  I 
have  to  say  that  it  was  not  an  aneurysm.  More- 
over, an  aneurysm  would  not  explain  the  marked 
clubbing  without  cyanosis. 

That  brings  me  to  malignant  neoplasm.  The 
fact  that  this  man  had  severe  clubbing  and 


nerve  paralysis  is  strong  evidence  in  favor  of  this 
diagnosis.  Starting  with  the  primary  tumors,  I 
believe  the  mass  was  not  a primary  bronchogenic 
carcinoma  in  spite  of  the  history  of  heavy  smok- 
ing. In  view  of  the  negative  bronchoscopy  and 
cytologic  examination  in  the  presence  of  a cen- 
tral lesion,  there  is  no  logical  reason  for  making 
that  diagnosis. 

Lymphoma  occurs  in  the  mediastinum  and  is 
always  a good  guess  when  one  does  not  know 
what  the  lesion  is.  Lymphoma,  however,  is  more 
likely  to  be  bilateral,  although  it  can  be  localized 
to  one  side.  This  man  had  no  recorded  fever 
and  no  other  enlarged  lymph  nodes  so  there  is 
nothing  on  which  one  can  make  a reasonable 
diagnosis  of  lymphoma. 

Goming  to  the  other  structures  that  occupy 
the  mediastinum,  I think  one  must  consider  a 
primary  lesion  in  the  esophagus.  Although  the 
esophagus  comes  in  close  contact  with  the  aortic 
arch  and  left  main  bronchus,  I do  not  see  how 
I can  make  a diagnosis  of  a mass  arising  in  the 
esophagus,  when  there  is  no  dysphagia,  no  pain 
and  an  apparently  intact  mucosa. 

Thymic  tumor  and  teratoma  both  occur  in  the 
anterior  mediastinum;  it  is  always  anyone’s 
guess  whether  or  not  one  of  those  is  present. 

I do  not  know  enough  about  primary  blood- 
vessel tumors  to  discuss  them,  and  in  the  time  I 
had  I was  unable  to  find  any  helpful  informa- 
tion. So  I shall  leave  them  out. 

That  brings  me  to  the  metastatic  neoplasms 
in  the  mediastinum.  The  most  common  sources 
for  these  are  the  lungs  and  breast.  The  male 
breast  is  an  uncommon  source,  although  tumors, 
when  they  occur  there,  are  highly  malignant. 
There  was  no  mention  of  this  man’s  breast.  Since 
Dr.  Wang  said  that  the  peripheral  lung  fields 
were  clear,  and  the  cytologic  examination  was 
negative,  I do  not  have  any  grounds  for  mak- 
ing the  diagnosis  of  a small  peripheral  lung 
tumor,  such  as  an  adenocarcinoma,  which  would 
explain  the  clubbing.  The  best  conclusion  that 
I can  draw,  then,  is  that  this  was  a metastatic 
neoplasm  in  a lymph  node  from  a distant  focus 
that  was  not  unearthed. 

DR.  EDWARD  E.  BLAND:  Have  you  ever 
seen  an  aneurysm  as  slient  as  this? 

DR.  PITTMAN:  No. 

DR.  BLAND:  I wonder  if  someone  could  in- 
form us  about  the  difference  between  paralysis 
of  the  left  vocal  cord  and  fixation. 
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DR.  WILLIAM  R.  WADDELL:  Immediately 
on  section  of  a recurrent  laryngeal  nerve,  the 
cord  becomes  flaccid  and  extends  to  the  midline. 
Later,  as  the  degeneration  of  the  nerve  proceeds, 
the  cord  retracts  laterally  and  becomes  fixed  in 
abduction.  Actually,  from  the  clinical  point  of 
view,  I doubt  if  that  helps  us  very  much.  There 
is  considerable  variation  among  individual  cases. 

DR.  ROBERT  E.  SCULLY:  Dr.  Waddell, 
what  was  your  pre-operative  impression? 

DR.  WADDELL:  Our  pre-operative  diagnosis 
was  carcinoma  of  the  lung.  We  had  in  mind 
the  x-ray  findings  quite  as  firmly  as  Dr.  Pitt- 
man. I think  her  points  about  the  reasons  that 
this  mass  was  not  a primary  carcinoma  of  the 
lung  are  well  made.  The  failure  to  visualize  a 
tumor  of  central  location  by  bronchoscopic  exam- 
ination is  strong  evidence  indeed  against  bron- 
chogenic carcinoma.  With  the  pre-operative 
diagnosis  we  made,  one  may  wonder  why  we 
felt  obligated  to  operate  on  the  patient.  First, 
we  had  no  histologic  diagnosis,  and  when  other 
considerations  allow  it,  an  attempt  should  be 
made  to  establish  one.  Secondly,  although  it 
is  generally  true  that  vocal  cord  paralysis  with 
tumors  of  the  lung  is  a sign  of  inoperability,  in 
a few  cases  such  tumors  are  resectable,  particu- 
larly when  the  paralysis  of  the  vocal  cord  has 
resulted  from  metastasis  to  a single  lymph  node. 

CLINICAL  DIAGNOSIS 
Carcinoma  of  lung 
Dr.  Helen  S.  Pittmans  Diagnosis 
Metastatic  carcinoma  of  unknown  origin  to 
mediastinal  lymph  nodes. 

ANATOMICAL  DIAGNOSIS 
Arteriosclerotic  aneurysm  of  concavity  of  aor- 
tic arch. 

PATHOLOGICAL  DISCUSSION 
DR.  WADDELL:  When  the  chest  was  open- 
ed, the  lung  was  found  to  be  normal.  It  was 
immediately  apparent  that  there  was  an  ane- 
urysm of  the  underportion  of  the  aortic  arch 
just  below  the  origin  of  the  left  subclavian  ar- 
tery. The  aneurysm  was  about  the  size  and 
shape  of  a hen’s  egg;  its  wall  was  extremely 
thin  and  did  not  pulsate.  There  were  plaques 
of  atherosclerosis  involving  several  areas  of  the 
aorta,  particularly  about  the  ostia  of  the  left 
carotid  and  left  subclavian  arteries.  The  ane- 
urysm, which  was  of  the  saccular  type,  had 
arisen  in  a similar  plaque.  The  neck  of  the 


aneurysm  was  small,  and  the  tissue  in  that  re- 
gion was  fairly  firm  in  contrast  to  the  thinned- 
out  major  portion  of  the  sac.  The  dissection 
was  extended  to  the  point  where  clamps  could 
be  applied  across  the  opening  of  the  aneurysm. 
As  often  happens,  during  the  dissection  the 
aneurysm  was  punctured.  This  did  not  cause 
a hemorrhage,  but  10  or  15  cc.  of  cloudy,  thin 
fluid  escaped.  The  reason  for  this  and  for  the 
fact  that  the  angiocardiogram  failed  to  demon- 
strate the  aneurysm  was  that  there  was  a dense 
clot  in  its  opening;  it  lay  like  a cork  in  the 
opening  and  was  easily  lifted  out.  The  clamps 
were  applied  to  the  mobilized  aneurysm,  the 
sac  was  excised,  and  the  opening  was  closed 
without  difficulty,  except  that  the  atheroma  in 
the  region  made  it  technically  difficult  to  place 
the  sutures.  The  patient  was  discharged  on  the 
10th  postoperative  day. 

DR.  SCULLY:  The  specimen  of  aneurysm 
wall  sent  to  the  laboratory  showed  severe  ather- 
osclerosis and  mural  thrombosis.  There  was  com- 
plete destruction  of  the  media,  with  fibrous-tissue 
replacement.  No  changes  suggestive  of  a syphi- 
litic etiology  were  seen. 

DR.  PITTMAN:  I think  it  is  unfortunate  that 
we  could  not  see  the  angiocardiograms  because 
the  questions  I asked  Dr.  Wang  about  the  rela- 
tion of  the  mass  to  the  visualized  vessels  are 
pertinent  in  retrospect. 

DR.  BLAND:  How  was  the  nerve  at  opera- 
tion? 

DR.  WADDELL:  The  vagus  nerve  was 

stretched  out,  and  there  was  tension  not  only 
on  the  recurrent  laryngeal  nerve,  but  also  on 
the  vagus  nerve  itself.  We  have  discussed  the 
possibility  that  the  patient’s  iU  health  for  two 
months  was  produced  by  traction  on  the  vagus 
nerve. 

DR.  BLAND:  A feature  that  interests  me  is 
whether  or  not  the  paralysis  of  the  vocal  cord 
cleared.  It  is  too  early,  I suppose,  to  know. 
I have  seen  paralysis  of  the  vocal  cord  of  six 
months’  duration  with  mitral  stenosis  that  dis- 
appeared after  commissurotomy. 

DR.  SCULLY:  Dr.  Wang,  how  often  do  you 
see  a malignant  tumor  that  is  fixed  to  the  aortic 
arch  appeared  to  move  with  the  aorta? 

DR.  WANC:  I think  that  is  not  an  uncommon 
finding. 
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CONVENTION  REPORT 

The  27th  annual  convention  of  the  Women’s 
Auxiliary  to  the  Arizona  Medical  Association 
met  in  Yuma,  April  10  through  13,  1957. 

This  was  quite  an  event  for  Yuma.  Not  since 
1937  has  a state  medical  convention  been  held 
here. 

The  women’s  registration  totaled  94.  We  were 
honored  to  have  as  our  guest  the  national  presi- 
dent of  the  women’s  auxiliary,  Mrs.  Robert  Flan- 
ders, from  Manchester,  N.  H. 

The  business  sessions  started  Wednesday 
morning,  April  10,  with  the  meeting  of  the 
nurse’s  loan  committee,  and  the  nominating  eom- 
mittee  convening. 

A board  luncheon  meeting  followed  at  the 
Flamingo  dining  room,  with  Mrs.  Oscar  Thoeny, 
president,  presiding.  The  school  of  instruction 
followed  with  Mrs.  Jesse  Hamer  giving  instrue- 
tion  to  the  incoming  officers. 

A civil  defense  film  was  shown  at  5:30  p.m., 
at  the  Stardust  by  Mrs.  John  Kennedy,  civil 
defense  chairman. 

The  Blue  Shield  hosted  the  doctors  and  wives 
with  a delightful  cocktail  party  and  poolside 
buffet  Wednesday  evening. 

Thursday  morning  a general  business  session 
was  held  at  the  Flamingo  dining  room.  All 
reports  of  the  committee  chairmen  were  heard, 
and  election  of  officers  was  held. 

A memorial  service  was  given  by  Mrs.  James 
Moore,  chaplain,  for  Mrs.  Philip  Corliss,  who 
had  been  aetive  in  state  and  local  auxiliary  work 
for  many  years.  Mrs.  Lamar  Harper,  also  an  ac- 
tive member  of  the  Yuma  County  Medical  Auxi- 
liary, was  remembered. 

Coffee  and  rolls  were  available  throughout  the 
business  meeting. 

Thursday  noon  a luncheon  was  held  at  the 
Yuma  Country  Club.  Seventy-five  members  and 
guests  attended.  Our  honored  guest,  Mrs.  Rob- 
ert Flanders,  national  president,  spoke  on  the 
theme  of  the  Women’s  Auxiliary:  “Health  is 
our  Greatest  Heritage.” 

The  tables  were  beautifully  decorated  with 
white  wrought  iron  baskets  of  spring  flowers. 
Each  lady  received  a single  carnation  corsage. 


Drug  companies  were  responsible  for  the  other 
nice  favors  provided  for  our  members  and  guests. 
Guests  at  the  head  table  were:  Dr.  and  Mrs. 
Robert  Flanders,  Dr.  Carlos  Craig,  Dr.  A.  I. 
Podolsky,  Dr.  Charles  Powell,  Dr.  Melvin  Phil- 
lips, and  Rev.  Charles  Crawford. 

Thursday  afternoon  at  4:30  p.m.,  a style  show 
was  held  around  the  pool  at  the  Stardust,  with 
fashions  shown  by  King’s  and  the  Smart  Shoppe, 
of  Yuma.  Among  the  many  models  were  six 
of  our  Yuma  doctors’  high  school  daughters. 

Thursday  evening,  following  the  reception  and 
dinner  hour,  the  Yuma  County  Medical  Society 
entertained  by  providing  an  orchestra  for  danc- 
ing. Concluding  the  evening  was  a midnight 
buffet. 

Friday  morning  was  the  highlight  of  the 
Womens’  convention,  with  an  All-Western 
Brunch.  Squaw  dresses  were  the  mode  of  the 
day.  Western  regalia  decorated  the  Country 
Club,  including  bales  of  hay.  Red  and  white 
checked  tablecloths  were  topped  by  Western 
straw  hats  filled  with  sunflowers.  Vitamins 


STAGECOACH  DAYS  — Members  of  the  Women’s 
Auxiliary  to  the  Arizona  Medical  Association  are  show- 
ing their  national  president  Mrs.  Robert  Flanders  of 
Manchester  N.  H.,  how  things  are  done  in  Arizona.  The 
stagecoach  transported  the  ladies  from  the  Stardust  Hotel 
to  their  luncheon  at  the  Yuma  Country  Club  in  the  tra- 
diational  manner  of  the  Old  West.  Shown  from  left  to 
right  are:  Mrs.  Charles  Powell,  Yuma,  new  state  presi- 
dent; Mrs.  Oscar  Thoeny,  Phoenix,  retiring  president; 
Mrs.  Dwight  Murray,  Napa,  Calif.;  Mrs.  Flanders,  and 
Mr.  Fred  Fairbanks,  perched  on  top. 
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were  had  in  the  form  of  tomato  juice  with  or 
without. 

An  old-time  stage  coach  transported  our  high 
oflBcials  from  the  Stardust  to  the  country  club. 
Mrs.  Flanders,  wearing  her  first  squaw  dress, 
chose  to  ride  on  top  with  the  driver. 

Our  state  champion  teenage  square  dance 
group.  The  Country  Cousins,  delighted  the  lad- 
ies attending  with  many  unusual  versions  of 
Western  and  folk  dancing. 

Members  of  the  Yuma  auxiliary  fashioned  cor- 
sages of  screw  beans;  these  unusual  beans  are 
found  on  our  Yuma  desert.  Other  favors  were 
supplied  by  the  various  drug  companies. 

We  were  honored  at  the  brunch  to  have  as  our 
guest,  Mrs.  Dwight  Murray,  wife  of  the  Amer- 
ican Medical  Association  president,  from  Napa, 
Calif. 

The  county  presidents’  reports  were  given  dur- 
ing the  short  business  meeting  and  the  new  offi- 
cers were  installed  by  the  national  president, 
Mrs.  Robert  Flanders.  Officers  are  as  follows: 
President,  Mrs.  Charles  Powell 
President-elect,  Mrs.  Melvin  Phillips 
First  Vice  president,  Mrs.  Hiram  Cochran 
Second  Vice  president,  Mrs.  Robert  Stratton 
Treasurer,  Mrs.  Ian  Chesser 
Recording  secretary,  Mrs.  Clare  Johnson 
Corresponding  secretary,  Mrs.  Ralph  Irwin 
Director,  one  year,  Mrs.  Oscar  Thoeny 
Director,  one  year,  Mrs.  John  Stanley 
Director,  two  years,  Mrs.  William  E.  Bishop 
Our  new  state  president,  Mrs.  Charles  Powell, 
was  presented  the  president’s  pin  and  gavel  by 
Mrs.  Oscar  Thoeny,  past  president.  A short 
inaugural  address  was  given  by  Mrs.  Powell, 
One  thought  she  left  with  us:  “that  we  must  ever 
be  cognizant  of  the  basic  aims  and  objectives  of 
the  auxiliary  and  its  parent  bodies,  the  local 
medical  society,  the  state  association,  and  the 
American  Medical  Association.” 

A short  post-convention  board  meeting  was 
held  immediately  following  the  brunch. 

At  2:30  p.m.,  a golf  tournament  was  held  with 
10  ladies  participating.  Mrs.  Roy  Hewitt  won 
low  gross,  Mrs.  Kent  Thayer  low  net,  and  Mrs. 
V.  A.  Toland  low  putt. 

The  President’s  Dinner  Dance  was  held  Fri- 
day evening  in  the  Stardust  Planet  Room.  High- 
lighting the  evening  was  the  presentation  of 
plaques  to  four  50-year  members  of  the  Arizona 
Medical  Association:  Dr.  Meade  Clyne  of  Tuc- 
son, Dr.  Martin  G.  Fronske  of  Flagstaff,  Dr.  J. 


Newton  Stratton  of  Salford,  and  Dr.  Clara  S. 
Webster  of  Tucson.  Following  were  two  fine 
talks  by  Dr.  Dwight  Murray,  AMA  president, 
and  Dr.  Phillip  Thorek,  guest  speaker  from  Chi- 
cago. 

Guest  speakers’  wives  attending  the  conven- 
tion were: 

Mrs.  Dwight  Murray,  Napa,  Calif. 

Mrs.  Alber  Bower,  Pasadena,  Calif. 

Mrs.  Henry  Brainerd,  San  Francisco,  Calif. 
Mrs.  Leon  Goldman,  San  Francisco,  Calif. 
Mrs.  Joseph  Holmes,  Denver,  Colo. 

Mrs.  Raymond  Lanier,  M.D.,  Denver,  Colo. 
Mrs.  Joseph  Risser,  Pasadena,  Calif. 

Mrs.  Donald  McNairy,  Phoenix,  Ariz. 

We  enjoyed  having  the  convention  in  Yuma, 
and  hope  you  will  return  before  1977. 

MRS.  JOHN  F.  STANLEY 
Convention  Chairman 
Yuma 

April  30, 1957 
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SERIOUS  PENICILLIN  REACTIONS 
INCREASING,  FDA  REPORTS 

EPORTING  on  a nationwide  survey  of  more 
than  four  years,  food  and  drug  administration 
physician  told  the  Fifth  Annual  Symposium  on 
Antibiotics  that  the  number  of  serious  reactions 
to  penicillin  has  been  increasing  annually.  Dr. 
Henry  Welch,  chief  of  the  FDA  division  of  anti- 
biotics, made  the  report. 

Since  1945,  Dr.  Welch  said,  isolated  reports 
of  penicillin  reactions  with  a relatively  high  per- 
centage of  fatalities  have  been  appearing  in 
medical  literature.  The  survey,  covering  the 
principal  antibiotics,  showed  a substantially 
higher  number  of  reactions  to  penicillin  than  to 
other  antibiotics. 

In  the  survey,  3,419  case  histories  of  severe 
reactions  were  classified,  but  424  were  excluded 
because  of  insufficient  data.  One  third  of  the 
)<■  ported  reactions  to  all  antibiotics  were  classi- 
i.ed  as  life-threatening  and  about  nine-tenths 
were  attributed  to  penicillin. 

“The  trend  of  increase  in  serious  reactions, 
especially  from  penicillin  given  by  intramuscular 
injection,”  the  FDA  says,  “shows  there  should 
be  a clear-cut  indication  of  need  before  the  drug 
is  administered.  The  study  of  case  histories  in- 
dicates that  there  has  not  been  indiscriminate 
use  of  penicillin  by  physicians.”  At  one  point 
Dr.  Welch  points  out  that  the  number  of  reac- 
tions to  penicillin  is  still  small  when  considering 
that  millions  of  persons  receive  it  each  year  and 
that  it  has  saved  tens  of  thousands  of  lives.  He 
said  the  increased  incidence  of  reactions  is  to  be 
expected  in  the  wise  use  of  a highly  antigenic 
substance. 

In  connection  with  the  symposium,  a group  of 
physicians  and  pharmacologists  discussed  a new 
product  that  was  described  as  an  antidote  to 
penicillin  poisoning. 


"WHO"  SCIENTISTS  REPORT 

A GROUP  of  WHO  scientists  reports  that  “all 
man-made  radiation  must  be  regarded  as  harm- 
ful to  man  from  the  genetic  point  of  view,”  a 
conclusion  also  reached  by  congress’  Joint  Atomic 
Energy  Gommittee  two  weeks  ago. 


BOOK  REVIEWS 

THE  EYE  IN  GENERAL  PRACTICE 

by  C.  R.  S.  Jackson,  F.R.C.S.  1-52  pages.  Illustrated.  (1957) 
Williams  & Wilkins.  .55. 

The  purpose  of  the  volume  is  threefold:  (1) 
To  describe  the  common  diseases  of  the  eye;  (2) 
to  show  how  dangerous  diseases  of  the  eye  may 
be  recognized;  and  (3),  uniquely,  to  help  gen- 
eral practitioners  to  grasp  the  significance  of  re- 
ports submitted  by  ophthalmologists.  The  text 
is  lucid  and  the  illustrations,  most  of  them  in  full 
color,  are  lifelike.  It  could  be  dedicated  to  all 
who  want  a synopsis  of  ophthalmology  in  relation 
to  the  body  as  a whole. 

Stacey's  Medical  Books,  San  Francisco. 


SPONTANEOUS  AND  HABITUAL  ABORTION 

by  Carl  T.  Javerl,  M.D.  450  pages.  Illustrated.  (1^57)  Blakistou- 

McGraw-Hill.  $11. 

The  author  presents  the  observations  from 
more  than  20  years  of  clinical  practice  and  re- 
search in  a detailed  study  of  2,000  spontaneous 
and  habitual  abortion  specimens,  analyzed  from 
clinical,  obstetric,  and  pathologic  viewpoints. 
Special  attention  is  given  to  psychosomatic  and 
phantom  abortion  and  their  therapy.  There  are 
94  tables  and  196  illustrations  with  an  extensive 
bibliography. 

Stacey’s  Medical  Books,  San  Francisco. 


MANAGEMENT  OF  THE  PATIENT  WITH  HEADACHE 
by  Perry  S.  MacNeal,  M.D.,  Bernard  J.  Alpers,  M.D.,  and  William 
R.  O’Brien,  M.D.  145  pages.  (1957)  Lea  & Febiger.  $3.50. 

A well  integrated  triumvirate  of  internist, 
neurologist,  and  psychiatrist,  work  together  on 
a sensible  and  contemporary  clinical  topic.  The 
result  is  a readable,  helpful,  and  inexpensive 
guidebook.  Headaches  appear  under  these  head- 
ings: local  intracranial  lesions,  tensions,  psycho- 
genic, vascular,  and  extracranial.  From  Phila- 
delphia, the  cradle  of  American  medicine,  this 
is  for  anybody,  anywhere. 

Stacey’s  Medical  Books,  San  Francisco. 


MARTIUS’  GYNECOLOGICAL  OPERATIONS 

edited  by  Milton  L.  McCall,  M.D.  and  Karl  A.  Bolten,  M.D.  7th 

ed.  405  pages.  Illustrated.  (19.57)  Little,  Brown.  $20. 

This  practical  manual,  restricted  to  operating 
room  technique,  covers  established  gynecological 
procedures  by  description  and  illustrative  detail. 
The  seventh  edition  expands  the  section  on  the 
correction  of  sterility,  abbreviates  the  section  on 
urinary  incontinence,  omits  ultraradical  Brunch- 
wig-type  procedures,  and  presents  few  techni- 
ques (e.g.,  subtotal  abdominal  hysterectomy)  not 
in  line  with  usual  current  American  practice. 

Stacey’s  Medical  Books,  San  Francisco. 
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FOR  PERSISTENT  INFEGTIONS 

CHLOROMYCETIN 

COMBATS  MOST  CLINICALLY  IMPORTANT  PATHOGENS 


Acquired  resistance  seldom  imposes  restrictions  on 
antimicrobial  therapy  when  CHLOROMYCETIN  (chlor- 
amphenicol, Parke-Davis)  is  selected  to  combat  gram- 
negative pathogens  involving  enteric  and  adjacent 
structures  of  the  urinary  tract.  The  acknowledged  effec- 
tiveness with  which  CHLOROMYCETIN  suppresses  highly 
invasive  staphylococci^'^  extends  to  persistently  patho- 
genic coliforms.®'^^'!^  Experience  with  mixed  groups  of 
Proteus  species,  for  example,  . . shows  chloramphenicol 
to  be  the  drug  of  choice  against  these  bacilli . . 

CHLOROMYCETIN  is  a potent  therapeutic  agent  and,  because 
certain  blood  dyscrasias  have  been  associated  with  its  administra- 
tion, it  should  not  be  used  indiscriminately  or  for  minor  infections. 
Furthermore,  as  with  certain  other  drugs,  adequate  blood  studies 
should  be  made  when  the  patient  requires  prolonged  or  intermit- 
tent therapy. 


REFERENCES: 
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Robert  E.  Hastings,  M.D Alternate  Delegate  to  AMA 

1014  North  Country  Club  Rd.,  Tucson,  Arizona 

Darwin  W.  Neubauer,  M.D Editor-in-Chief 

720  North  Country  Club  Rd.,  Tucson,  Arizona 
DISTRICT  COUNCILORS 

Joseph  Bank,  M.D Central  District 

800  North  First  Ave.,  Phoenix,  Arizona 

Frank  W.  Edel,  M.D Central  District 

738  East  McDowell  Rd.,  Phoenix,  Arizona 

Paul  B.  Jarrett,  M.D Central  District 

2021  North  Central  Ave.,  Phoenix,  Arizona 

Donald  A.  Poison,  M.  D Central  District 

.5.50  W.  Thomas  Road,  Phoenix,  Arizona 

Donald  F.  DeMarse,  M.D Northeastern  District 

Box  397,  Holbrook,  Arizona 

Walter  Brazie,  M.D Northeastern  District 

Masonic  Building,  Kingman,  Arizona 

Frederick  W.  Knight,  M.D Southeastern  District 

618  Central  Avenue,  Safford,  Arizona 

Walter  T.  Hileman,  M.D Southern  District 

20  East  Ochoa,  Tucson,  Arizona 

William  B.  Steen,  M.D Southern  District 

116  North  Tucson  Boulevard,  Tucson,  Arizona 

James  T.  O’Neil,  M.D Southwestern  District 

113  West  Second  Street,  Casa  Grande,  Arizona 
COUNCILOR  AT  LARGE 

A.  I.  Podolsky,  M.D Past  President 

1601  Fifth  Avenue,  Y’uma,  Arizona 

STANDING  BOARDS  - 1957-58 
PROFESSIONAL  BOARD;  Robert  H.  Cummings,  M.D.,  Chair- 
man (Phoenix);  Edward  H.  Bregman,  M.D.  (Phoenix);  Orin 
J.  Famess,  M.D.  (Tucson);  'T.  Richard  Gregory,  M.D. 
(Phoenix);  Ronald  S.  Haines,  M.D.  (Phoenix);  Joseph  M. 
Kinkade,  M.D.  (Tucson);  Daniel  W.  Kittredge,  Jr.,  M.D. 
(Flagstaff);  Charles  S.  Powell,  M.D.  (Yuma);  Norman  A. 
Ross,  M.D.  (Phoenix);  Stuart  Sanger,  M.D.  (Tucson);  Milton 
C.  F.  Semoff,  M.D.  (Tucson);  John  M.  Vivian,  M.D.  (Phoe- 
nix); Lowell  C.  Wormley,  M.D.  (Phoenix). 

PUBLIC  RELATIONS  BOARD:  Donald  A.  Poison,  M.D.,  Chair- 
man (Phoenix);  Harry  S.  Beckwith,  M.D.  (Winslow);  Paul 
H.  Case,  M.D.  (Phoenix);  W.  Scott  Chisholm,  M.D.  (Eloy); 
Max  Costin,  M.D.  (Tucson);  Donald  F.  DeMarse,  M.D. 
(Holbrook);  Paul  B.  Jarrett,  M.D.  (Phoenix);  Leo  J.  Kent, 
M.D.  (Tucson);  Herbert  C.  Kling,  M.D.  (Yuma). 

STANDING  COMMITTEES  - 1957-58 
GRIEVANCE  COMMITTEE:  A.  I.  Podolsky,  M.D.,  Chairman 
(Yuma);  Walter  Brazie,  M.D.  (Kingman);  W.  Albert  Brewer, 
M.D.  (Phoenix);  Robert  E.  Hastings,  M.D.  (Tucson);  Walter 
T.  Hileman.  M.D.  (Tucson);  Oscar  W.  Thoeny,  M.D.  (Phoe- 
nix); Otto  E.  Utzinger,  M.D.  (Scottsdale). 

HISTORY  AND  OBITUARIES  COMMITTEE:  Howell  S.  Ran- 
dolph, M.D.,  Historian  (Phoenix);  Nelson  C.  Bledsoe,  M.D. 
(Tucson);  Robert  S.  Flinn,  M.D.  (Phoenix);  Darwin  W. 
Neubauer,  M.D.  (Tucson);  Leslie  B.  Smith,  M.D.  (Phoenix). 
INDUSTRIAL  RELATIONS  COMMITTEE:  Lindsay  E.  Beaton, 
M.D.,  Chairman  (Tucson);  Philip  G.  Derickson,  M.D.  (Tuc- 
son); Francis  M.  Findlay,  M.D.  (San  Manuel);  Joseph  Saba, 
M.D.  (Bisbee);  Leo  L.  Tuveson,  M.D.  (Phoenix). 
LEGISLATION  COMMITTEE:  Millard  Jeffrey,  M.D.,  Chairman 
(Phoenix);  Jesse  D.  Hamer,  M.D.,  Chairman  Emeritus  (Phoe- 
nix); Nicolo  V.  Alessi,  M.D.  (Douglas);  Floyd  B.  Bralliar, 
M.D.  (Wickenburg);  Walter  Brazie,  M.D.  (Kingman); 
John  A.  Eisenbelss,  M.D.  (Phoenix);  Orin  J.  Famess,  M.D. 
(Tucson);  Carl  H.  Cans,  M.D.  (Morenci);  John  C.  Godbey, 
Jr.,  M.D.  (Morenci);  Juan  S.  Gonzalez,  M.D.  (Nogales); 
William  N.  Henry,  M.D.  (Grand  Canyon);  Robert  V.  Horan, 
M.D.  (Miami);  Chalmers  D.  Johnson,  M.D.  (Coolidge);  Wil- 
liam H.  Marlow,  M.D.  (Prescott);  W.  Shaw  McDaniel,  M.D. 
(Phoenix)  Giles  G.  Merkel,  M.D.  (McNary);  Donald  E.  Nel- 
son, M.D.  (Safford);  Warren  J.  Nelson,  M.D.  (Safford);  Wal- 
lace A.  Reed,  M.D.  (Phoenix);  Reed  D.  Shupe,  M.D.  (Phoe- 
nix); A.  C.  Stevenson,  M.D.  (Phoenix);  Lavem  D.  Sprague, 
M.D.  (Tucson);  John  F.  Stanley,  M.D,  (Yuma);  George  C, 
Tniman,  M.D.  (Mesa);  Mvron  G.  Wright,  M.D.  (Winslow). 
MEDICAL  DEFENSE  COMMITTEE:  Ernest  A.  Bom,  M.D,, 
Chairman  (Prescott);  Preston  T,  Brown,  M.D.  (Phoenix); 
Harold  W.  Kohl.  M.D.  (Tucsonl. 

MEDICAL  ECONOMICS  COMMITTEE:  Stuart  Sanger,  M.D., 
Chairman  (Tucsonh  Frank  W.  Edel,  M.D.  (Phoenix);  Paul 

B.  Jarrett,  M.D.  (Phoenix). 


PUBLISHING  COMMITTEE:  Darwin  W.  Neubauer,  M.D.,  Chair- 
man (Tucson);  R.  Lee  Foster,  M.D.  (Phoenix);  Frederick  W. 
Knight,  M.D.  (Safford);  Donald  E.  Nelson,  M.D.  (Safford). 
SCIENTIFIC  ASSEMBLY  COMMITTEE:  W.  R.  Manning,  M.D., 
Chairman  (Tucson);  Joseph  Bank,  M.D.  (Phoenix);  Francis  M. 
Findlay,  M.D.  (San  Manuel);  Walter  T.  Hileman,  M.D. 
(Tucson;;  Charles  H.  Karr,  M.D.  (Safford);  Donald  E.  Nel- 
son, M.D.  (Safford);  Darwin  W.  Neubauer,  M.D.  (Tucson); 
E.  Henry  Running,  M.D.  (Phoenix);  Robert  A.  Stratton, 
M.D.  (Y’uma);  Ashton  B.  Taylor,  M.D,  (Phoenix), 

SPECIAL  COMMITTEES  - 1957-58 
AIR  POLLUTION  COMMITTEE:  George  G,  McKhann,  M.D., 
Chairman  (Phoenix), 

ARIZONA  AMEF  COMMITTEE:  Harold  W.  Kohl,  M.D,,  Chair- 
man (Tucson);  James  J.  Berens,  M.D,  (Phoenix);  Hayes  W, 
Caldwell,  M.D.  (Phoenix);  Arthur  V.  Dudley,  Jr.,  M.D. 
(Tucson);  Clarence  H.  Kuhlman,  M.D.  (Tucson);  'William 

A.  Phillips,  M.D.  (Yuma). 

BENEVOLENT  AND  LOAN  FUND  COMMITTEE:  Ernest  A. 
Bom,  M.D.,  Chairman  (Prescott);  Preston  T.  Brown,  M.D. 
(Phoenix);  Donald  K.  Buffmire,  M.D.  (Phoenix);  Leslie  B. 
Smith,  M.D.  (Phoenix);  Clarence  E.  Yount,  Jr.,  M.D. 
(Prescott). 

BLOOD  BANK  COMMITTEE:  Ralph  H.  Fuller,  M.D.,  Chairman 
(Tucson);  D.  W.  Melick,  M.D.  (Phoenix);  Paul  J.  Slosser, 
M.D.  (Yuma). 

CENTRAL  OFFICE  ADVISORY  COMMITTEE:  C.  E.  Yount, 
Jr.,  M.D.,  Chairman  (Prescott);  Jesse  D.  Hamer,  M.D. 
(Phoenix);  James  T.  O’Neil,  M.D.  (Casa  Grande);  Leslie 

B.  Smith,  M.D.  (Phoenix);  William  B.  Steen,  M.D.  (Tucson). 
CIVIL  DEFENSE  COMMITTEE:  Ruland  W.  Hussong,  M.D., 

Chairman  (Phoenix);  Ernest  A.  Born,  M.D.  (Prescott);  Rich- 
ard O.  Flynn,  M.D.  (Tempe);  John  W.  Kennedy,  M.D.  (Phoe- 
nix); Donald  E.  Nelson,  M.D.  (Safford);  William  A.  Phillips, 
M.D.  (Yuma);  Roy  O.  Young,  M.D.  (Flagstaff). 
CONSTITUTION  AND  BY-LAWS  COMMITTEE:  Paul  B.  Jarrett, 
Chairman  (Phoenix);  Lindsay  E.  Beaton,  M.D.  (Tucson); 

Miguel  A.  Carreras,  M.D.  (Tucson);  Carl  A.  Holmes,  M.D. 
(Phoenix);  Leslie  B.  Smith,  M.D.  (Phoenix). 

DOCTORS  RETIREMENT  AND  INVESTMENT  COMMITTEE: 
Oscar  W.  Thoeny,  M.D.,  Chairman  (Phoenix);  G.  Robert 
Barfoot,  M.D.  (Phoenix). 

INSURANCE  PLANNING  COMMITTEE:  D.  W.  Melick,  M.D., 

Chairman  (Phoenix);  Arthur  V.  Dudley,  M.D.  (Tucson); 

Howard  C.  Lawrence,  M.D.  (PhoenLx);  Frank  A.  Shallen- 
berger,  Jr..  M D.  (Tucson);  Paul  L.  Singer,  M.D.  (Phoenix); 
Noel  G.  Smith,  M.D.  (Phoenix);  William  B.  Steen,  M.D. 
(Tuc.son). 

LEGAL  SERVICES  COMMITTEE:  C.  E.  Yount,  Jr.,  M.D., 
Chairman  (Prescott)  D.  W.  Melick,  M.D.  (Phoenix);  Mar- 
riner  W.  Merrill,  M.D.  (Phoenix);  Leslie  B.  Smith,  M.D. 
(Phoenix);  Morris  E.  Stern,  M.D.  (Phoenix). 

MEDICAL  SCHOOL  COMMITTEE:  D.  W.  Melick,  M.D., 

Chairman  (Phoenix):  Thomas  H.  Bate,  M.D.  (Phoenix);  Ian 
M.  Chesser,  M.D.  (Tucson);  Don  E.  Matthiesen,  M.D. 
(Phoenix);  Darwin  W.  Neubauer,  M.D.  (Tucson). 
MEDICARE  ADJUDICATION  COMMITTEE:  Frank  W.  Edel, 
M.D.,  Chairman  (Phoenix);  Joseph  Bank,  M.D.  (Phoenix); 
James  D.  Barger,  M.D.  (Phoenix);  Lindsay  E.  Beaton,  M.D. 
(Tucson);  W.  Albert  Brewer,  M.D.  (Phoenix);  Robert  E. 
Hastings,  M.D.  CTucson);  Paul  B.  Jarrett,  M.D.  (Phoenix); 

C.  C.  Piepergerdes,  M.D.  (Phoenix);  Robert  A.  Price,  M.D. 
(Phoenix);  E.  Henry  Running,  M.D.  (Phoenix);  Stuart  San- 
ger, M.D.  (Tucson);  Morris  E.  Stem,  M.D.  (Phoenix);  Laddie 

L.  Stolfa,  M.D.  (Phoenix);  Ashton  B.  Taylor,  M.D.  (Phoenix); 
Charles  E.  Van  Epps,  M.D.  (Phoenix). 

MEDICARE  COMMITTEE:  Frank  W.  Edel,  M.D.,  Chairman 
(Phoenix);  W.  Albert  Brewer,  M.D.  (Phoenix);  Ernest  A. 
Bom,  M.D.  (Prescott);  Walter  T.  Hileman,  M.D.  (Tucson); 
Paul  B.  Jarrett,  M.D.  (Phoenix):  ADVISORY  TO  MEDICARE 
— Walter  D.  Bigford,  M.D.  (Kingman);  William  E.  Bishop, 

M. D.  (Globe);  Edward  H.  Bregman,  M.D.  (Phoenix);  Ellis 
V.  Browning,  M.D.  (Springerville);  W.  Scott  Chisholm, 
M.D.  (Eloy);  Charles  B.  DanieU,  M.D.  (Morenci);  Orin  J. 
Famess,  M.D.  (Tucson);  C.  Herbert  Fredell,  M.D.  (Flagstaff); 
T.  Richard  Gregory,  M.D.  (Phoenix);  Ronald  S.  Haines, 
M.D.,  (Phoenix);  Delmar  J.  Heim,  M.D.  (Tucson);  Robert 
S.  Keller,  M.D.  (Safford);  Joseph  M.  Kinkade,  M.D.  (Tuc- 
son); Daniel  W.  Kittredge,  Jr.,  M.D.  (Flagstaff);  Leo  L. 
Lewis,  M.D.  (Winslow);  Charles  S.  Powell,  M.  D.  (Yuma); 
George  D.  Reay,  M.D.  (Douglas);  Kenneth  Reichardt,  M.D. 
(Yuma);  Norman  A.  Ross.  M.D.  (Phoenix);  Stuart  Sanger, 
M.D.  CTucson);  Milton  C.  F.  Semoff,  M.D.  (Tucson);  Charles 
S.  Smith,  M.D.  (Nogales);  Lorel  A.  Stapley,  M.D.  (Phoenix); 
John  M.  Vivian,  M.D.  (Phoenix);  Lowell  C.  Wormley,  M.D. 
(Phoenix);  C.  E.  Yount,  Jr.,  M.D.  (Prescott). 

MEDICOLEGAL  COMMITTEE:  Jesse  D.  Hamer,  M.D.,  Chair- 
man (Phoenix);  Otto  L.  Bendheim,  M.D.  (Phoenix);  Ian 
M.  Chesser,  M.D.  (Tucson);  John  R.  Green,  M.D.  (Phoenix); 
Walter  T.  Hileman,  M.D.  (Tucson);  Robert  A.  McCulley, 
M.D.  (Phoenix). 

NURSING  SERVICES.  JOINT  COMMITTEE  ON  IMPROVE- 
MENT OF.  Lucille  M.  Dagres,  M.D.,  Chairman  (Phoenix); 
Francis  J.  Bean,  M.D.  (Tucson);  Berriam  L.  Snyder,  M.D. 
(Phoenix). 

OSTEOPATHY  LIASION  COMMITTEE:  Reed  D.  Shupe,  M.D., 
Chairman  (Phoenix);  Sebastian  R.  Caniglia,  M.D.  (Phoenix); 
Millard  Jeffrey,  M.D.  (Phoenix);  A.  I.  Podolsky,  M.D. 
(Yuma);  Harry  E.  Thompson,  M.D.  (Tucson). 
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POISONING  CONTROL,  AD  HOC  COMMITTEE  ON:  Virginia 
M.  Cobb,  M.D.,  Chairman  (Tucson);  Paul  B.  Jarrett,  M.D. 
(Phoenix);  Maurice  Rosenthal,  M.D.  (Phoenix);  Martin  S. 
Withers,  M.D.  (Tucson). 

PROFESSIONAL  LIABILITY  INSURANCE  INVESTIGATING 
COMMITTEE:  Howard  C.  Lawrence,  M.D.,  Chairman 

(Phoenix);  Ernest  A.  Born,  M.D.  (Prescott);  Jesse  D.  Hamer, 
M.D.  (Phoenix);  Paul  B.  Jarrett,  M.D.  (Phoenix);  Stuart 
Sanger,  M.D.  (Tucson). 

PROFESSIONAL  LIASION  COMMITTEE:  William  B.  Steen, 

M. D.,  Chairman  (Tucson);  Raymond  J.  Jennett,  M.D.  (Phoe- 
nix); Harold  W.  Kohl,  M.D.  (Tucson). 

SAFETY  COMMITTEE:  MacDonald  Wood,  M.D.,  Chairman 
(Mesa);  Donald  F.  DeMarse,  M.D.  (Holbrook);  Paul  B. 
Jarrett,  M.D.  (Phoenix);  Henry  P.  Limbacher,  M.D.  (Tucson). 
SCHOOL  HEALTH,  CO-ORDINATING  COMMITTEE  ON:  Mar- 
cus W.  Westervelt,  M.D.,  Chairman  (Tempe);  Jack  H.  Dem- 
low,  M.D.  (Tucson);  Noel  G.  Smith,  M.D.  (Phoenix);  Robert 

N.  Stratton,  M.D.  (Yuma). 

TOTERANS  MEDICAL  AFFAIRS  LIASION  COMMITTEE: 
Hilary  D.  Ketcherside,  M.D.,  Chairman  (Phoenix);  John  L. 
Cogland,  M.D.  (Phoenix);  John  A.  Eisenbeiss,  M.D.  (Phoe- 
nix); Robert  E.  Hastings,  M.D.  (Tucson);  Walter  T.  Hile- 
man,  M.D.  (Tucson);  Frederick  J.  Lesemann,  M.D.  (Tucson); 
C.  Selby  Mills,  M.D.  (Phoenix);  John  F.  Stanley,  M.D. 
(Yuma). 

\DVISORY  COMMITTEE  TO  THE  WOMAN’S  AUXILIARY; 
Charles  S.  Powell,  M.D.,  Chairman  (Yuma);  Melvin  A. 
Phillips,  M.D.  (Prescott);  Donald  A.  Poison,  M.D.  (Phoenix); 
Harry  E.  Thompson,  M.D.  (Tucson). 


Woman's  Auxiliary 

OFFICERS  OF  THE  AUXILIARY  TO  THE  ARIZONA 
MEDICAL  ASSOCIATION  - 1958-58 

President  Mrs.  Charles  S.  Powell 

698— 9th  Ave.,  Yuma 

President  Elect  Mrs.  Melvin  W.  Phillips 

928  Flora  Street,  Prescott 

1st  Vice  President  Mrs.  Hiram  D.  Cochran 

2716  East  4th  Street,  Tucson 

2nd  Vice  President  Mrs.  Robert  A.  Stratton 

1916— 6th  Ave.,  Yuma 

Preasurer Mrs.  Ian  M.  Chesser 

2909  E.  Alta  Vista,  Tucson 

Recording  Secretary Mrs.  Clare  W.  Johnson 

305  E.  Tuckey  Lane,  Phoenix 

Horresponding  Secretary  Mrs.  Ralph  T.  Irwin 

728— 6th  Ave.,  Yuma 

Director  (1  year)  Mrs.  Oscar  W.  Thoeny 

'721  Encanto  Drive,  S.  E.,  Phoenix 

Director  (1  year)  Mrs.  John  F.  Stanley 

201— 1st  Ave.,  Yuma 

Director  (2  years)  Mrs.  William  E.  Bishop 

605  S.  Third  Street,  Globe 

STATE  COMMITTEE  CHAIRMEN  - 1957-58 

ilhaplain  Mrs.  James  Moore 

305  W.  Granada,  Phoenix 

lulletin  Mrs.  William  E.  Bishop 

605  South  TTiird  Street,  Globe 

livil  Defense  Mrs.  John  Kennedy 

814  East  Palmaire,  Phoenix 

unance  Mrs.  John  F.  Stanley 

201— 1st  Ave.,  Yuma 

listorian  Mrs.  Brick  Storts 

3228  East  Fifth  Street,  Tucson 

legislation  Mrs.  Paul  Causey 

2200  N.  Alvarado  Road,  Phoenix 

Poday’s  Health  Mrs.  William  A.  Phillips 

633— 8th  Ave.,  Yuma 

dental  Health  Mrs.  John  Eisenbeiss 

3121  North  17th  Ave.,  Phoenix 

Niominating  Mrs.  Roy  Hewitt 

130  Camino  Miramonte,  Tucson 

iecruitment  Mrs.  Arthur  V.  Dudley 

Rt.  6 Box  876,  Tucson 

Parliamentarian  Mrs.  George  Enfield 

335  West  Cambridge  Ave.,  Phoenix 

Public  Relations  & Safety  Mrs.  Oscar  W.  Thoeny 

721  Encanto  Drive.,  S.  E.,  Phoenix 

levisions  Mrs.  Jesse  Hamer 

1819  N.  11th  Ave.,  Phoenix 

Student  Nurse  Loan  Fund  Mrs.  Donald  Poison 

1817  Palmcroft  Dr.,  N.  W.,  Phoenix 

dedical  Education  Fund  Mrs.  H.  A.  Hough 

225  Yavapai  Drive,  Prescott 

'Jewsletter  Mrs.  John  T.  Clymer 

7040  N.  7th,  Phoenix 

Publicity  Mrs.  Juan  E.  Fonseca 

Rt.  4,  Box  290,  Tucson 

COUNTY  PRESIDENTS  AND  OFFICERS  1957-58 
COCONINO  COUNTY 

President  Mrs.  Jay  L.  Sitterley 

206  W.  Hunt,  Flagstaff 

Wee  President  Mrs.  Roy  Young 

Flagstaff 

Secretary Mrs.  Herbert  Fredell 

Flagstaff 

Preasurer  Mrs.  Leo  Schnur 

Sedona 


GILA  COUNTY 

President Mrs.  Albert  J.  Harris 

185  E.  Cedar  Street,  Globe 

Vice  President Mrs.  James  Hazel 

Box  928,  Hayden 

Secretary-Treasurer Mrs.  Robert  V.  Horan 

Box  1296,  Miami 
MARICOPA  COUNTY 

President  Mrs.  Lorel  A.  Stapley 

7029  N.  2nd  Drive,  Phoenix 

1st  Vice  President  Mrs.  Thomas  Rowley 

114  S.  Miller,  Mesa 

2nd  Vice  President  Mrs.  Robert  B,  Leonard 

3041  N.  Evergreen,  Phoenix 

Recording  Secretary  Mrs.  Seymour  Silverman 

334  East  Medlock,  Phoenix 

Treasurer  Mrs.  Laddie  L.  Stolfa 

204  East  Pomona  Road,  Phoenix 
PIMA  COUNTY 

President  Mrs.  John  K.  Bennett 

185  Sierra  Vista  Dr.,  Tucson 

President-Elect  Mrs.  Ian  M.  Chesser 

2909  E.  Alta  Vista  Dr.,  Tucson 

1st  Vice  President Mrs.  Wesley  S.  Fee 

215  Busch  Place,  Tucson 

2nd  Vice  President Mrs.  James  N.  Lane 

Rt.  5,  Box  723,  Tncson 

Recording  Secretary  Mrs.  G.  A.  Janssen 

2934  E.  Stratford  Dr.,  Tucson 

Corresponding  Secretary  Mrs.  J.  K.  Nattinger 

4750  N.  Camino  Luz,  Tucson 

Treasurer  Mrs.  Fred  H.  Landeen 

6911  E.  Soyaluna  PL,  Tucson 
YAVAPAI  COUNTY 

President  Mrs.  William  H.  Marlowe 

520  Highland  Ave.,  Prescott 

Vice  President  Mrs.  C.  F.  Blackler 

22  Mountain  Club,  Prescott 

Secretary  Mrs.  William  Holsey 

Vet.  Adm.  Center,  Prescott 

Treasurer  Mrs.  Joseph  P.  McNally 

208  Grove,  Prescott 
YUMA  COUNTY 

President Mrs.  Rohert  M.  Matts 

1425— 7th  Ave.,  Yuma 

Vice  President Mrs.  James  Volpe 

1806— 6th  Ave.,  Yuma 

Treasurer  Mrs.  William  H.  Lyle 
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why  ivine  in  geriatrics 


and"  convalescence? 


■ • .1 ' 


N 


Convalescents,  regardless  of  their  years,  share  many  of  the  toihic  apd  recuperative 
needs  of  the  aged,  and  wine  is  probably  more  widely  recommended  in  the  care 

of  these  patient  groups  than  in  any  other. 

Many  generations  of  physicians  have  warmly  advocated  not  only  dry  table  wines 
but  also  sweet  dessert  wines  of  many  varieties  for  their  nutritional  value 
in  elderly  and  convalescent  patients. 

Now  modern  research  supplies  the  raison  d’etre  by  clearly  showing  that  wine  not  only 
supplies  quick  fuel  but  also  serves  to  stimulate  the  desire  for  food  where  appetite  is  poor. 


WINE  AIDS  DIGESTION —Wine  has  been  found  to  increase  salivary  flow,’  stimulate 
gastric  secretion-  and  facilitate  the  gastrocolic  reflex.” 

WINE  FOR  GENTLE,  SAFE  SEDATION -Described  as  the  safest  of  all  sedatives,  wine  can 

often  dispel  the  anxieties,  fears  and  emotional  pressures  of  old  age  and  prolonged 
illness.  The  relaxation  of  gastric  tension  produced  by  moderate  amounts  of  wine 
may  be  a significant  factor  in  the  prevention  of  dyspepsia.  The  systemic  sedative^ 

and  vasodilative  ’ actions  of  wine  can  be  of  great  aid  in  cardiovascular  disease. 
For  a few  cents  a day  your  patients  can  have  wines  produced  from  the  world’s 
finest  grape  varieties  grown  in  an  ideal  climate  and  handled  with  consummate  skill. 

Research  information  on  wine  is  available  on  request.  Just  write  for  your  copy 
of  “Uses  of  Wine  in  Medical  Practice.”  Wine  Advisory  Board,  717  Market  Street, 

San  Francisco  3,  California. 
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CUTANEOUS  NEOPLASMS* 

By  Donald  J.  McNairy,  M.D. 
Phoenix,  Arizona 


The  selection  of  the  subject  “Cutaneous  Neo- 
plasms” was  prompted  by  the  personal  observa- 
tion that  patients  often  seek  a dermatologist  re- 
garding a new  growth  following  lack  of  interest 
or  indifference  displayed  by  their  examining 
doctor. 

It  has  frequently  been  demonstrated  that  in- 
conspicuous cutaneous  changes,  because  they 
are  plainly  visible,  are  as  much  a source  of  con- 
cern to  the  individual  as  the  more  prominent 
medical  or  surgical  indications  may  be  to  the 
physician.  This  attitude  of  concern  may  be  ex- 
plained, in  part,  by  the  ever  increasing  dissemi- 
nation of  medical  information  through  news- 
print, radio  and  television,  thus  stimulating  ap- 
prehension, cancer-consciousness,  and  even  can- 
cerphobia  among  many. 

The  importance  of  early  recognition  and  dif- 
ferentiation of  the  various  cutaneous  tumors 
should  not  be  minimized.  Statistics  tell  us  that 
5,000  United  States  citizens  die  yearly  of  skin 
cancer.  Errors  in  early  diagnosis,  inadequate  at- 
tention to  small  cutaneous  lesions  when  over- 
shadowed by  other  complaints,  and  improper 
skill  and  judgment  in  evaluation  and  manage- 
ment undoubtedly  are  largely  responsible  for 

“ Presented  with  illustrations  and  certain  modifications  at  the 
Sixty-Sixth  Annual  Meeting  of  the  Arizona  State  Medical  Asso- 
ciation at  Yuma,  Arizona,  April  12,  1957. 


this  total.  It  is  my  belief  that  with  our  present 
knowledge  and  methods  of  therapy,  many  of 
these  deaths  should  be  preventable. 

The  following  classification  is  obviously  not 
detailed  nor  complete.  Instead,  it  is  presented 
for  the  average  practitioner,  in  the  practical 
sense,  to  facilitate  clinical  differentiation  be- 
tween those  common  new  growths  of  purely  cos- 
metic consideration  and  those  possibly,  poten- 
tially, or  frankly  malignant.  The  accompanying 
discussion  will  be,  for  the  same  reason,  brief  but 
pointed,  with  little  or  no  reference  to  other  than 
the  most  commonly  encountered  tumors  or  neo- 
plasms. 

I.  Benign  Neoplasms 

A.  Epidermal 

1.  Nevus  (common  mole) 

2.  Verruca  Senile  ( seborrheic  keratosis ) 

B.  Dermal 

1.  Fibroma— dermatofibroma; 
cutaneous  tag 

2.  Lipoma 

3.  Keloid  (cicatrix) 

C.  Vascular  (angioma) 

1.  Hemangioma— capillary  (Port  wine); 
simplex  ( strawberry ) ; cavernous 

2.  Lymphangioma 

3.  Pyogenic  Granuloma 
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II.  Precancerous  Neoplasms 

A.  Senile  Keratosis— cutaneous  horn 

B.  Leukoplakia 

C.  Bowen’s  Dermatosis 

D.  Paget’s  disease  of  the  nipple 

E.  Arsenical  Keratosis 

III.  Malignant  Neoplasms 

A.  Basal  Cell 

B.  Squamous  Cell 

C.  Melanoma 

In  discussing  benign  epidermal  neoplasms, 
first,  briefly,  let  us  consider  nevi.  These  tumors, 
common  to  all,  may  develop  during  infancy  and 
continue  to  form  throughout  early  and  mid  adult 
life.  The  average  adult  has  from  a few  to  sev- 
eral hundred  such  lesions.  They  may  be  flat, 
papular  or  pedunculated,  and  vary  in  color  from 
normal  flesh  pink  to  deep  brownish  black.  Al- 
though the  dreaded  malignant  melanoma  arises 
chiefly  from  these  benign  structures,  the  inci- 
dence is  extremely  rare,  perhaps  one  in  several 
million.  Which  should  be  removed?  Probably 
the  best  brief  criterion  to  follow  is  that  any 
nevus  subject  to  repeated  trauma  or  irritation  is 
safest  eliminated.  Also,  the  junctional  nevus  un- 
dergoing active  changes  in  adult  life  should  be 
thoroughly  removed.  Altliough  “junctional”  is  a 
histopathological  term,  this  type  of  nevus  can 
frequently  be  clinically  recognized  as  a flat  or 
slightly  elevated  new  growth  showing  evidence 
of  deep  or  irregular  pigmentation  change  which 
frequently  extends  beyond  the  actual  tumor  con- 
fines to  produce  an  irregular,  fuzzy  border.  In 
addition,  it  is  well  to  remember  that  the  greatest 
percentage  of  melanomas  are  found  on  the  ex- 
tremities, genital  area,  head,  neck  and  trunk  in 
that  order. 

Seborrheic  keratoses  or  seborrheic  verrucae 
are  the  most  common  true  benign  neoplasms  to 
appear  in  mid  or  later  adult  life.  They  occur 
mainly  on  the  trunk,  particularly  the  shoulders, 
and  on  the  scalp  and  face.  Ordinarily,  they  de- 
velop as  small  yellowish  or  brownish  raised  le- 
sions, covered  by  a thin  greasy  scale,  sharply 
marginated,  suggesting  a “stuck  on”  appearance. 
Multiple  lesions  are  the  rule.  Some  may  enlarge 
to  considerable  size  or  become  deeply  pigment- 
ed, but  unless  secondarily  irritated,  exhibit  no 
tendency  toward  inflammatory  reaction  around 
the  lesion. 

Benign  dermal  neoplasms,  while  commonly 


seen,  seldom  are  diagnostic  or  therapeutic  prob- 
lems. Soft  fibromas,  or  cutaneous  tags,  are  fre- 
quently found  on  the  neck  and  body  folds  of 
adults.  Reassurance  is  needed,  and  those  cosmet- 
ically objectionable  or  subjuct  to  irritation  may 
be  removed.  Hard  fibromas  represent  fixed,  shot- 
like hyperpigmented  nodules,  usually  on  the  ex- 
tremities, particularly  the  lower  leg.  Removal  is 
optional,  but  if  decided  upon,  should  be  by  ex- 
cision, thus  avoiding  unsightly  scars  or  delayed 
healing.  Lipomas  seldom  prove  diagnostic  di- 
lemmas, and  reassurance  is  usually  sufficient. 
The  keloid  results  from  an  unusual  tendency  to 
produce  hyperplastic  scar  tissue.  It  is  a frequent 
source  of  discomfort  and  concern  to  those  in 
whom  it  occurs.  Opportunity  to  effect  improve- 
ment, usually  by  irradiation,  is  in  direct  propor- 
tion to  the  age  of  the  neoplasm. 

The  vascular  group  of  new  growths,  appearing 
chiefly  in  infancy,  are  common  to  all.  While  a 
“wait  and  see  attitude”  is  frequently  justified, 
remember  that  every  parent  wishes  a perfect 
child,  and  a rapidly  enlarging  tumor  is  a consid- 
erable source  of  concern.  Radical  therapy  is  sel- 
dom indicated.  Early  consideration  of  refriger- 
ant, electrosurgical,  or  minimal  irradiation  meas- 
ures may  eliminate  anxiety,  stop  tumor  growth, 
and  reduce  residual  scar  formation  as  well.  The 
pyogenic  granuloma  is  a rapidly  growing  vascu- 
lar tumor  which  frequently  appears  following  a 
minor  irritation  or  injury  with  secondary  infec- 
tion intervening.  The  lesion  may  be  crusted, 
bleed  freely,  has  a special  predilection  for  scalp, 
lips  or  fingers  of  young  individuals,  and  is  easily 
treated  by  electrodesiccation  or  cautery. 

Precancerous  Neoplasms 

This  tumor  group  deserves  clinical  recognition 
since  it  is  classified  as  pre-malignant,  in  that  15 
to  25  percent  eventually  terminate  in  skin  cancer. 
It  is  particularly  in  this  group  that  early  diagno- 
sis, avoidance  of  irritation,  and  appropriate  “pro- 
phylactic” removal  therapy  can  reduce  the  over- 
all incidence  of  cutaneous  malignancy. 

Senile  keratoses  are  lesions  produced  by  a pe- 
culiar hyperplastic  epithelial  change  of  the  skin 
or  muco-cutaneous  junction.  They  are  confined 
almost  exclusively  to  the  e.xposed  body  surfaces 
of  elderly  persons,  or  at  an  earlier  age  in  indi- 
viduals of  English,  Irish  or  Scotch  descent,  with 
a tendency  to  freckle  instead  of  tan.  Such  persons 
are  said  to  develop  senile  cutaneous  changes 
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prematurely.  If  they  choose  an  occupation  which 
exposes  the  skin  to  the  elements— sun,  wind  and 
rain,  the  cutaneous  degenerative  changes  become 
more  pronounced.  In  contrast  to  prevaihng  be- 
lief, senile  keratoses  are  often  inconspicuous.  Ex- 
cepting those  occurring  on  the  dorsum  of  the 
hands  or  the  vermilion  border  of  the  lower  lip 
where  hyperkeratosis  may  be  more  pronounced, 
they  frequently  represent  flat  plaques,  scarcely 
raised  above  the  skin  level.  They  may  be  erythe- 
matous, slightly  atrophic,  with  adherent  yellow- 
ish scale  and  irregular  indefinite  margins.  Often 
palpation  is  required  to  demonstrate  their  pres- 
ence. 

The  cutaneous  horn  is  a special  type  of  senile 
keratosis  in  which  keratin  remains  adherent,  pro- 
ducing a narrow,  elongated  cylindrical  excres- 
cence. Commonly  located  on  the  ear  or  about  the 
face,  the  erythematous  base  is  not  infrequently 
the  development  site  of  early  anaplastic  squa- 
mous cell  carcinoma. 

Leukoplakia  is  the  mucous  membrane  ana- 
logue of  senile  keratosis.  It  is  characterized  by 
an  irregular  white  or  gray  plaque,  occurring  on 
the  lip  or  buccal  surface  of  the  oral  cavity,  or 
on  the  genital  mucosa.  In  the  absence  of  thicken- 
ing or  ulceration,  observation  stressing  the  avoid- 
ance of  possible  sources  of  irritation  is  in  order. 
Infiltrative  changes,  fissuring  or  ulceration  al- 
ways demand  immediate  removal. 

Briefly  mentioning  the  more  rare  precancerous 
entities,  Bowen’s  dermatosis  on  the  trunk  may 
resemble  psoriasis  or  nondescript  scaling  erythe- 
matous plaques,  frequently  multiple.  The  diag- 
nosis is  miscroscopic  with  “in  situ”  changes  with- 
in the  epidermal  layers  assuming  early  mahg- 
nant  features.  These  lesions  may  remain  quies- 
cent for  years  before  invasive  malignancy  de- 
velops. Any  persistant  eczematoid  eruption  of 
the  breast,  areola  or  nipple  area  should  be 
watched,  since  Paget’s  disease  of  the  skin  may 
be  a possibility.  If  not  responding  to  the  usual 
therapy,  or  with  infiltration  developing,  biopsy 
study  is  indicated,  since  associated  proliferation 
of  the  lacteal  ducts,  and  later,  carcinoma  of  the 
breast  may  appear.  Fortunately,  the  administra- 
tion of  tri valent  arsenicals  in  the  form  of  Fow- 
ler’s solution  is  no  longer  prevalent,  since  this 
substance  has  been  responsible  for  pigmentary 
cutaneous  changes,  punctate  keratoses  of  the 
palms  and  soles,  and  an  increase  in  tendency  to- 
ward cutaneous  malignant  degeneration  of  these 
lesions  later  in  life. 


Malignant  Neoplasms 

Basal  cell  cancers  develop  from  the  basal  cell 
layer  of  the  epidermis.  They  are  characterized  by 
slow  evolution,  persistant  tendency  toward  local 
recurrence  after  operative  removal,  and  progres- 
sive invasion,  even  to  involve  cartilage  and  bone. 
They  may  extend  by  way  of  irregular  pseudo- 
pods, “iceberg  fashion,”  below  the  epidermis. 
They  occur  chiefly  on  the  face,  especially  about 
the  nose,  forehead,  eyelids,  temples  and  upper 
lip.  The  early  lesion  is  usually  a discrete  pinhead 
to  pea  size,  waxy  or  pearly  nodule  which  extends 
irregularly  to  form  a plaque.  Frequently  a scale 
or  crust  appears,  the  removal  of  which  causes 
bleeding.  Then,  with  a series  of  crustings  and 
removals,  ulceration  forms. 

The  squamous  cell  cancer  originates  from  the 
prickle  cell  layer  of  the  skin,  frequently  from  a 
senile  keratosis.  The  surface  may  be  dry  and 
wartlike,  superimposed  upon  a dull  red  base. 
The  lesion  grows  rapidly.  The  margins  are  quite 
raised,  and  the  center  becomes  a level  plateau, 
the  surface  being  either  ulcerated,  flat  or  covered 
with  cauliflower-like  vegetations.  Areas  of  predi- 
lection are  the  lower  lip,  genitalia,  extremities 
and  scalp.  Extension  is  chiefly  into  adjacent  tis- 
sue, but  may  go  to  the  regional  lymph  nodes. 

Squamous  cell  lesions  are  more  numerous  in 
male  subjects  and  have  a tendency  to  appear  a 
little  earlier  in  hfe  than  the  basal  cell  variety. 

Summary 

It  is  acknowledged  that  your  patients,  the  gen- 
eral public,  are  becoming  more  informed,  can- 
cer-conscious, and  more  concerned  over  cutan- 
eous neoplasms. 

The  brief  classification  and  the  accompanying 
discussion  should  be  of  assistance  in  early  clin- 
ical recognition  of  these  new  growths. 

Earlier  clinical  differentiation,  better  judg- 
ment, and  improved  therapy  techniques  should 
substantially  reduce  the  present  skin  cancer  mor- 
tality rates. 
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SURGICAL  TREATMENT  OF  OTOSCLEROSIS 

By  D.  W.  Frerichs,  M.D. 

Phoenix,  Arizona 


During  the  past  nineteen  years  a notable 
advancement  has  been  made  in  otological  sur- 
gery pertaining  to  the  treatment  of  deafness. 
These  surgical  efforts  have  been  directed  toward 
a pathological  condition  known  as  otosclerosis 
which  produces  a bilateral  conductive  deafness. 
Medical  journals,  lay  magazines  and  newspapers 
have  carried  numerous  and  often  dramatic  ar- 
ticles relative  to  this  subject,  many  of  which  are 
poorly  documented  and  give  a misleading  im- 
pression of  the  benefits  derived  from  surgical 
treatment. 

It  appears  that  a discussion  of  the  current 
status  of  the  surgical  treatment  of  otosclerosis 
might  be  of  value  to  the  general  physician  and 
to  specialists  remote  from  otolarnyngology.  Often 
a physician,  regardless  of  his  field  of  endeavor, 
is  confronted  with  a patient  suffering  from  a 
hearing  loss,  and  it  behooves  one  to  be  familiar 
enough  with  current  progress  in  this  field  to  ad- 
vise or  direct  the  patient.  In  an  area  with  a scat- 
tered population,  familiarity  with  a few  otologi- 
cal techniques  in  diagnosis  may  save  a patient 
considerable  time  and  money.  The  physician  may 
sometimes  prevent  a great  disappointment  to  a 
patient  with  nerve  deafness  by  gently  subduing 
the  patient’s  hopes  which  have  been  whipped 
up  by  a current  magazine  article,  or  he  may  di- 
rect a patient  who  is  unfamiliar  with  modern 
development  in  ear  surgery  to  a new  life  with 
normal  hearing. 

Pathology 

Otosclerosis  is  a pathological  osseous  abnormal- 
ity which  occurs  in  the  petrous  bone  in  possibly 
10  per  cent  of  tlie  adult  population h However, 
symptoms  are  not  manifested  unless  the  osseous 
changes  encroach  on  the  footplate  of  the  stapes-, 
penetrate  the  cochlea,  or  obstruct  the  round  win- 
dow of  the  vestibule.  The  common  area  involved 
that  produces  symptoms  is  the  anterior  margin 
of  the  footplate  of  the  stapes.  Fixation  of  this 
ossicle  prevents  a normal  tympanic  membrane 
from  transmitting  sound  waves  to  the  cochlea. 
The  ankylosis  of  the  stapedial  footplate  may  be 
compared  with  the  fusion  of  a joint  by  rheuma- 
toid arthritis.  The  histopathology  is  different, 
but  the  functional  loss  is  the  same.  The  rocking 
piston  action  of  the  stapes  is  prevented,  and 


sound  cannot  reach  the  inner  ear  except  by  bone 
conduction.  Complete  uncomplicated  fixation  of 
the  stapes  usually  results  in  a hearing  loss  of 
40  to  50  decibels.  This  is  considerably  below 
the  level  needed  to  comprehend  normal  conver- 
sational voice. 

History 

The  patient  with  otosclerosis  usually  notices 
the  hearing  impairment  between  the  ages  of 
20  and  30  years.  A family  history  of  a 
similar  type  of  deafness  in  a parent  or  near  rela- 
tive is  often  elicited.  The  person  with  otoscler- 
osis may  or  may  not  have  had  the  usual  number 
of  childhood  ear  infections.  The  deafness  is  in- 
sidious in  onset  and  may  develop  rapidly  in  a 
few  years  or  slowly  produce  symptoms  over  a 
decade.  A constant  tinnitus  is  often  present. 
Vertigo  is  usually  absent.  The  disease  shows  a 
predominance  in  females.  Pregnancy  may  accel- 
erate the  symptoms.  A patient  will  often  state 
that  hearing  seems  better  in  a noisy  environment, 
as  when  riding  a train  or  an  airplane.  Many  pa- 
tients are  wearing  hearing  aids  at  the  time  -of 
their  examination,  and  although  they  may  pro- 
fess dissatisfaction  with  the  instrument,  they  will 
admit  that  hearing  is  improved  by  sound  ampli- 
fication. 

Examination 

The  patient  with  otosclerosis  is  soft-spoken,  as 
his  bone  conduction  is  normal  and  he  hears  his 
own  voice  clearly.  The  ear  drums  have  a normal 
appearance  except  for  advanced  cases  which 
may  reveal  an  odd  reddish  line  in  the  posterior- 
superior  quadrant.  This  phenomenon  is  due  to 
increased  vascularity  of  the  otosclerotic  bone  be- 
hind the  drum,  and  is  known  as  Schwartze’s  sign. 
If  a Siegal  otoscope  is  inserted  in  the  ear  canal, 
alternate  positive  and  negative  pressure  reveals 
normal  mobility  of  the  ear  drum.  The  eustachian 
tubes  are  patent  when  insufflated. 

Placing  a tuning  fork  with  a frequency  of  512 
d.v.  or  even  1024  d.v.  alternately  in  front  of  the 
auditory  meatus  and  then  on  the  mastoid  process 
reveals  that  bone  conduction  is  louder  than  air 
conduction  (negative  Rinne  test).  A 256  or  512 
tuning  fork  placed  on  the  vertex  of  the  skull  or 
on  the  incisor  teeth  reveals  equal  referral  of  the 
sound  to  both  ears  or  referral  to  the  ear  with  the 
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j greatest  hearing  loss  (Weber  test).  If  the  inten- 
j sity  of  the  examiner’s  voice  is  raised  sufficiently, 

I the  patient  should  comprehend  almost  all  spoken 
j words.  This  latter  test  often  differentiates  from 
nerve  deafness  in  which  increased  loudness  does 
not  improve  understanding  of  spoken  words  to 
the  degree  experienced  by  otosclerotics  who  usu- 
ally have  normal  nerve  function.  Audiometric 
examination  reveals  a characteristic  flat  line  for 
air  conduction  with  near-normal  bone  conduc- 
tion. X-rays  of  the  mastoids  are  usually  negative. 
A sclerotic  mastoid  does  not  contraindicate  sur- 
gery. 

Other  tests  may  be  necessary  for  selection  of 
surgical  candidates.  However,  these  may  be  re- 
served for  the  otologist,  as  they  require  special 
equipment  and  training  in  interpretation. 

Treatment 

I.  Fenestration  Operation. 

No  medical  treatment  has  ever  proved  of  value 
in  otosclerosis.  Prior  to  surgical  developments, 
recommendation  of  the  hearing  aid  was  the  only 
beneficial  advice  a physician  could  offer. 

In  1938,  Dr.  Julius  Lempert^  developed  the 
first  practical  approach  to  the  surgical  correction 
of  otosclerosis.  The  fenestration  operation  had 
previously  been  performed  by  others,  but  the 
surgical  method  devised  by  Lempert  resulted  in 
a one-stage  operation  that  brought  about  a 
marked  increase  in  successful  results  as  com- 
pared with  previous  work.  This  operation  is 
basically  a by-pass  procedure,  and  sound  is  con- 
ducted into  the  inner  ear  by  creating  a new  win- 
dow in  the  bony  labyrinth. 

Numerous  refinements  have  been  made  in 
technique  •‘-5-6-7^  and  the  percentage  of  perma- 
nently successful  cases  expected  from  surgery 
has  reached  eighty  per  cent.  Almost  all  of  the 
properly  selected  cases  will  obtain  satisfactory 
improvement,  but  within  a year  a small  number 
have  closure  of  the  fenestra  by  bony  regrowth. 
The  number  of  closures  has  been  greatly  reduced 
by  improvements  in  the  method  of  developing 
the  fenestra.  Antibiotics  and  vestibular  sedatives 
have  resulted  in  minimal  post-operative  compli- 
cations. 

Case  Report: 

The  audiometric  examination  of  one  of  my 
cases  shows  the  pre-  and  post-operative  hearing 
in  a typical  otosclerotic  patient  on  whom  I oper- 
ated in  January,  1956.  The  improvement  in  hear- 
ing was  satisfactory  and  has  been  maintained  to 
date. 


In  fenestration  surgery,  the  patient’s  hearing 
cannot  be  returned  to  absolute  normal  as  the 
mechanical  advantage  of  the  ossicular  chain  is 
lost.  The  patient  obtains  serviceable  hearing  for 
normal  conversational  voice.  A hearing  aid  is 
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FIG.  I 


Forty-one  year  old  male.  Fenestration  operation  performed 
on  left  ear,  January,  1956.  Note  post-operative  hearing  gain  as 
compared  with  pre-operative  level.  No  hearing  aid  is  needed,  as 
hearing  in  speech  range  is  above  critical  level  of  35  decibels. 


not  needed.  However,  on  audiometric  testing  a 
loss  of  20  to  25  decibels  is  noted. 

II.  Stapes  Mobilization 

In  1953,  Dr.  Samuel  Rosen®  reported  success- 
ful attempts  at  mobilization  of  the  ankylosed 
stapes  in  otosclerosis.  Dr.  Rosen  utilized  an  ap- 
proach to  the  middle  ear  involving  the  develop- 
ment of  a tympano-meatal  flap.  This  provided  a 
direct  approach  to  the  stapes,  and  with  the  use 
of  magnifications  and  special  instruments,  suc- 
cessful lysis  of  the  otosclerosic  fixation  was  ac- 
eomplished.  With  the  refinements  introduced  by 
Rosen  in  approaching  the  stapes  via  the  external 
ear  canal,  the  operation  has  become  a practical 
procedure. 

Mobilization  is  attempted  first  by  transineudal 
methods,  then  via  the  capitulum,  or  the  footplate 
when  necessary.  GoodhilP,  House,  Shambaugh, 
and  Fowler^®  have  all  reported  methods  which 
facilitate  restoration  of  stapedial  motion.  The 
success  of  surgery  varies  slightly  with  the  opera- 
tion, but  approximately  60  per  cent  of  the  pa- 
tients” are  receiving  adequate  gains  in  hearing. 

The  stapes  mobilization  procedure  requires 
only  a few  days’  hospitalization.  It  is  a short  op- 
eration and  is  performed  under  local  anesthesia. 
This  allows  ehecking  the  hearing  to  confirm  suc- 
cessful mobilization  prior  to  closure  of  the  tym- 
pano-meatal flap.  The  patient  is  restored  to  com- 
plete activity  within  three  days  and  the  ear  is 


724 


Arizona  Medicine 


December,  1957 


healed  in  less  than  two  weeks.  Complications  are 
minimal.  The  operation  often  restores  the  patient 
to  his  ma.ximum  cochlear  reserve  as  the  ossicular 
chain  is  left  intact  and  continues  to  function  nor- 
mally. The  hearing  in  many  cases  reaches  the 
previous  hone  conduetion  hearing  level. 

Considering  the  mechanism  of  hearing  loss 
due  to  otosclerosis,  one  would  e.xpect  a high 
percentage  of  recurrence  of  fixation  of  the  stapes 
after  successful  surgery.  This  is  apparently  not 
the  case,  for  reasons  unexplained,  and  less  than 
2 per  cent  of  the  patients  with  adequate  hear- 
ing gains  suffer  a subsequent  return  to  pre-oper- 
ative levels.  However,  as  the  procedure  has  been 
performed  for  only  four  years,  the  long-term  re- 
sults may  show  a greater  number  of  post-opera- 
tive fixation  of  the  stapes. 

Case  Report: 

The  pre-  and  post-operative  audiometric  exam- 
ination on  a patient  with  clinical  otosclerosis 
is  reeorded  below  (Fig.  2).  I performed  this 
surgery  in  June,  1957,  and  the  hearing  gain  has 
been  maintained  to  date.  The  patient  left  the 
hospital  the  same  day  surgery  was  performed. 
The  following  day  she  was  able  to  carry  on  with 
her  usual  household  duties.  The  ear  was  com- 
i^letely  healed  in  10  days. 
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FIG.  2 

Forty-three  year  old  female.  Stapes  mobilization  performed  on 
left  ear  in  June,  1957.  Note  post-operative  hearing  ga.n  as  com- 
pared with  pre-operative  level.  A hearing  aid  is  no  longer  needed 
as  hearing  is  well  above  the  critical  level  for  conversational  voice. 

Discussion  , 

The  fenestration  operation  has  a higher  inci- 
dence of  suceess  than  the  stapes  mobilization 
procedure,  but  it  is  beeoming  the  practice  in 
most  medical  centers  to  perform  the  stapes  mo- 
bilization ojieration  initially.  The  e.xpense  to  the 
patient,  the  period  of  hospitalization,  and  the 


post-operative  care  is  much  less  formidable  with 
stapes  mobilization  than  with  fenestration  sur- 
gery. The  procedure  allows  direct  visual  confir- 
mation of  the  diagnosis,  and  if  the  stapes  cannot 
be  mobilized,  a fenestration  operation  may  be 
performed  after  the  tympano-meatal  flap  has 
healed. 

The  criteria  for  selection  of  cases  is  less  rigid 
with  stapes  mobilization  than  with  fenestration 
surgery.  If  the  bone  conduction  in  the  speech 
range  is  above  30  decibels,  stapes  mobiliza- 
tion may  be  of  value,  while  in  fenestration  sur- 
gery most  operators  prefer  that  the  bone  eonduc- 
tion  be  near  normal  levels.  However,  the  fene- 
stration procedure  offers  hearing  improvement 
to  certain  congenital  ear  malformations  with 
hearing  loss,  while  stapes  mobilization  is  of  no 
value  in  these  eases. 


Summary 

Patients  with  deafness  due  to  otosclerosis  can 
be  greatly  improved  by  several  surgical  proce- 
dures. At  present  it  appears  that  the  stapes  mo- 
bilization operation  should  be  attempted  initially 
in  most  cases.  By  submitting  to  this  relatively 
simple  procedure  the  patient  has  a fair  chance 
of  gaining  a great  improvement  in  hearing.  If 
stapedolysis  is  unsueeessful  and  the  patient’s 
hearing  by  bone  conduetion  is  near  normal  lev- 
els, a fenestration  operation  may  be  performed 
at  a later  date.  Although  the  fenestration  opera- 
tion is  difficult  and  the  post-operative  treatment 
is  somewhat  prolonged,  a high  percentage  of 
suceess  is  now  obtainable. 

It  appears  that  post-operative  fixation  of  the 
stapes  is  rare  after  stapes  mobilization  is  suc- 
cessfully obtained  during  surgery.  As  the  opera- 
tion is  new,  the  percentage  of  re-ankylosis  can- 
not be  determined  at  this  time. 
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GOTA  Y ARTRITIS  GOTOSA 

L.  Maxwell  Lockie,  M.D. 
Charles  W.  Bishop,  M.D. 

John  H.  Talbott,  M.D. 


li  O QUE  se  presenta  es  el  producto  del  estudio, 
comenzado  en  1932,  sobre  pacientes  con  gota  y 
artritis  gotosa.  En  todos  esos  anos  se  han  hecho 
grandes  adelantos  en  el  diagnostico  y en  el 
tratamiento.  En  la  actualidad  muchos  medicos 
pueden  hacer  un  diagnostico  correcto  en  la 
primera  visita,  lo  mismo  si  el  enfermo  ha  tenido 
muchos  ataques  que  si  se  encuentra  en  el  medio 
del  primero.  Hace  20  ahos  no  era  raro  que  el 
paciente  fuera  visto  durante  largo  tiempo  sin 
que  se  precisara  el  diagnostico  correcto.  Esto 
representa  un  gran  adelanto  en  la  educacion 
medica. 

Existe  una  gran  uniformidad  de  opinion  entre 
la  mayoria  de  los  medicos  en  cuanto  al  tra 
tamiento  que  debe  hacerse  en  el  ataque  agudio. 
El  plan  que  debe  seguirse  despues  de  este  ata- 
que, sin  embargo,  varia  en  diferentes  clinicas. 
Las  diferencias  son  mas  claras  en  lo  relativo  al 
empleo  de  dietas  especiales  y de  alcohol. 

Es  necesario  precisar  tres  expresiones  que  se 
aplican  a cases  en  que  hay  un  exceso  en  la  con- 
centracion  del  acido  lirico  del  suero:  (1)  la 
hiperuricemia  es  un  aumento  asintomatico  del 
acido  urico  serico;  (2)  la  gota  existe  cuando  el 
paciente  tiene  trastorno  hereditario  del  meta- 
bolismo  del  acido  urico,  con  o sin  antecedentes 
de  artritis  gotosa  o de  tofos  visibles;  (3)  la 
expresion  artritis  gotosa  se  aplica  a los  cases  de 
gota  que  tienen  un  ataque  tipico  de  artritis  que 
aparece  de  siibito  y desaparece  completamente 
en  4 a 14  dias. 

El  limite  superior  de  la  concentracion  normal 
de  acido  urico  en  el  suero  es  de  6 mg./lOO  cm.® 
por  el  metodo  empleado  en  Bufalo.  Si  es  mayor, 
debe  pensarse  en  gota. 

Cuando  en  el  paciente  sospechoso  de  gota 
exista  una  concentracion  normal  del  acido  urico 
en  el  suero  puede  ser  que  eso  se  deba  a que: 

( 1 ) El  paciente  haya  tornado  probenecida, 
salicilato  o cualquier  otro  agente  uricosurico  en 
las  ultimas  24  horas. 

(2)  Los  reactivos  esten  descompuestos  (mas 
de  30  dias  de  preparados). 

( English  transla 


(3)  El  analisis  lo  haya  hecho  un  tecnico  sin 
experiencia. 

Debe  senalarse  que  el  5%  de  los  pacientes 
en  el  Hospital  General  de  Bnfalo  tiene  un 
aumento  de  acido  urico  en  el  suero,  aunque  en 
ellos  no  se  haya  hecho  diagnostico  do  gota  ni 
de  artritis  gotosa.  Estos  son  los  que  se  clasifican 
como  casos  de  hiperuricemia. 

ACIDO  tJRICO: 

Los  seres  humanos  normales  eliminan  por  la 
orina  aproximadamente  700  mg.  diarios  de  acido 
urico.  Este  acido  urico  representa  el  producto 
de  oxidacion  final  de  los  compuestos  de  purina. 
La  mayoria  de  este  acido  urico  se  deriva  de  los 
compuestos  de  purina  que  existen  en  el  organ- 
ismo;  pero  la  excrecion  urinaria  de  acido  urico 
aumentara  si  se  ingieren  alimentos  ricos  en 
purina  (higado,  mollejas,  anchoas,  etc.).  Normal- 
mente,  en  los  liquidos  organicos  existen  en 
solucion  unos  1000  mg.  de  acido  urico;  este  es 
el  total  de  acido  urico  mezclable.  Diariamente 
se  reemplazan  0.75  de  este  total;  esta  es  la 
proporcion  de  reemplazo  del  acido  urico  or- 
ganico.  En  el  gotoso,  el  total  disuelto  se  duplica, 
o mas,  y la  proporcidn  de  reemplazo  disminuye. 
Los  depositos  solidos  de  urato  ( tofos ) en  el 
gotoso  ordinariamente  no  se  consideran  como 
parte  de  acido  urico  mezclable. 

UBICOLISIS: 

En  la  mayoria  de  los  mamiferos,  gxcepto  el 
hombre  y algunos  de  los  primates,  existe  una 
enzima  llamada  uricasa  que  transforma  por 
oxidacion  el  acido  urico  en  alantoina.  Nunca 
se  ha  demostrado  de  modo  concluyente  que  esta 
enzima  se  encuentre  en  tejido  humano.  General- 
mente  se  cree  que  este  tejido  no  puede  oxidar 
el  acido  urico  para  transformarlo  en  alantoina  o 
en  otros  productos.  Se  sabe  que  una  dosis  intra- 
venosa  de  acido  urico  iotopo  puede  ser  recup- 
erada  solo  en  parte  en  el  acido  urico  urinario; 
pero  tambien  se  ha  visto  que  algo  del  isotopo 
se  elimina  por  la  bills  y puede  encontarse  en 
las  heces.  Algunos  estudios  sobre  isotopes 
sugieren  que  la  uricolisis  ( Desintegracion  del 
acido  lirico ) puede  ocurrir  en  el  hombre.  Existen 
on  on  Page  729 ) 
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otros  investigadores  que  sostienen  que  el  acido 
urico  se  segrega  en  la  bills  y se  desintegra  en  el 
intestino,  donde  da  productos  que  se  reabsorben. 

PURINAS: 

Como  puede  verse  en  el  esquema,  una  purina 
es  un  cuerpo  con  anillo  doble  que  tiene  cuatro 
atomos  de  nitrogenO.  Las  purinas  corrientes, 
ademas  del  acido  urico,  son  la  adenina,  la  gua- 
nina,  la  hipoxanthina  y la  xantina.  Esta  ultima 
puede  presentarse  en  derivados  metilatados 
como  cafeina,  teofilina  y teobromina.  Las  purinas 
pueden  presentarse  combinadas  con  una  mole- 
cula  de  azucar  para  formar  un  nucleosido,  o 
con  una  molecula  de  azucar  y otra  de  acido 
forforico  para  formar  un  nucleotido. 

PIRIMIDINAS: 

Estas  tienen  una  estructura  equivalente  a la 
mitad  de  la  de  la  purina;  tienen  anillos  de  seis 
miembros  con  dos  atomas  de  nitrogeno.  Las 
pirimidinas,  como  las  purinas,  forman  tambien 
nucleosids  y nucleotidos.  El  producto  final  de 
su  desintegracion  es  urea  mas  bien  que  acido 
urico. 

“ANR,  AND”: 

Estas  siglas  corresponden  a acido  nucleico 
ribosico  y acido  nucleico  desoxirribosico  re- 
spectivamente.  Tales  cuerpos  son  mezclas  de 
peso  molecular  elevado  compuestas  de  nucle- 
otidos de  la  purina  y de  la  pirimidina.  Se  asocian 
con  proteina  para  formar  nucleoproteina,  la  cual 
esta  reclacionada  intimamente  con  la  estructura 
y la  funcion  celular.  El  AND,  cuyo  azucar  es 
la  desoxirribosa,  se  encuentra  principalmente  en 
el  nucleo  celular;  el  ANR,  cuyo  azucar  es  la 
ribosa,  y que  tiene  una  ligera  diferencia  en  su 
composicion  pirimidinica,  aparece  sobre  todo 
en  el  citoplasma  de  la  celula.  Las  nucleoproteinas 
constituyen  la  substancia  fundamental  de  los 
cromosomas  y,  por  tanto,  actuan  como  portadoras 
de  la  caracteristicas  hereditarias.  Forman  tam- 
bien el  medio  para  la  formacion  de  nuevas 
enzimas.  Los  virus  son  moleculas  grandes  de 
nucleoproteinas  que  no  tienen  vida,  pero  que, 
cn  presencia  de  celulas  vivas,  pueden  dar  lugar 
a otras  moleculas  de  la  misma  configuracion. 
Es  indudable  que  el  crecimiento  de  los  tejidos 
y el  cancer  estan  relacionados  con  el  metabolismo 
nucleoproteinico,  pero  todavia  no  se  conoce 
exactamente  la  relacion  que  existe  entre  ellos. 


PRECURSORES  DEL  ACIDO  IJRICO  Y DE 
LA  PURINA: 

No  se  indispensable  suministrar  purina  al 
organismo,  ya  que  este  puede  sintetizarla  par- 
tiendo  de  moliculas  sencillas,  tales  como  la  de 
glicina  (aminoacido  no  esencial),  anadiendole 
groupos  de  otras  moleculas  como  puede  verse 
en  el  esquema.  Se  sabe  que  en  la  conversion  de 
la  glicina  en  purinas  aparece  como  uno  de  los 
cuerpos  intermedios  la  carboxamida  4-amino-5- 
imidazola  o su  ribotida  o ribosida;  ahora  se  estan 
descubriendo  otros  intermediarios.  Los  alimentos 
ricos  en  purina  liberan  purinas  que  pueden  ser 
convertidas  en  acido  urico.  Las  purinas  de  los 
alimentos  pueden  usarse,  o no,  para  la  formacion 
de  acido  nucleico  organico.  A los  que  padecen 
de  gota  generalmente  se  les  prohiben  los  alimen- 
tos ricos  en  purinas;  pero  esto  no  provoca  mas 
que  un  descenso  ligero  en  la  produccionde  acido 
urico,  de  bido  a que  este  puede  originarse  por 
distintos  procedimientos.  Todavia  no  se  conoce 
bien  que  influencia  ejercen  otras  substancias  de 
la  dieta,  como  la  grasa  o el  alcohol;  pero  estas 
pueden  prohibirse  en  los  casos  de  gota,  de 
acuerdo  con  la  experiencia  clinica. 

FOSFATOS  DE  GRAN  ENERGIA: 

La  oxidacion  organica  de  los  alimentos  pro- 
duce energia  quimica,  termica  y mecanica.  Tal 
cosa,  de  acuerdo  con  la  naturaleza  del  tejido 
organico,  no  es  tan  simple  como  hacer  un  fuego 
debajo  de  una  caldera  de  vapor  o quemar  la 
gasolina  en  una  maquina  de  combustion  interna. 
Es  necesario  almacenar  y liberar  cuidadosamente 
la  energia  producida  por  el  catabolismo  de  los 
alimentos;  esto  se  logra  por  la  fosforilizacion 
oxidativa,  que  da  lugar  a diversos  productos; 
entre  los  mas  importantes  de  ellos  se  encuentran 
el  trifosfato  de  adenosina  y otros  cuerpos  ana- 
logos  de  purina  y pirimidina. 

Guando  se  hace  una  historia  clinica  cuidadosa 
a menudo  se  encuentra  que  la  frecuencia  de  gota 
en  la  familia  es  elevada;  muchas  veces  no  se 
halla  esto  en  la  primera  visita,  pero  se  descubre 
procediendo  cuidadosamente  y consultando  con 
los  familares.  Los  antecedentes'  personales  dados 
por  el  enfermo  son  earacteristicos  cuando  ha 
tenido  varios  ataques  de  artritis  y se  ha  recuper- 
ado  completamente  de  cada  uno  de  ellos. 

En  el  cuadro  tipico  de  artritis  gotosa  los  sin- 
tomas  agudos  se  presentan  en  pocas  horas.  Si  la 
artritis  no  se  trata  en  lo  absolute,  o no  se  trata 
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del  modo  apropiado,  por  lo  regular  desaparece 
completamente  dentro  de  4 a 14  dias.  Este 
cuadro  hace  el  diagnostico. 

Cualquier  articulacion  puede  afectarse,  pero 
atacadas  mas  frecuentemente  son  la  del  dedo 
gordo  o la  del  tobillo;  es  raro  que  se  afecte  la 
articulacion  de  la  cadera  o la  del  hombro. 

El  comienzo  de  la  gota  es  rapido,  apareciendo 
el  dolor  maximo  a las  pocas  boras,  en  tanto  que 
la  artritis  reumatoidea  y la  osteoartritis  se  van 
desarrollando  insidiosamente  a traves  de  varios 
dias  o semanas.  En  la  gota  las  articulaciones  son 
asintomaticas  entre  los  ataques,  cosa  no  sucede 
en  las  otras  dos  enfermedades  citadas. 

En  una  articulacion  gotosa  tipica  aparecen 
tumefaccion,  enrojecimiento,  sequedad  y ex- 
tremada  sensibilidad;  al  cabo  de  una  semana 
puede  presentarse  descamacion  de  la  piel. 

En  la  articulacion  del  dedo  gordo,  que  es  la 
que  se  afecta  con  mas  frecuencia,  la  sensibilidad 
es  extremada  en  us  cara  interna,  no  en  la  dorsal 
ni  en  la  plantar. 

Cuando  estan  afectados  el  tobillo  o el  pie,  el 
aspecto  se  muy  semejante  al  de  la  celulitis. 

En  otras  articulaciones  la  enfermedad  no  tiene 
un  aspecto  caracteristico. 

Tofos  son  los  depositos  de  cristales  de  urato 
de  sodio  en  cartilages,  huesos  o debajo  de  la 
piel.  Los  sitios  en  que  se  encuentran  mas  a 
menudo  son  el  borde  de  la  oreja  y los  huesos  de 
las  manos  y los  pies,  cerca  de  las  articulaciones. 
Es  raro  que  se  encuentren  tofos  visibles  a menos 
que  la  enfermedad  haya  existido  por  largo  tiempo 
y que  la  concentracion  del  acido  urico  sea  mayor 
de  7,  5 mg.  por  100  cm.® 

Un  tofo  que  contenga  cristales  de  acido  urico 
garantiza  el  diognostico  de  gota. 

Es  frecuente  que  un  medico  vea  un  enfermo 
con  artritis  en  el  cual  el  diagnostico  no  este  claro. 
Para  precisar  si  existe  o no  artritis  gotosa,  se 
usa  la  prueba  terapeutica  con  dosis  grandes  de 
colchicina  por  via  oral:  0,5  mg.  cada  bora  hasta 
que  aparezcan  nauseas  o heces  blandas.  En  los 
casos  de  artritis  gotosa  normalmente  esto  hace 
desaparecer  por  completo  los  sintomas  articulares 
en  24  a 36  boras. 

Existen  otros  medicamentos  que  pueden 
producir  alivio;  pero  no  son  especificos  de  la 


artritis  gotosa.  Los  mas  importantes  de  ellos  son 
la  fenilbutazona,  la  cortisona,  el  ACTH  y la 
prednisona. 

En  general,  el  tratamiento  del  ataque  agudo 
de  artritis  gotosa  resulta  satisfactorio  tanto  para 
el  paciente  como  para  el  medico,  ya  que  la 
recuperacion  completa  se  logra  rapidamente  en 
comparacion  con  lo  que  sucede  en  otras  formas 
de  artritis.  La  terapia  de  dicho  ataque  debe  in- 
stituirse  lo  mas  pronto  posible. 

Existen  diversos  tipos  de  tratamiento  para 
estos  casos: 

( 1 ) La  colchicina  sola  sigue  siendo  el  medica- 
mento  mas  empleado.  Se  administra  por  via  oral 
en  dosis  de  0,  5 mg.  cada  bora  hasta  que 
aparezcan  nauseas  o heces  blandas,  en  cuyo 
momento  hay  que  suspenderla  para  que  no  se 
presenten  diarreas. 

La  colchicina,  despues  de  las  dosis  terapeuticas, 
debe  seguirse  administrando  indefidamente  dos 
veces  al  dia. 

(2)  La  fenilbutazona  ( Butazolidin ) ha  pro- 
ducido  resultados  excelentes  en  muchos  casos. 
La  dosis  corriente  es  de  200  mg.  cada  2 horas 
hasta  dar  tres  o cuatro  dosis;  el  tratamiento,  pues, 
es  de  un  solo  dia.  Con  cada  dosis  se  da  una 
tableta  de  colchicina;  puede  considerarse  que 
en  estos  casos  la  colchicina  actua  como  cataliz- 
ador.  Esta  asociacion  de  medicamentos  nos  ha 
dado  mejores  resultados  que  cualquiera  de  ellos 
usado  solo.  Despues  de  la  remision  del  ataque 
agudo  la  colchicina  debe  darse  indefinidamente 
dos  veces  al  dia. 

(3)  Otro  metodo  eficaz  para  la  terapia  de 
la  artritis  gotosa  es  administrar  ACTH,  injectando 
sea  100  unidades  intramuscularmento  o sea  20 
unidades  por  goteo  intravenoso  en  un  periodo 
de  6 horas.  Esto  se  usa  en  los  enfermos  refrac- 
tarios  a la  terapia  oral.  Conjuntamente  se  da 
ese  dia  tres  veces  0,  5 mg.  de  colchicina,  y se 
sigue  despues  con  colchicina  dos  veces  diarias 
por  tiempo  indefinido. 

Durante  el  ataque  agudo  el  regimen  alimenti- 
cio  debe  limitarse  a uno  rico  en  carbohidratos, 
con  poca  grasa  y con  los  liquidos  adecuados. 
Deben  suprimirse  la  came,  el  pescado  y las  aves 
hasta  que  desaparezca  el  ataque.  Sobre  el  empleo 
del  alcohol  existen  diversas  opiniones. 

En  el  tratamiento  de  la  gota  despues  del 
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ataque  agudo  se  siguen  algunos  principos  gen- 
erales.  Antes  que  nada,  se  da  Benemid  (prob- 
enecida)  para  aumentar  la  eliminacion  de  acido 
lirico,  lo  dial  hara  descender  la  concentracion  del 
acido  lirico  en  el  suero  a 35%.  Esto  contribuye  a 
evitar  la  precipitacion  de  acido  urico;  en  pacientes 
que  la  ban  tornado  durante  largo  tiempo  ban 
desaparecido  los  tofos.  Dicbo  medicamento  no 
previene  aparicion  de  artritis  gotosa  agnda  ni 
es  de  valor  en  el  tratamiento  de  esa  afeccion. 
Muy  pocas  reacciones  ban  ocurrido  mientras  se 
ba  estado  adininistrando  Benemid.  A su  ad- 
ministracion  pueden  seguir,  ocasionalmente, 
dolores  geniturinarios;  pero  desde  que  empezo 
a usarse,  en  Novieinbre  de  1950,  no  se  ban  ob- 
servado  reacciones  importantes. 

La  dosis  corriente  es  de  dos  tabletas  diarias; 
sin  embargo,  en  algunos  casos  bay  que  dar 
solamente  0,5  g.,  mientras  que  en  otros  deben 
utilizarse  dosis  de  3 g.  diarios.  La  concentracion 
conveniente  del  acido  urico  en  el  suero  parece 
ser  de  4,  5 a 5,  mg.  por  100  cm.^ 

Ademas,  se  da  0.5  mg.  de  colcbicina  dos  veces 


al  dia.  Regularmente  no  se  observan  reacciones. 
Se  usa  para  bacer  abortar  ataques  ligeros.  Si 
aparece  un  ataque  agudo,  se  sube  la  cantidad 
para  dar  dosis  terpeuticas  totales.  Mucbos  pa- 
cientes ban  tornado  colcbicina  durante  5 a 10 
anos  sin  ninguna  reaccion.  Memos  observado  que 
la  colcbicina,  en  esta  dosificacion,  disminuye  la 
frecuencia  de  los  ataques. 

DIETA: 

Debe  darse,  en  general,  una  dieta  rica  en 
carbobidratos,  de  poca  grasa  y adecuada  en 
proteinas.  Deben  suprimirse  el  bigado,  el  riiion 
y las  mollejas,  debido  a que  contienen  gram 
cantidad  de  purina.  Si  los  ataques  son  determi- 
nados  por  ciertos  alimentos  especificos,  babra 
que  suprimir  estos.  La  dieta  debe  regularse  de 
modo  que  se  mantenga  el  peso  ideal  para  la 
edad  y el  desarrollo  del  enfermo. 

Alcohol  (?) 

Los  ejercicios  moderados  parecen  ser  benefi- 
ciosos  para  el  enfermo  de  gota;  desde  luego,  el 
tipo  de  actividad  debe  depender  del  estado 
general  del  paciente. 
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GOUT  AND  GOUTY  ARTHRITIS 

L.  Maxwell  Lockie,  M.D. 

Charles  W.  Bishop,  Ph.D. 

John  H.  Talbott,  M.D. 


The  material  presented  is  the  result  of 
the  study  of  patients  with  gout  and  gouty  ar- 
thritis which  began  in  1932.  The  progress  in 
diagnosis  and  treatment  over  the  years  has  been 
great.  Now  many  physicians  are  able  to  make 
the  correct  diagnosis  at  the  time  of  the  first 
visit,  whether  the  patient  has  had  many  attacks, 
or  is  in  the  midst  of  his  first  bout.  Twenty  years 
ago  it  was  not  unusual  for  a patient  to  be  seen 
over  a period  of  many  years  before  the  correct 
diagnosis  was  determined.  This  alone  is  repre- 
sentative of  one  great  advance  in  medical  edu- 
cation. 

There  is  great  uniformity  of  opinion  among 
most  physicians  as  to  the  method  of  treatment 
of  the  acute  attack.  However,  the  program  to 
follow  after  the  acute  attack  varies  in  different 
clinics.  These  differences  are  most  apparent 
regarding  the  use  of  special  diets  and  also 
alcohol. 

When  the  serum  uric  acid  level  is  increased, 
there  are  three  terms  which  must  be  defined: 

( 1 )  Hyper-tiricacidemia  is  an  asymptomatic  in- 
creased blood  serum  uric  acid.  (2)  Gout  exists 
when  a patient  has  an  inherited  disorder  of  uric 
acid  metabolism  in  which  there  may  or  may 
not  be  a history  of  gouty  arthritis  and/or  visible 
tophi  present.  (3)  Gouty  arthritis  applies  to  the 
patient  with  gout  who  has  a typical  attack  of 
arthritis,  coming  on  suddenly  and  disappearing 
completely  within  4-14  days. 

By  the  method  used  in  Buffalo  to  determine 
the  serum  uric  acid  level,  the  upper  limit  of 
normal  is  6 mg./ 100  ml.  Above  that  level  gout 
is  suspected. 

If,  in  the  patient  with  a presumptive  diagnosis 
of  gout,  there  is  a normal  serum  uric  acid,  any 
one  of  three  conditions  may  exist: 

( 1 ) Probenecid,  salicylates,  or  any  other  uri- 
cosuric agents  have  been  taken  within  24  hours. 

( 2 ) Reagents  may  have  deteriorated  ( more 
than  30  days  old ) . 

(3)  An  inexperienced  technician  may  have 
performed  the  test. 

It  is  of  interest  to  note  that  five  per  cent  of 
patients  at  the  Buffalo  General  Hospital  have 
an  increased  serum  uric  acid,  even  though  there 
is  no  established  diagnosis  of  gout  or  of  gouty 


arthritis.  These  people  are  classified  under  the 
heading  of  hyperuricacidemia. 

URIC  ACID: 

Normal  humans  excrete  approximately  700 
mg.  of  uric  acid  in  their  urine  daily.  This  uric 
acid  represents  the  final  oxidation  product  of 
purine  compounds.  Most  of  this  uric  acid  is  de- 
rived from  the  purine  compounds  present  in  the 
body,  but  foods  rich  in  purines  (liver,  sweet- 
breads, anchovies,  etc. ) will  increase  the  urinary 
excretion  of  uric  acid.  The  normal  human  has 
approximately  1,000  mg.  of  uric  acid  in  solution 
in  his  body  fluids.  This  is  called  the  miscible 
pool  of  uric  acid.  The  pool  is  replaced  at  the 
rate  of  about  .75  pools  per  day.  This  is  called 
the  turnover  rate  of  body  uric  acid.  In  the 
gouty  individual,  the  pool  size  is  increased  two- 
fold or  more,  and  the  turnover  rate  is  reduced. 
The  solid  deposits  or  urate  (tophi)  in  the  gouty 
individual  are  usually  not  considered  as  part  of 
the  miscible  pool  of  body  uric  acid. 
URICOLYSIS: 

Most  mammals  except  man  and  some  of  the 
primates  oxidize  uric  acid  to  allantoin  by  means 
of  an  enzyme  called  uricase.  It  has  never  been 
proved  conclusively  that  this  enzyme  is  present 
in  human  tissue,  and  it  is  generally  believed  that 
human  tissue  cannot  oxidize  uric  acid  to  allantoin 
or  other  products.  It  is  known  that  an  intra- 
venously injected  dose  of  isotopic  uric  acid  can 
only  be  partially  recovered  in  the  urinary  uric 
acid,  but  it  has  also  been  shown  that  some  of 
the  isotope  is  excreted  via  the  bile  and  can  be 
recovered  in  the  feces.  Some  isotopic  studies 
suggest  that  uricolysis  (uric  acid  breakdown) 
can  take  place  in  the  human.  Other  investigators 
hold  that  the  uric  acid  is  secreted  in  the  bile, 
broken  down  in  the  intestine,  and  the  break- 
down products  reabsorbed  into  the  body  proper. 
PURINES: 

A purine  is  a double  ring  compound  having 
four  nitrogen  atoms,  as  portrayed  in  the  scheme 
shown.  Common  purines,  in  addition  to  uric  acid, 
are  adenine,  guanine,  hypoxanthine,  and  xan- 
thine. The  latter  compcaind  can  occur  in  methyl- 
ated derivatives  such  as  caffeine,  theophylline, 
and  theobromine.  The  purines  can  occur  in  com- 
bination with  a siiig^r  molecule  forming  a 
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nucleoside,  or  in  combination  with  a molecule 
each  of  sugar  and  phosphoric  acid,  forming  a 
nucleotide. 

PYRAMIDINES: 

These  are  equivalent  to  half  the  purine  struc- 
ture. They  are  six-membered  rings  with  two 
nitrogen  atoms.  Like  the  purines,  they  also  form 
nucleosides  and  nucleotides.  The  end  product  of 
their  breakdown  is  urea  rather  than  uric  acid. 
‘RNA,  DNA”: 

These  abbreviations  stand  for  ribose  nucleic 
acid  and  deoxyribose  nucleic  acid.  These  com- 
pounds are  high  molecular  weight  mixtures  of 
purine  and  pyrimidine  nucleotides.  They  as- 
sociate with  protein  to  form  nucleoprotein. 
Nucleoprotein  is  intimately  involved  in  cell  struc- 
ture and  function.  DNA,  which  has  deoxyribose 
as  its  sugar  moiety,  is  primarily  found  in  the  cell 
nucleus.  RNA,  which  has  ribose  as  its  sugar  and 
a slight  difference  in  its  pyrimidine  composi- 
tion, is  primarily  found  in  the  cytoplasm  of  the 
cell.  Nucleoproteins  are  the  stuff  of  chromosomes 
and  thus  act  as  carriers  of  hereditary  character- 
istics. They  are  probably  also  the  templates  for 
new  enzyme  formation.  Viruses  are  large  mole- 
cules of  nucleoprotein  which  are  non-living  per 
se,  but  which  can  reproduce  more  molecules  of 
the  same  configuration  in  the  presence  of  living 
cells.  Tissue  growth  and  cancer  are  undoubtedly 
related  to  nucleoprotein  metabolism,  but  the 
exact  relationships  are  as  yet  unknown. 

URIC  ACID  & PURINE  PRECURSORS: 

The  body  does  not  need  preformed  purine.  It 
can  synthesize  purine  from  simple  molecules 
such  as  glycine  (a  non-essential  amino  acid)  by 
adding  groups  from  other  molecules  as  shown 
in  the  scheme.  A compound,  4-amino5-imidazole 
carboxamide,  or  its  ribotide  or  riboside,  is  known 
to  be  an  intermediate  in  the  conversion  of  glycine 
to  purines.  Other  intermediates  are  also  being 
discovered.  Purine-rich  foods  yield  purines  which 
can  be  converted  to  uric  acid.  Food  purines  may 
or  may  not  be  used  for  body  nucleic  acid  for- 
mation. Purine-rich  foods  are  usually  forbidden 
in  the  diet  of  a gouty  patient,  but  the  decrease 
in  uric  acid  output  is  only  slight  because  of  the 
other  routes  of  formation  of  uric  acid.  The  in- 
fluence of  other  dietary  items  such  as  fat  or 
alcohol  are  poorly  understood  at  present,  al- 
though they  may  be  prohibited  in  the  diet  of  the 
gouty  patient  on  the  basis  of  clinical  experience. 
HIGH  ENERGY  PHOSPHATES: 

The  body  oxidizes  food  to  obtain  chemical. 


thermal,  and  mechanical  energy.  Because  of  the 
nature  of  body  tissue,  this  process  is  not  as 
simple  as  building  a fire  under  a steam  boiler 
or  exploding  gasoline  in  an  internal  combustion 
engine.  The  energy  from  the  catabolism  of  food 
must  be  carefully  stored  and  released.  This  is 
accomplished  by  oxidative  phosphorylation,  and 
some  of  the  most  important  compounds  in  this 
process  are  adenosine  triphosphate  (ATP)  and 
other  similar  purine  and  pyrimidine  compounds. 
GLINIGAL  DATA: 

The  incidence  of  gout  in  a family  is  often 
found  to  be  high  when  careful  case  histories 
are  recorded.  Many  times  such  data  are  not 
available  at  the  first  visit,  but  with  more  careful 
thought  and  consultation  with  relatives,  pertinent 
facts  are  recalled.  The  personal  history  given  by 
the  patient  is  characteristic  when  repeated  at- 
tacks of  arthritis  have  occurred,  with  complete 
recovery  following  each  attack. 

The  typical  pattern  of  gouty  arthritis  shows 
the  acute  symptoms  coming  on  within  a few 
hours.  When  the  arthritis  is  untreated  or  in- 
adequately treated,  it  usually  subsides  in  4-14 
days  with  no  residues.  This  pattern  is  diag- 
nostic. 

The  sites  involved  are  most  often  the  big  toe 
or  the  ankle,  but  any  joint  may  be  affected.  It 
is  rare  for  the  hip  joint  or  the  shoulder  joint  to 
be  involved. 

The  onset  of  gout  is  measured  within  a period 
of  a few  hours  to  the  point  of  intensive  pain, 
whereas  rheumatoid  arthritis  and  osteoarthritis 
most  often  begin  insidiously  over  a period  of 
several  days  or  weeks.  In  gout  the  joints  become 
symptom-free  between  attacks,  but  not  so  in 
rheumatoid  or  osteoarthritis. 

In  a typical  joint  there  is  swelling,  redness, 
dryness  and  extreme  tenderness.  Scaling  of  the 
skin  may  follow  within  a week. 

The  big  toe  joint,  which  is  most  often  in- 
volved, is  extremely  tender  on  the  medial  aspect 
— not  on  the  dorsum  or  sole  of  the  foot. 

When  the  ankle  or  foot  are  involved,  the  con- 
dition closely  resembles  cellulitis. 

Other  joints  when  involved  do  not  have  a 
characteristic  appearance. 

Tophi  are  deposits  of  sodium  urate  crystals 
in  cartilage,  bone  or  under  the  skin.  The  most 
frequent  place  to  find  them  is  in  the  margins  of 
the  ears  or  in  the  bones  of  the  hands  and  feet, 
close  to  the  joints.  It  is  unusual  for  visible  tophi 
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to  be  present  unless  the  disease  is  of  long  stand- 
ing and  the  uric  acid  level  is  above  7.5  mg.  per 
cent.  A tophus  which  contains  uric  acid  crystals 
is  absolutely  diagnostic  of  gout. 

The  therapeutic  test  of  full  doses  of  oral 
colchicine  is  used  to  establish  the  presence  or 
absence  of  gouty  arthritis.  Colchicine  is  given 
—0.5  mg.  at  hourly  intervals  until  nausea  or  a 
loose  bowel  movement  occurs.  Complete  re- 
covery of  joint  symptoms  usually  occurs  in  pa- 
tients with  gouty  arthritis  within  24  to  36  hours. 

There  are  other  drugs  which  may  give  relief, 
but  they  are  not  specific  for  gouty  arthritis.  The 
most  important  of  these  are  phenylbutazone, 
cortisone,  ACTH  and  prednisone. 

The  treatment  of  the  acute  attack  of  gouty 
arthritis  is  usually  satisfactory  both  to  the  patient 
and  physician,  as  complete  reeovery  occurs  quick- 
ly when  compared  with  other  forms  of  arthritis. 
These  methods  must  be  used  as  early  as  pos- 
sible during  an  attack. 

Several  types  of  treatment  are  available: 

( 1 ) Colchicine  alone  remains  the  most  widely- 
used  drug.  It  is  given  in  a dose  of  0.5  mg.  orally, 
every  hour,  until  nausea  or  a loose  bowel  move- 
ment occurs.  It  must  then  be  stopped  or  diarrhea 
will  ensue. 

After  the  therapeutic  dosage  has  been  given, 
colchicine  should  then  be  continued  twice  daily 
indefinitely. 

( 2 ) Phenylbutazone  ( Butazolidin ) has  been 
spectacular  in  many  instances.  The  usual  dosage 
employed  is  200  mg.  every  two  hours  for  three 
or  four  doses.  This  is  a one-day  treatment.  One 
tablet  of  colchicine  is  given  with  each  dose.  The 
action  of  colchicine  here  could  be  explained  as 
that  of  a “therapeutic  catalyst.”  In  our  experi- 
ence, the  action  of  the  combination  is  superior 
to  either  agent  used  alone.  After  the  acute  attack 
has  subsided,  colchicine  should  be  given  twice 
daily  indefinitely. 

(3)  Another  effective  method  to  treat  a pa- 
tient with  gouty  arthritis  is  to  administer  ACTH, 
using  either  100  units  intramuscularly,  or  to  give 
20  units  by  intravenous  drip  over  a six-hour 
period.  This  is  given  to  the  patient  who  is  re- 
fractive to  the  above  oral  type  of  therapy.  At 
the  same  time,  colchicine  0.5  mg.  is  given  three 
times  that  day.  It  is  followed  by  using  colchicine 
twice  daily  for  an  indefinite  period. 

During  an  acute  attack,  the  diet  should  be 
limited  to  one  which  is  high  in  carbohydrates, 
low  in  fat,  and  with  adequate  fluids.  Meat,  fish 


and  fowl  should  be  omitted  until  the  attack  is 
over.  Alcohol  is  a debatable  question. 

In  the  treatment  of  gout,  following  the  acute 
attack,  a few  general  principles  are  carried  out. 
First  of  all,  probenecid  “Benemid”  is  given  to 
increase  the  uric  acid  excretion.  It  will  lower  the 
level  of  the  serum  uric  acid  by  35  per  cent.  By 
this  means,  it  tends  to  prevent  the  deposition  of 
uric  acid  in  the  body.  Tophi  have  disappeared 
in  patients  who  have  taken  it  over  a long  period 
of  time.  Probenecid  “Benemid”  does  not  prevent 
the  occurrence  of  acute  gouty  arthritis,  nor  is  it 
of  value  in  the  treatment  of  acute  gouty  arthritis. 
Very  few  reactions  have  occurred  while  it  is 
being  administered.  Occasionally,  genito-urinary 
pain  will  follow  its  administration,  but  no  serious 
reactions  have  been  observed  since  it  was  first 
used  in  November,  1950.  The  usual  dosage  is  two 
tablets  per  day.  However,  in  some  cases,  it  is 
necessary  to  give  only  0.5  gram,  while  in  others, 
the  dosage  may  be  inereased  to  3 grams  daily. 
The  desirable  level  of  serum  uric  acid  seems  to 
be  between  4.5  and  5.5  mg./lOO  ml. 

In  addition,  colchicine  0.5  mg.  is  given  twice 
daily.  Usually  no  reactions  are  observed.  It  is 
used  in  an  attempt  to  abort  mild  attacks.  If  an 
acute  attack  does  occur,  the  dosage  is  stepped 
up  to  full  therapeutic  levels.  There  are  many 
patients  who  have  taken  colchicine  over  a period 
of  5-10  years  without  any  untoward  effects.  It  is 
our  observation  that  colchicine  in  this  dosage 
diminishes  the  frequency  of  attacks. 

DIET: 

In  general,  it  should  be  one  which  is  high  in 
carbohydrates,  low  in  fat  and  adequate  in  pro- 
tein. Liver,  kidney  and  sweetbreads  should  be 
omitted  due  to  their  high  purine  content.  If 
specific  foods  precipitate  attacks,  these  should 
be  interdicted.  The  diet  is  to  be  regulated  so  that 
an  ideal  weight  for  age  and  body  weight  is 
maintained.  — Alcohol  ( ? ) 

Moderate  exercise  seems  to  be  beneficial  for 
patients  with  gout.  Naturally,  the  patient’s  gen- 
eral condition  should  govern  the  type  of  activity. 


CONCLUSION: 

With  present  day  treatment,  consisting  of  col- 
chicine and  phenylbutazone  (Butazolidin)  given 
promptly,  attacks  of  acute  gouty  arthritis  are  of 
short  duration.  Also,  with  daily  maintenance 
administration  of  colchicine  and  probenecid 
(“Benemid”),  future  attacks  are  decreased  and 
tophus  formation  prevented. 
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SPEECH  CORRECTION  FOR  THE  BUSY  PHYSICIAN 

By  Norman  E.  Iverson,  Ph.  D. 

Phoenix,  Arizona 


S PEECH  is  the  principal  means  by  which  hu- 
man beings  express  their  feelings,  share  experi- 
ences, and  interchange  ideas.  Except  for  tactile 
sensations,  speech  affords  the  most  intimate 
means  of  personal  inter-relationship  for  all 
human  beings.  Therefore,  the  need  for  speech 
assumes  the  force  and  status  of  a “basic  drive.” 
Whenever  this  basic  drive  for  speech  is  frus- 
trated by  a speech  disorder,  the  result  is  the 
growth  of  numerous  deviant  symptoms,  including 
aggressiveness,  hostility,  and  resentment.  The 
frustrated  individual  with  a speech  disorder 
learns  to  adapt  to  his  environment  with  ineffi- 
cient and  often  hostile  defense  mechanisms. 
Since  hostile  defense  mechanisms  are  not  pri- 
marily rewarding,  the  individual  most  generally 
shifts  to  less-threatening  behavior,  which  is 
characterized  by  withdrawal,  shame,  embarrass- 
ment, inferiority,  and  insecurity.  Speech  does 
not  ocur  in  a vacuum,  but  in  a very  complex  so- 
cial matrix  which  presents  numerous  problems. 
This  paper  will  attempt  to  discuss  these  prob- 
lems and  what  the  busy  physician  can  DO  about 
them. 

Because  of  insufficient  time,  medical  school 
training  and  internship  experience  in  the  United 
States  often  fails  to  include  systematie  and  thor- 
ough study  of  speech  and  its  disorders.  This  is 
true  even  in  the  specialized  areas  of  orthopedics, 
otolaryngology,  pediatrics,  psychiatry,  and 
neurology.  The  result  of  this  condition  is  that 
most  physicians  are  not  thoroughly  prepared  by 
special  training  to  examine,  diagnose,  or  to  treat 
speech  disorders.  Although  the  incidence  of 
speech  disorders  among  patients  seen  by  physi- 
cians is  high,  with  few  exceptions  the  patient 
with  a speech  disorder  must  turn  elsewhere  than 
to  his  physician  for  the  help  he  urgently  needs. 
To  whom  can  he  turn?  The  speech  pathologist, 
with  the  degree  of  Doctor  of  Philosophy,  is  qual- 
ified to  answer  this  felt  need. 

GENERAL  PROBLEMS 

Problems  presented  by  speech-handicapped 
individuals  are  predominantly  educational,  so- 
cial, emotional,  and  managerial.  The  child  with 


a speech  disorder  may  appear  to  be  retarded 
scholastically  when  aetually  he  is  not.  Speech 
disorders  tend  to  impair  the  child’s  relationship 
with  his  parents.  If  the  speech  disorder  is  un- 
attended, the  child  may  become  more  and  more 
insecure,  hostile,  and  socially  withdrawn.  Be- 
cause of  subtle  and  often  unconseious  rejection 
of  the  child  by  his  parents,  which  he  inevitably 
interprets  as  a “loss  of  love,”  he  fails  to  establish 
a warm,  normally-intimate  family  relationship. 
He  “loses”  love,  which  fills  him  with  vague  and 
ill-defined  insecurity.  In  these  circumstances,  re- 
habilitation is  very  difficult.  The  aetual  degree 
to  which  his  life  can  be  integrated  effectively 
and  happily  into  the  life  of  his  family  will  de- 
pend heavily  upon  the  degree  of  impairment 
of  his  speech  function  (3). 

One  important  aspect  of  the  general  problem 
faced  by  children  with  speech  disorders  is  that 
their  difficulties  are  generally  unrecognized  and 
usually  misunderstood.  Because  of  “social  penal- 
ty” involved,  the  child  with  a serious  speech  dis- 
order soon  learns  not  to  talk  any  more  than  nec- 
essary, except  with  his  closest  friends.  Thus,  his 
speech  disorder  often  avoids  detection,  and  he 
“masquerades”  as  if  his  speech  were  entirely 
normal.  The  cumulative  effect  of  this  evasive- 
ness is  that  the  speech-handicapped  individual 
becomes  even  more  “out  of  tune”  with  his  envi- 
ronment. He  becomes  even  more  misunderstood, 
rejected,  and  penalized.  The  emotional-social 
life  of  a child  with  a serious  speech  disorder, 
therefore,  is  soon  characterized  by  repeated 
frustrations,  and  eventual  demoralization. 

THE  INCIDENCE  OF  SPEECH  DISORDERS 

How  prevalent  are  speech  disorders?  The  Mid- 
eentury  White  House  Conference  on  Children 
and  Youth,  in  1951,  disclosed  that  the  incidence 
of  speech  disorders,  “in  the  lowest  defensible 
estimates,”  was  5 per  cent  of  the  assumed  total 
population  of  the  United  States.  Speech  disorders 
studied  at  this  conference,  by  type,  included:  1) 
dyslalia;  2)  dysphemia;  3)  delayed  speech;  4) 
dysphonia;  5)  speech  associated  with  cerebral 
palsy;  6)  speeeh  associated  with  cleft  palate; 
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7)  anacusis,  paracusis,  and  hypacusis.  (3). 

Speech  disorders  differ  with  respeet  to  their 
etiology,  symtomatology,  and  peculiar  social 
matrix.  These  differences  largely  determine  the 
course  to  be  taken  in  therapy.  It  can  be  seen, 
therefore,  that  it  is  extremely  important  to  make 
a proper  diagnosis.  An  integrated  attack  upon 
the  problem  of  disordered  speech  by  the  physi- 
cian AND  the  speech  pathologist  would  prevent 
and  alleviate  adverse  effects  of  disordered 
speech.  In  the  opinion  of  the  writer,  no  other 
approach  has  as  much  to  offer  the  patient  with 
a speech  disorder.  It  behooves  the  physician, 
therefore,  to  aequaint  himself  with  minimal  facts 
and  procedures  for  rehabilitating  the  patient 
with  a speech  disorder. 

WHAT  CAN  THE  PHYSICIAN  DO  ABOUT 
SPEECH  DISORDERS? 

In  addition  to  providing  routine  medical  care 
and  treatment  for  his  patient,  the  physician 
should  know  when  to  refer  him  for  qualified 
attention.  This  asks  that  the  physician  become 
familiar  with  prineipal  types  of  speech  disorders 
and  recommended  practice  consistent  with  each 
type  of  defect.  A brief  discussion  of  “types”  of 
spech  disorders  is  therefore  appropriate,  together 
with  suggestions  regarding  current  speech  cor- 
rection practice  as  interpreted  by  the  writer.  The 
following  material  is  not  intended  as  a “quick 
course”  in  speech  correction.  The  interested  phy- 
sician is  respectfully  urged  to  consult  one  of  the 
many  appropriate  texts  on  this  subjeet,  a few  of 
which  will  be  listed  in  the  bibliography.  The  fol- 
lowing descriptions,  therefore,  are  presented  as 
“thumbnail  sketehes”  of  popular  speech  disor- 
ders and  speech  correction  practices,  speeifically 
for  the  BUSY  PHYSICIAN,  and  what  physician 
isn’t  busy  these  days? 

DYSLALIA 

The  dyslalias,  or  functional  articulatory  disor- 
ders, constitute  70  to  85  per  cent  of  the  speech 
correction  problem.  Dyslalias  are  primarily  “dis- 
orders of  articulation”  resembling  “baby  talk”  of 
early  childhood.  Dyslalias  consist  predominantly 
of  substitutions,  omissions,  distortions,  and  addi- 
tions of  important  speech  sounds.  For  example, 
a patient  with  dyslalia  may  say:  “Wed,”  for 
“red”;  “pah,”  for  “pop”;  “shister”  for  “sister”;  or 
“stalt,”  for  “salt.” 

Causes  of  dyslalia  are  legion.  Usually,  how- 


ever, it  is  difficult  to  demonstrate  physical  path- 
ology?  except  for  a high  incidence  of  retarded 
diadochocinesis.  Sometimes  dyslalia  is  even  the 
result  of  faithful  imitation  by  the  child  of  his 
parents,  who  frequently  consider  misarticulation 
at  an  early  age  “cute.” 

Prognosis  for  the  dyslalias  is  usually  excellent 
provided  there  is  no  appreciable  delay  in  con- 
sulting qualified  assistance.  Dyslalia  is  most  eas- 
ily corrected  by  the  speech  pathologist  while 
the  patient  is  between  four  and  seven  years  of 
age.  Delay  beyond  this  age  serves  only  to 
strengthen  faulty  speech  patterns.  ’’Conditioned” 
misarticulation  patterns  resulting  from  such  de- 
lay can  be  most  resistant  to  correction.  Individual 
clinical  speech  correction  under  the  expert  di- 
rection of  a qualified  speech  pathologist  corrects 
most  speech  failures  if  the  specialist  is  consulted 
early  enough.  Contrary  to  popular  opinion,  par- 
ents are  seldom  able  to  correct  speech  disorders 
affecting  their  own  children.  Contrary  also  to 
well-intended  advice  by  many  physieians,  true 
speech  disorders  are  NOT  outgrown. 

DYSPHEMIA 

Dysphemia  includes  disorders  of  speech 
rhythm,  or  “stuttering,”  “stammering,”  and  “clut- 
tering.” Stuttering  is  an  ambiguous  and  contro- 
versial term.  The  author  prefers  to  use  “non-flu- 
eney”  when  speaking  of  this  phenomenon.  The 
speech  disorder  this  term  attempts  to  describe 
has  both  “primary”  and  “secondary”  symptoma- 
tology. The  PRIMARY  stage  of  dysphemia  is 
very  typically  an  exaggeration  of  normal  non- 
fluencies which  accompany  all  early  speech  ef- 
fort. Any  undue  stress  and  strain  in  interpersonal 
relations  during  the  period  from  three  to  five 
years  of  age  is  very  apt  to  bring  about  these  ex- 
aggerated non-fluencies.  This  is  particularly  true 
if  parental  figures  display  even  the  slightest 
alarm  or  displeasure  with  the  child’s  non-fluency 
patterns. 

In  most  instances,  correction  of  PRIMARY 
non-fluency  is  not  difficult.  Most  speech  pathol- 
ogists alleviate  primary  symptoms  of  non-flueney 
by  environmental  manipulation  and  parental 
counseling.  Much  of  the  “eorrection”  of  primary 
dysphemia  is  achieved  through  the  establish- 
ment of  a permissive,  relaxed,  and  less-demand- 
ing total  environment  for  the  child.  In  working 
with  primary  symptoms,  the  speech  pathologist 
assists  the  parent  to  become  more  tolerant  and 
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permissive  in  his  relationships  with  the  child, 
which  include  giving  “undivided”  attention  when 
the  child  is  trying  to  communicate.  In  many  in- 
stances of  primary  dysphemia,  environmental 
manipulation  and  parental  counseling  is  the  only 
correction  necessary  to  alleviate  the  distressing 
symptom.  This  is  particularly  true  when  parents 
are  co-operative  and  understanding. 

“Secondary”  dysphemia,  which  is  much  more 
serious,  occurs  when  the  primary  symptom  has 
reached  the  child’s  awareness  because  of  “social 
penalties.”  At  this  stage,  efforts  are  consciously 
made  by  the  dysphemic  patient  to  “conceal  ” his 
symptoms.  He  tries,  in  vain,  to  avoid  the  dis- 
closure of  his  non-fluency  patterns.  To  accom- 
plish this  concealment,  the  dysphemic  patient  in- 
vents numerous  “devices”  and  distractions  to 
help  him  avoid  embarrassment.  Unfortunately, 
his  contortions  and  devices  enjoy  little  success, 
and  instead  of  concealing,  they  invariably  serve 
to  strengthen  and  reinforce  his  symptom.  Each 
new  device  is  doomed  to  fail.  Each  new  device 
tends  to  become  habitual. 

The  subject  with  secondary  dysphemia  should 
receive  IMMEDIATE  corrective  attention.  Med- 
ical examination  and  treatment,  if  needed, 
should  be  accomplished  prior  to,  or  during, 
speech  correction.  When  secondary  symptoms 
are  of  an  extended  period,  they  are  usually  most 
resistant  to  correction.  Secondary  dysphemia  is 
often  associated  with  deep  emotional  conflicts, 
and  optimum  correction  requires  the  combined 
services  of  the  psychiatrist  and  the  speech  path- 
ologist. A combined  psychiatric-speech-relearn- 
ing approach  often  helps  the  most  resistant  dys- 
phemia. Autosuggestion  is  a valuable  clinical 
tool  in  the  correction  of  dysphemia.  After  having 
been  trained  in  autosuggestion,  it  is  easier  for 
the  dysphemic  patient  to  acquire  necessary  tech- 
niques for  bodily  relaxation  and  control. 

The  physician  can  and  should  reassure  par- 
ents that  most  PRIMARY  dysphemia  can  be 
“cured”  if  it  is  seen  early  enough  by  the  speech 
pathologist.  The  incidence  of  “cure”  for  second- 
ary dysphemia,  however,  is  disappointing.  How- 
ever, all  patients  with  dysphemia  can  be  greatly 
helped  by  early  corrective  therapy. 

DELAYED  SPEECH 

Most  physicians  are  well  acquainted  with  de- 
velopmental norms.  It  is  the  rare  physician,  how- 


ever, who  is  acquainted  with  the  “upper  limits 
of  normalcy”  for  the  development  of  specific 
speech  sounds  in  our  language.  Entirely  too 
often,  the  physician  gives  sincere  and  well-in- 
tended advice  to  the  parent  that  the  child  “will 
outgrow”  his  speech  disorder  “in  due  time.”  Con- 
trary to  this  belief,  however,  many  speech  dis- 
orders are  never  outgrown.  Even  if  spontaneous 
disappearance  of  a patient’s  symptom  occurs,  it 
usually  happens  so  late  in  his  life  that  he  has 
already  been  crippled  by  very  undesirable  and 
lasting  emotional  reactions. 

Upper  limits  of  normalcy.  Conservatively 
speaking,  by  the  time  the  child  is  3V2  years  of 
age,,  he  should  have  acquired  most  of  the  vowel 
sounds,  and  consonants  p,  b,  m,  w,  and  h.  Ry  4V2 
years  of  age,  he  should  add  t,  d,  n,  g,  k,  ing,  and 
j sounds.  The  child  is  given  another  whole  year 
to  acquire  the  consonant  f.  At  6V2  years  of  age, 
the  child’s  speech  should  include  v,  th,  (as  in 
“brother”),  zh,  (as  in  “azure”),  sh,  (as  in 
“show”),  and  1.  By  the  time  he  is  YVz  years  old, 
the  child  should  have  acquired  the  remaining 
consonants  z,  s,  r,  th,  (as  in  “think”),  and  wh, 
(as  in  “wheel”).  “Upper  limits  of  normalcy”  re- 
fers to  the  consistent  use  of  these  sounds  in  ac- 
tual words  and  combinations  that  are  meaning- 
ful to  the  child.  A child  who  is  3V2  years  old  or 
less  should  therefore  not  be  considered  abnormal 
in  speech  function  if  he  does  not  consistently 
use  any  of  the  scheduled  sounds.  A healthy  child 
below  three  years  of  age  who  has  practically  no 
intelligible  speech  is,  therefore,  not  necessarily 
“abnormal.”  Parents  of  such  a child  often  become 
anxious  when  they  see  and  hear  another  pre- 
cocious child  of  18  months  who  can  say 
words  distinctly.  The  physician’s  familiarity  with 
these  upper  limits  of  speech  will  enable  him  to 
reassure  parents  of  the  sturdy  child  of  five  who 
is  unable  to  make  the  sounds  of  r and  s.  As  the 
child  “grows”  in  speech,  he  gradually  acquires 
the  more  difficult  consonant  blends,  such  as:  gr, 
br,  fr,  si,  gl,  spr,  thr,  etc.  There  is  need  for  more 
specific  information  with  respect  to  this  whole 
concept  of  “retardation”  in  speech. 

Too  often  retarded  speech  is  associated  with 
general  social,  intellectual  and  developmental 
retardation.  Too  often,  parents  naively  feel  that 
their  child’s  retardation  and  speech  failure  is 
due  to  the  fact  that  he  has  not  acquired  speech 
for  some  mysterious  reason.  Usually,  facts  sup- 
port just  the  opposite  contention.  That  is,  the 
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retardation  in  speech  is  symptomatic  of  general- 
ized retardation  in  other  skills.  Absence  of 
speech  is  more  often  the  result  of  rather  than 
the  cause  of  retardation.  In  these  cases,  psycho- 
logical testing  is  mandatory  in  order  to  estabhsh 
social,  intellectual,  and  developmental  norms  as 
an  aid  to  diagnosis. 

It  would  be  a serious  error  if  the  pathologist 
were  to  work  in  cases  of  this  kind  with  the  symp- 
tom itself.  More  often  than  not,  speech  deviations 
and  speech  disorders  are  merely  symptoms  of 
deeper  more  underlying  deviations  and  difficul- 
ties. 

DYSPHONIA 

Faulty  phonation,  or  voice  problems,  are  pre- 
dominantly the  result  of  disorders  of  pitch,  loud- 
ness, or  quality.  The  otolaryngologist  sees  many 
of  these  problems  in  his  practice.  When  there  is 
no  active  pathology  in  the  larynx,  the  physician 
should  refer  the  patient  with  dysphonia  to  the 
speech  pathologist  for  correction.  Ethical  speech 
pathologists  do  not  accept  patients  with  dys- 
phonia for  correction  unless  they  have  been  re- 
ferred by  a responsible  physician. 

In  addition  to  being  an  organic  problem,  dys- 
phonia is  often  associated  with  emotional  mal- 
adjustment. In  this  instance  the  patient  requires 
speech  and  personality  retraining.  Careful  per- 
sonality diagnosis  is  a prerequisite  to  successful 
therapy  for  the  emotionally  disturbed  patient 
with  dysphonia.  Some  speech  pathologists  are 
sufficiently  trained  in  psychodiagnostic  testing 
techniques  to  properly  ascertain  the  severity  of 
the  patient’s  emotional  disturbance.  The  ethical 
speech  pathologist  seeks  the  assistance  of  the 
psychiatrist  whenever  there  is  related  evidence 
for  hysterical  symptoms  or  other  deep-seated 
emotional  problems. 

Severe  symptoms  of  anxiety  often  accompany 
voice  disorders.  Few  cases  of  anxiety  exceed 
that  which  follows  the  total  loss  of  one’s  voice, 
or  aphonia.  Until  recent  years,  laryngectomized 
patients  who  must  suddently  face  aphonia,  or 
complete  loss  of  voice,  were  very  often  candi- 
dates for  severe  post-operative  depression.  To- 
day, however,  thanks  to  the  development  of 
“esophageal  speech”  by  speech  pathologists, 
severe  post-operative  depression  following  laryn- 
gectomy is  infrequent.  Today’s  alert  surgeon 
knows  that  candidates  for  laryngectomy  should 


now  be  given  valuable  anxiety  reducing  “speech 
insurance”  training  in  esophageal  speech  prior 
to  surgery. 

The  speech  correctionist  teaches  these  pre- 
operative patients  to  utilize  esophageal  “belch- 
ing” of  air  for  phonation.  The  patient  is  then 
taught  to  phonate  and  to  articulate  upon  this 
stream  of  belched  air.  By  “normal”  modulation 
of  this  compensatory  phonation,  the  patient 
quickly  develops  satisfactory  functional  speech. 
Depression  and  anxiety  are  thus  greatly  reduced 
as  speech  proficiency  is  developed.  Except  for 
a somewhat  “hoarse”  quality,  good  esophageal 
speech  is  difficult  to  discriminate  from  normal 
laryngeal  speech.  It  is  therefore  good  thera- 
peutic “insurance”  to  refer  patients  for  laryn- 
gectomy to  the  speech  pathologist  prior  to  oper- 
ative procedures.  The  shock  of  the  resulting 
aphonia  is  thus  greatly  reduced,  and  the  entire 
operative  procedure  is  easier  for  the  patient  to 
accept. 

SPEECH  ASSOCIATED  WITH 
CEREBRAL  PALSY 

Dsylalia,  dysarthria,  and  dysphasia  are  im- 
portant sequelae  to  cerebral  palsy.  Seventy  per 
cent  of  patients  with  cerebral  palsy  are  in  need 
of  expert  speech  correction.  Half  of  the  patients 
with  cerebral  palsy  have  severely  defective 
speech.  “Cerebral  palsy  speech”  is  characterized 
by  many  types  of  speech  disorders,  including 
dysphemia  and  halting  rate  of  speech,  dyslalia, 
and  dysphonia.  The  speech  of  the  patient  with 
cerebral  palsy  may  also  lack  flexibility,  reson- 
ance, and  control.  It  may  also  be  characterized 
by  erratic  intensity  and  pitch.  Articulatory  dis- 
orders may  develop  to  the  point  of  unintelligibil- 
ity (12).  In  many  instances,  patients  with 
cerebral  palsy  also  demonstrate  characteristic 
symptoms  of  brain  injury,  which  will  be  dis- 
cussed in  a later  section  of  this  paper. 

Thanks  to  the  efforts  of  several  national 
agencies,  most  cases  of  cerebral  palsy  are  now 
diagnosed  early,  and  referred  for  corrective 
attention.  Today,  the  child  with  cerebral  jialsy 
soon  comes  under  the  expert  care  and  guidance 
of  rehabilitation  centers,  most  of  which  are  di- 
rectly associated  with  some  national  agency. 
Through  such  agencies,  the  child  with  cerebral 
palsy  receives  an  integrated  program  of  therapy, 
including  the  services  of  medical  specialists; 
pediatricians,  orthopedists,  neurologists,  psy- 
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chiatrists,  psychologists,  speech  therapists,  social 
workers,  and  vocational  rehabilitation  counselors. 
These  specialists  recognize  the  need  for,  and 
actively  encourage  the  early  treatment  of  the 
various  disorders  which  accompany  cerebral 
palsy. 

SPEECH  ASSOCIATED  WITH 
CLEFT  PALATE 

“Cleft  palate  speech”  is  usually  characterized 
by  rhinolalia  aperta,  or  hypernasality,  and  vari- 
ous other  symptoms  of  dyslalia.  With  cleft  palate, 
it  is  very  desirable  for  the  physician  to  consider 
the  feasibility  of  operative  repair.  The  earlier 
the  cleft  repair  is  accomplished,  the  better.  Most 
physicians  and  surgeons  are  very  familiar  with 
operative  hazards  and  problems  in  cleft  palate 
repair.  One  recently-added  major  criteria  for  the 
“successful”  operative  repair  of  cleft  palate, 
which  should  be  emphasized,  is  the  post-oper- 
ative speech  function  of  the  repaired  velar 
tissues.  If  post-operative  speech  can  not  be 
achieved  due  to  faulty  tissue  innervation  or  due 
to  other  operative  procedures,  the  operation  is 
not  considered  “successful.” 

Prosthedontia  is  often  used  to  effect  a velar- 
pharyngeal  closure.  In  these  instances,  referral 
to  the  speech  pathologist  is  also  desirable.  This 
insures  proper  training  and  development  of  tech- 
niques for  successful  velar  closure,  and  provides 
“speech  insurance”  as  well.  Si.x  or  seven  years 
of  patient,  corrective  treatment  and  understand- 
ing attention  are  often  necessary  for  the  success- 
ful correction  of  cleft  palate  speech.  Early  re- 
ferral insures  a more  favorable  prognosis  for 
speech  development. 

ANACUSIS,  HYPACUSIS,  and  PARACUSIS 

The  incidence  of  speech  disorders  arising  from 
faulty  speech  perception  is  relatively  high.  There 
are  an  estimated  one  and  one-half  to  three  mil- 
lion hard  of  hearing  persons  in  the  United 
States.  Most  of  these  persons  suffer  a loss  of 
acuity  to  and  discrimination  of  high  frequency 
sounds.  This  perceptual  loss  is  nearly  always  ac- 
companied by  a parallel  loss  of  production  of 
high  frequency  sounds,  such  as  the  sibilants  s, 
z,  ch,  and  sh. 

The  severity  of  the  speech  disorder  in  para- 
cusis is  highly  correlated  with  the  age  of  onset 
and  severity  of  aural  impairment.  Careful  diag- 
nosis is  mandatory.  The  diagnosing  specialist 


must  keep  in  mind  that  one  ear  with  a normal 
threshold  of  hearing  is  sufficient  for  the  de- 
velopment of  normal  speech.  If  it  can  be  demon- 
strated that  the  child  with  a speech  disorder  of 
suspected  perceptual  origin  has  a normal  hearing 
threshold  in  one  ear,  the  speech  disorder  must 
be  attributed  to  causes  other  than  the  impair- 
ment of  hearing  for  the  other  ear.  To  affect  the 
production  of  speech,  paracusis  must  be  bi- 
lateral, regardless  of  the  dysfunction  it  may 
demonstrate  unilaterally. 

When  paracusis  occurs  after  speech  has  been 
acquired,  the  most  usual  effect  upon  speech  is 
monotony  of  pitch  level.  If  it  is  acquired  prior 
to  the  development  of  speech,  the  sounds  whose 
essential  movements  are  in  back  of  the  mouth, 
and  are  thus  “invisible,”  are  learned  only  with 
great  difficulty. 

In  hearing  impairment  of  conductive  origin, 
the  speech  of  the  patient  is  apt  to  be  subdued 
in  volume,  whereas  in  hearing  impairment  of 
perceptive  origin,  the  patient  does  not  have  the 
benefit  of  bone  conduction,  and  may  actually 
shout.  In  conductive  loss,  there  is  a monotony 
of  volume  and  pitch  level.  In  perceptive  loss, 
the  voice  may  show  exaggerated  modulations  in 
volume. 

To  educate  a child  with  any  degree  of  hearing 
loss  exceeding  30  decibels,  it  is  necessary 
to  utilize  the  full  remnant  of  his  residual  hear- 
ing. This  usually  requires  the  use  of  electronic 
amplification.  The  speech  pathologist  usually 
has  electronic  amplification  equipment  available 
for  diagnosis  and  therapy.  The  hard  of  hearing 
patient  also  needs  speech  correction  to  develop 
other  senses  to  assist  in  his  adjustment  to  di- 
minished hearing  reception.  This  is  particularly 
true  for  learning  and  controlling  speech.  The 
additional  senses  most  often  utilized  are  vision, 
kinesthesia,  and  cutaneous  sensation. 

Prognosis  for  speech  in  conductive  impairment 
is  better  than  it  is  for  perceptive  impairment. 
The  patient’s  intelligence  is  a major  factor  in 
predicting  the  success  for  speech  correction  in 
either  type  of  impairment. 

Many  times,  severe  depression  accompanies 
a loss  of  hearing.  Psychologically,  this  is  felt  to 
be  due  to  the  “deadness”  that  results  from  the 
severence  of  the  patient’s  “world  of  sound.” 
Whenever  he  thus  becomes  isolated  from  the 
world  of  sound,  the  patient  becomes  unduly 
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anxious  and  depressed.  This  is  felt  to  be  due 
to  the  fact  that  the  patient  misses  the  uncon- 
scious “coupling  effect”  of  the  constant,  rhyth- 
mical, auditory  “ebb  and  flow”  of  sound  pat- 
terns which  serve  to  link  us  securely  with  the 
world  of  reality.  For  these  patients,  amplifica- 
tion of  sounds  literally  performs  “miracles”  of 
revitalization,  particularly  when  auditory  train- 
ing is  made  available  to  insure  the  full  develop- 
ment and  appreciation  of  the  “coupling  effect” 
with  reality. 

Otolaryngologists  are  becoming  increasingly 
aware  of  the  advantages  and  importance  of 
careful  audiometric  testing  for  critical  otological 
diagnosis.  Diagnostic  audiometric  testing  is  best 
accomplished  by  a qualified  audiologist.  Audio- 
logists are  persons  who  have  had  extensive  train- 
ing, specialization,  and  experience  in  hearing 
problems  and  psychoacoustic  hearing  manifesta- 
tions for  individuals.  Audiometric  testing  func- 
tions best  in  close  cooperation  with  the  medical 
profession.  A “peripheral”  relationship  and  con- 
tact between  the  person  trained  in  audiology 
and  the  physician  will  not  serve  the  hard  of 
hearing  patient  as  he  should  be  served.  The 
audiologist  deserves  to  be  considered  a full 
member  of  the  diagnostic  team,  and  not  a mere 
“manipulator”  of  admittedly  intricate  electronic 
equipment(7). 

The  concept  of  rehabilitating  the  aurally 
handicapped  individual  now  reaehes  beyond  the 
medical  and  surgical  boundaries.  The  physician 
is  beginning  to  recognize  the  important  diag- 
nostic service  to  be  had  from  consultation  with 
specialists  who  have  at  least  basic  clinical  cer- 
tification in  audiology.  Often  the  speech  patho- 
logist, in  recognition  of  the  close  affMty  be- 
tween hearing  and  speech,  has  achieved  at  least 
basic  certification  in  audiology. 

DYSPHASIA 

The  incidence  of  dysphasia  among  children  is 
much  higher  than  some  physicians  realize.  Ob- 
stetricians and  pediatricians  are  well  aware  of 
hemorrhage  to  the  fundi  of  the  eye  that  often 
accompanies  a large  percentage  of  so-called 
“normal”  births.  It  would  seem  reasonable  to 
assume  in  these  cases  that  hemorrhage  might 
easily  have  been  more  diffuse,  resulting  in 
petechial  hemorrhage  throughout  the  white 
matter  and  basal  ganglia  of  the  brain. 

Whenever  trauma  occurs  to  the  central  nervous 


system  prior  to  the  acquisition  of  speech  and 
particularly  when  it  occurs  to  cortical  tissue,  the 
resulting  dysfunction  is  quite  apparent.  Symp- 
toms of  cerebral  damage  usually  become  known 
during  the  first  year  of  life,  although  frequently 
the  resulting  “organicity”  goes  undetected  for 
years.  Early  speech  symptoms  in  organicity  in- 
clude late  onset  of  speech,  “aphasic-like”  symp- 
toms, distorted  phonation,  singlingualism,  and 
“idioglossia.” 

The  so-called  “brain-injured  child”  is  the 
major  character  included  in  the  category  of 
dysphasia.  Brain-injured  children  are  character- 
ized by  diffuse  behavioral  symptojns.  Their  be- 
havioral symptoms  include:  disordered  thought 
processes;  a laek  of  awareness  of  purpose;  an 
inability  to  react  to  stimuli  of  sufficient  in- 
tensity; disorders  of  the  capacity  to  discriminate 
between  relevant  and  irrelevant  perceptions;  and 
disordered  tenacity,  or  the  ability  to  pursue  a 
goal  until  it  is  achieved.  In  these  patients,  the 
physician  is  also  soon  aware  of  hyperkinesis, 
hypermotility,  disinhibition,  or  tlie  so-called 
“organic  driveness”(4)  (II).  In  training  dys- 
phasic  brain-injured  children,  speech  too  often 
must  be  considered  secondary  to  managerial 
problems. 

Learning  procedures  of  any  kind  for  brain- 
injured  patients  requires  that  the  physician  bring 
“hyper”  symptoms  under  some  degree  of  con- 
trol. This  is  usually  accomplished  through  the 
use  of  one  or  more  of  the  currently  available 
anticonvulsant  drugs.  The  child  who  suffers 
from  “forced  attentiveness”  to  every  conceivable 
external  and  internal  irrelevant  stimuli  is  in 
dire  need  of  all  of  the  additional  synergistic 
palliation  at  our  command.  These  managerial 
considerations  are  prerequisite  to  all  learning 
activities,  including  speech  training.  It  is  neces- 
sary that  the  therapeutic  atmosphere  for  the 
brain-injured  child  be  intensified,  constant,  and 
under  conditions  of  greatly  reduced  irrelevant 
stimulation.  He  seems  to  profit  most  from 
specialized  training  schools  and  centers  where 
his  “every  waking  hour”  is  under  constant  train- 
ing and  supervision.  Such  training  usually  in- 
cludes self-help,  occupation,  self-direction, 
socialization,  and  communication. 

Brain-injured  adults  suffer  various  degrees  of 
disability,  and  demonstrate  two  general  types 
of  symptoms:  1)  those  which  are  an  expres- 
sion of  a change  in  their  whole  personality;  2) 
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and  those  which  are  expressions  of  the  organ- 
ism’s struggle  with  its  iinpairinent(4).  Homeo- 
static imbalance  is  a frequent  phenomenon. 
Many  of  their  symptoms  are  expressions  of  a 
systematic  disintegration  of  the  organism.  In 
these  latter  instances,  there  may  be:  1)  an  ab- 
normal spread  of  neural  excitation;  2)  a rise  of 
threshold  and  a retardation  of  excitation;  3) 
undue  influence  of  e.xternal  stimuli;  or,  4)  a 
general  “blurring ’’  of  the  sharp  boundaries  be- 
tween “figure”  and  “ground.”  Often,  there  are 
symptoms  which  represent  an  impairment  of  a 
specific  “attitude.”  In  this  sense,  “attitude”  is 
seen  as  a continuum  from  concrete  to  abstract. 

Loss  of  “abstract  attitude ’’  is  responsible  for 
many,  often  “bizarre,”  symptoms  in  brain-injured 
adults,  including:  1)  disturbed  planning  ability, 
2)  disturbed  spatial  relations,  3)  confused 
memory  span,  and  4)  “ego-detachment”(4)  (6). 

Although  neurosurgeons  see  many  adnlt  brain- 
injured  patients,  the  high  incidence  of  head 
injury  in  these  days  of  high  speed  and  busy 
highways  makes  the  incidence  of  brain-injury 
high  in  the  practice  of  most  physicians.  Probably 
the  most  important  aspect  of  retraining  the  adult 
dyspasic  patient  is  the  often  unrealized  need 
for  early  referral  to  a qualified  speech  path- 
ologist. Post-operative  patients  should  be  seen, 
for  example,  before  they  are  able  to  leave  the 
hospital.  Any  delay  in  retraining  causes  an  al- 
most logarithmic  increase  in  time  and  effort 
necessary  for  the  rehabilitation  of  speech  and 
language  functions. 

The  more  “global”  injuries,  which  result  from 
massive  cerebral  hemorrhage  and  other  trau- 
matic and  nontraumatic  hematomas,  are  not 
prognostically  favorable  for  speech  training. 
This  emphasizes  the  need  for  accurate  diagnosis 
in  dsyphasia.  Whenever  there  is  serious  dis- 
turbance of  “abstract  attitude,”  which  can  be 
determined  by  the  well-trained  speech  path- 
ologist through  the  use  of  psychodiagnostic 
tests,  prognosis  is  poor.  One  fundamental  pre- 
requisite to  speech  retraining  is  the  physician’s 
assurance  that  pathology,  if  present,  is  arrested. 

Other  frequent  and  distressing  sequelae  in 
dysphasia  may  include  mental  symptoms,  emo- 
tional instability,  thalamic  pain  syndromes, 
homonymous  hemianopsia  and  more  or  less 
“permanent”  dysphasia. 

Dysphasic  adults  have  shown  remarkable  re- 


covery under  private  individual  therapy  sessions. 
A legitimate  speech  pathologist  should  have  the 
necessary  training  and  experience  to  provide 
proper  diagnosis  and  training  for  functional 
language  disorders  in  dysphasia  and  related 
symptoms.  For  best  prognosis,  it  is  mandatory 
that  the  physician  make  an  early  referral. 

Frequently  the  patient  with  dysphasia  has  a 
history  of  pre-morbid  personality  maladjustment 
which  precludes  co-operative  effort  on  his  part 
in  the  difficult  therapeutic  process.  The  cerebral 
trauma  in  these  instances  acts  as  a catalyst,  and 
precipitates  post-traumatic  psychoneuroses  and 
psychotic  symptoms.  The  psychiatrist  is  the 
logical  person  to  treat  and  evaluate  post-trau- 
matic emotional  disturbances  in  adult  brain  in- 
jury. Prognosis  for  rehabilitation  in  these  cases 
is  naturally  less  favorable.  Often,  whenever  there 
is  severe  post-traumatic  personality  change,  it  is 
the  psychiatrist  who  must  decide  which  of  the 
patient’s  symptoms  to  retain  and  which  to  at- 
tempt to  change. 

WHO  IS  THE  SPEECH  PATHOLOGIST? 

Training  received  by  speech  pathologists  dif- 
fers in  the  areas  of  emphasis  among  the  uni- 
versities and  colleges  who  confer  the  M.A.  and 
Ph.D.  degree  in  speech  correction.  The  par- 
ticular emphasis  received  by  the  student  of 
speech  pathology  is  dependent,  in  large  measure, 
upon  the  philosophy  and  departmental  affilia- 
tion of  speech  correction  at  the  particular  in- 
stitution of  his  choice.  In  some  universities  and 
colleges,  speech  correction  is  an  integral  part 
of  “special  education.”  In  other  institutions, 
speech  correction  is  a specialty  associated  with 
clinical  psychology.  In  still  other  instances, 
speech  correction  evolves  out  of  the  general 
speech  or  English  departments.  In  spite  of  this 
diversified  background,  however,  the  training 
of  qualified  speech  correctionists  has  emphasized 
an  integration  of  current  medical  and  speech 
correction  principles  and  research.  There  is  no 
consistent  policy  for  training  speech  pathologists, 
in  some  major  respects,  in  the  United  States. 
Regardless  of  his  training,  however,  the  pro- 
fessional preparation  and  certification  of  speech 
correctionists  insists  upon  particular  co-opera- 
tion with  physicians,  public  health  nurses,  den- 
tists, social  workers,  clinical  psychologists,  min- 
isters, school  teachers  and  administrators,  voca- 
tional rehabilitation  counselors,  and  parents. 
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Although  many  competent  speech  correction- 
ists  have  only  a master’s  degree,  the  highest  pro- 
fessional level  of  qualification  is  the  degree  of 
doctor  of  philosophy.  The  qualified  speech 
pathologist  also  will  have  attained  either  basic 
or  advanced  clinical  certification  with  his  par- 
ent organization,  the  American  Speech  and  Hear- 
ing Association.  All  certified  professional  speech 
correctionists  are  listed  in  directories  published 
by  the  American  Speech  and  Hearing  Associa- 
tion, which  are  available  in  most  libraries.  As 
with  most  professional  groups,  however,  mere 
membership  in  his  professional  organization  does 
not  constitute  an  endorsement  of  his  qualifica- 
tions or  practice.  Like  the  physician,  the  speech 
pathologist  is  “judged”  by  his  personal  qualifica- 
tions and  training,  his  experience,  his  ability,  and 
his  ethics. 

EDUCATIONAL  PRINCIPLES 
OF  SPEECH  CORRECTION 

The  educational  principles  that  underlie  the 
practical  application  of  speech  correction  are 
sound  principles  for  all.  These  principles,  in  fact, 
serve  as  an  example  of  efficient  democratic  living 
and  healthy  personality  training(3). 

The  qualified  speech  pathologist  explores  the 
specific  needs  of  his  patient,  and  “designs”  in- 
dividual instruction  and  personal  attention  as  in- 
dicated by  these  needs.  He,  like  the  physician, 
has  a deep  respect  for  the  person  with  a speech 
disorder  as  a unique  human  being.  Both  the 
speech  pathologist  and  the  physician  recognize 
that  the  child’s  “inalienable  right”  is  to  be  ac- 
cepted as  a unique  individual  by  all  persons, 
including  his  adult  authoritarian  figures.  The 
child  needs  protection  from  distortions,  unneces- 
sary deprivations,  and  exploitations  by  all  adults. 
The  ideal  program  for  speech  correction  has  its 
foundation  upon  this  principle  of  individuality. 

Social  behavior  is  implicit  in  the  speech  func- 
tion, and  social  reward  should  accompany  cor- 
rect speech.  There  is  a very  close  correlation 
between  speech  and  personality,  and  everything 
possible  should  be  done  to  improve  personality 
growth  and  personal  adjustment  during  the  time 
the  person  with  defective  speech  is  engaged 
in  formal  speech  improvement  training. 

The  qualified  speech  pathologist  recognizes 
that  the  most  important  aspect  of  intelligent 
handling  of  the  patient  with  a speech  disorder 
is  an  accurate  and  thorough  diagnosis.  Emotional 


aspects  of  the  speech  disorder  make  mandatory 
a thorough  evaluation,  prior  to  therapy,  of  the 
patient’s  intellectual  and  emotional  assets  and 
liabilities.  This  evaluation  should  consist  of  a 
psychological  “battery”  of  tests  of  sufficient  di- 
versity to  provide  a “cross-section”  of  existing 
personality  structure,  as  well  as  a panorama  of 
developmental  fixations  and  traumas  directly 
or  indirectly  contributing  to  personality  and 
symptom  formation. 

In  recognition  of  this  unique,  “whole  per- 
sonality” approach  to  speech  correction,  some 
speech  pathologists  have  insisted  that  their  pro- 
fessional training  include  psychodiagnostic  test 
administration  and  interpretation,  as  well  as 
sound  procedures  for  the  use  of  psychotherapy. 

Speech  pathologists  in  your  area  can  usually 
be  reached  by  consulting  the  appropriate  sec- 
tion of  your  telephone  directory.  If  none  are 
listed  in  your  telephone  directory,  they  can  be 
located  by  geographic  area  in  the  directories 
published  by  the  American  Speech  and  Hearing 
Association. 

Speech  correction  is  a relatively  new  pro- 
fession. There  are  not  many  speech  correction- 
ists in  private  practice.  Most  speech  correction- 
ists are  affiliated  with  universities  and  other 
organizations  designed  primarily  as  training 
centers  for  public  school  speech  correctionists. 
Many  areas  do  not  have  a public  school  cor- 
rectionist.  Many  public  school  correctionists  have 
tremendous  “case  loads,”  and  therefore  have  very 
limited  clinical  time  to  spend  with  the  child  who 
needs  individual  clinical  attention.  The  public 
school  correctionist  often  needs  to  refer  more 
difficult  cases  to  the  speech  correctionist  in  pri- 
vate practice. 

Most  speech  pathologists  in  private  practice 
prefer  that  their  patients  be  referred  by  phy- 
sicians. In  some  instances,  however,  referrals 
originate  from  dentists,  social  agencies,  schools, 
and  ministers.  When  this  occurs,  it  is  standard 
operating  procedure  for  the  speech  pathologist 
to  insist  upon  a thorough  medical  examination 
prior  to  the  beginning  of  therapy. 

Often  the  question  of  group  versus  individual 
therapy  is  brought  to  the  attention  of  the  phy- 
sician. This  is  particularly  true  if  there  are 
university  and  college  speech  clinics  near  at 
hand.  Too  often  group  therapy,  as  provided  by 
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such  clinics,  is  excellent  training  for  embryonic 
speech  correctionists,  but  falls  far  short  of  the 
mark  in  terms  of  actual,  economical  and  con- 
sistent benefit  to  the  patient.  A program  of  in- 
dividual, intensified  and  socialized  speech  cor- 
rection, in  conjunction  with  either  nursery  school 
or  public  school  training,  offers  the  most  eco- 
nomical and  surest  route  to  correct  speech  and 
social  rehabilitation. 

In  private  practice,  the  correctionist  must  pro- 
duce measurable  results.  The  “pressure”  he 
undergoes  to  establish  demonstable  results  of 
his  corrective  procedures  is  not  as  dominant  in 
many  “group”  situations.  The  speech  correction- 
ist in  private  practice  who  does  not  produce 
results  soon  leaves  private  practice  to  seek  gain- 
ful and  secure  livelihood  elsewhere.  As  with 
most  professions,  the  speech  pathologist’s  roster 
of  subjects  tends  to  serve  somewhat  as  an  “index” 
to  his  professional  proficiency. 

In  private  practice,  the  speech  pathologist  gen- 
erally prefers  that  the  physician  make  referral 
arrangements  for  the  patient  with  a speech  dis- 
order. When  this  is  done,  relevant  material  of 
importance  to  speech  diagnosis  and  therapy 
is  provided  and  discussed.  Relevant  material 


covering  medical  examinations,  lab  tests,  and 
specific  neurological  findings  is  most  important 
to  the  speech  correctionist,  particularly  whenever 
the  referral  involves  any  remote  possibility  of 
unarrested  pathology. 
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From  the  AMA  Washington  letter  85-40  dated  Oct.  4,  1957: 

Within  the  next  25  years,  hospitals  will  be  providing  at  least  as 

MUCH  PREVENTIVE  SERVICE  AS  CURATIVE  SERVICE,”  ACCORDING  TO  MR.  FOG- 
ARTY. “HOSPITALS,  IN  FACT,  ARE  MOVING  CLOSER  EACH  MOMENT  TO  THE  DAY 
WHEN  HOSPITALS  WILL  BE  THE  FOCAL  POINT  OF  HEALTH  SERVICES  FOR  ALL  OF 
US  THROUGPIOUT  OUR  ENTIRE  LIVES.” 

ON  THE  ROLE  OF  GOVERNMENT  IN  HEALTH,  MR.  FOGARTY  HAD  THIS  COM- 
MENT: “IT  IS  NOW  GENERALLY  ACCEPTED  THAT  THE  HEALTH  OF  OUR  PEOPLE 
IS  A MAJOR  NATIONAL  RESOURCE  AND  THAT  THE  GOVERNMENT,  THEREFORE, 
HAS  A DIRECT  RESPONSIBILITY  FOR  THE  HEALTH  OF  EVERYONE  . . AHA  MADE 
MR.  FOGARTY  AN  HONORARY  MEMBER,  CITING  HIS  EFFORTS  IN  MEDICAL  RE- 
SEARCH FUNDS  AND  HEALTH  FACILITIES. 

MR.  JOHN  FOGARTY  (D.,  R.I.),  CHAIRMAN  OF  THE  HOUSE  APPROPRIATIONS 
COMMITTEE  ON  THE  HEW  BUDGET,  MADE  THIS  STATEMENT  IN  AN  ADDRESS 
TO  AMERICAN  HOSPITAL  ASSOCIATION’S  ANNUAL  CONVENTION. 

SO  YOU  THOUGHT  THAT  SOCIALIZATION  OF  MEDICINE  WAS  DEAD. 

IF  THE  GOVERNMENT  “GIVES”  MONEY  AS  HILL-BURTON  FUNDS,  MEDICAL 
SCHOOL  GRANTS,  ETC.,  THEY  (THE  DO-GOODERS)  ARE  ACTIVELY  PLANNING  ON 
MOVING  IN  JUST  AS  FAST  AS  THEY  DARE. 

IT  WAS  APPARENT  TO  ME  THAT  OUR  HOSPITAL  FRIENDS  OF  AHA  WERE  FOL- 
LOWING THIS  TRACK  WHEN  THEY  STARTED  THEIR  13  STORY  BUILDING  ON  LAKE 
SHORE  DRIVE  IN  CHICAGO. 

UNDER  VARIOUS  DISGUISES  THE  HOSPITALS  ARE  MOVING  INTO  THE  PRAC- 
TICE OF  MEDICINE  AND  WILL  CONTINUE  TO  DO  SO  UNLESS  YOU,  EACH  AND 
EVERY  ONE  OF  YOU,  STAND  UP  AND  BE  COUNTED  AS  FOR  OR  AGAINST  THIS 
ENCROACHMENT.  BEWARE  OF  THE  DAY  WHEN  HOSPITALS  RENT  YOU  YOUR  OF- 
FICES IN  EXCHANGE  FOR  GUARANTEEING  YOU  A BED.  THE  LABORATORY,  X-RAY 
AND  PHARMACY  ARE  PROFITABLE  ENTERPRISES  FOR  THE  HOSPITAL  TO  MAIN- 
TAIN. THE  FIRST  TWO  ARE  DEFINITELY  IN  THE  FIELD  OF  MEDICINE  AND 
SHOULD  BE  CONSIDERED  AS  THE  CORPORATE  PRACTICE  OF  MEDICINE. 

BEWARE  OF  THE  HOSPITALS  DICTATING  THROUGH  BLUE  CROSS  TO  BLUE 
SHIELD.  THE  SUPERSTRUCTURE  SET  UP  BY  THE  LARGER  PLANS  OF  BLUE  CROSS 
TO  CIRCUMVENT  THE  JOINT  COMMISSION  OF  BLUE  CROSS  AND  BLUE  SHIELD 
IS  A CASE  IN  POINT. 

MAY  THE  HOLIDAY  SEASON  BE  HAPPY  AND  THE  NEW  YEAR  PROSPEROUS  FOR 
ALL  OF  YOU. 

C.  C.  CRAIG,  M.D.,  President, 

The  Arizona  Medical  Association,  Inc. 
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articles  for  publication  in  ARIZONA  MEDICINE.  All  such 
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by  the  author. 

9.  Reprints  — Reprints  must  be  paid  for  by  the  author 
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in  any  way  possible. 


(The  Opinions  expressed  in  original  contributions  do  not  neces- 
sarily express  the  opinion  of  the  Editorial  Board.) 


SHOULD  ARIZONA  ESTABLISH  A 
rr  MEDICAL  SCHOOL? 

* HE  population  growth  in  the  United  States 
would  indicate  that  by  1985  the  number  of 
students  enrolled  in  our  facilities  of  higher  edu- 
cation will  approximately  double.  Obviously, 
in  association  with  the  population  growth  of 
this  extent  there  will  be  an  increased  demand 
for  the  services  in  the  health  field;  that  is,  for 
more  physicians,  dentists,  nurses,  and  so  forth. 
To  date,  Arizona  has  recognized  this  need  for 
access  to  educational  opportunities  beyond  those 
that  are  available  within  the  state  and  it  is  par- 
ticipating in  the  program  of  the  Western  Inter- 
state Commission  for  Higher  Education.  In  1956 
this  necessitated  financial  support  to  57  stu- 
dents, 24  of  them  medical  students,  24  veterinary 
students  and  9 dental  students.  California  and 
Washington  have  now  joined  the  compact  which 
makes  six  additional  medical  schools  potentially 
available  to  Arizona  students.  Changes  in  the 
present  law  decreasing  the  necessary  10-year 
residence  to  make  the  student  eligible  for  aid,  and 
alterations  in  the  repayment  demands  would 
lead  to  a more  satisfactory  and  helpful  program. 

Recently  interest  has  been  evident  in  the  state 
medical  association  and  in  the  state  legislature 
as  to  the  feasibility  and  desirability  of  develop- 
ing a medical  school  within  the  state.  Then,  if  a 
school  is  established,  should  it  be  a two  year  or 
a four  year  school?  If  established,  which  should 
be  its  location  — in  the  Tempe  area,  or  in  Tuc- 
son? 

The  organization  of  a medical  school  would 
obviously  make  a considerable  impact  upon  the 
existing  educational  programs  within  Arizona 
not  only  as  an  aid  to  them  but  also  in  the  edu- 
cational tax  structure.  Secondly,  the  impact 
upon  the  medical  profession  in  the  state  would 
be  quite  enormous  and,  of  course,  there  would 
be  certain  developments  in  relation  to  the  citi- 
zens of  the  state. 

Two-Year  Medical  Schools 

Until  recently  North  Carolina,  Missouri,  Mis- 
sissippi, West  Virginia  and  Utah  had  two  year 
medical  schools.  These  have  now  been  ex- 
panded to  four  year  programs.  Only  three  two- 
year  medical  schools  in  the  United  States  re- 
main today.  They  are  at  Dartmouth,  North 
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Dakota  and  South  Dakota.  The  major  reason 
for  the  existence  of  two-year  medical  schools 
seems  to  be  to  afford  an  opportunity  for  medi- 
cal education  to  students  in  the  state  who  other- 
wise could  not  enter  medicine.  It  is  believed 
that  the  establishment  of  a two-year  medical 
school  in  Arizona  would  undoubtedly  lead  to 
an  increase  in  the  number  of  Arizona  students 
seeking  training  in  medicine.  At  present,  the 
medical  school  committee  of  the  Arizona  Medi- 
cal Association  is  investigating  a two-year  pro- 
gram more  extensively.  Present  statistics  would 
indicate  adequate  openings  for  more  students  in 
the  third  year  classes. 

In  the  past,  undergraduate  medical  education 
was  divided  into  a basic  scientific  program  and 
a clinical  program.  At  times  these  two  divi- 
sions were  separated  geographically  and  in  a few 
schools  such  separation  still  exists  as  in  Indiana, 
Kansas,  and  the  University  of  California  in  San 
Francisco.  However,  the  trend  in  medical  edu- 
cation is  decidedly  toward  the  integration  of 
the  clinical  and  basic  science  program.  Further, 
faculties  for  the  basic  science  programs  can  be 
attracted  with  greater  ease  if  the  clinical  depart- 
ments are  also  present  in  the  same  location. 

It  is  to  be  noted  that  the  major  financial  prob- 
lem and  the  major  administrative  problems  of  a 
medical  school  are  those  related  to  the  need  for 
hospital  facilities  for  the  clinical  departments 
which  of  course  makes  a two-year  preclinical 
school  a much  more  feasible  initial  step.  Cer- 
tainly, it  makes  the  two-year  medical  school  a 
much  more  logical  step  for  Arizona  at  the  pre- 
sent time.  During  past  years  there  have  been 
approximately  465  vacancies  in  the  third-year 
classes  in  medical  schools  which  could  absorb 
the  graduates  of  the  two-year  medical  schools. 
However,  in  view  of  the  rapidly  increasing  popu- 
lation of  the  Southwest  and  the  anticipated  in- 
crease in  applicants  for  medicine,  the  total  plan 
should  probably  include  a four-year  school. 

Again  however,  it  should  be  noted  that  the 
statement,  “anticipated  increase  in  applicants  for 
medical  training,”  can  be  quite  erroneous,  for 
within  recent  years  the  ratio  between  applicants 
and  number  of  students  accepted  has  dropped 
from  a ratio  of  6 to  1 to  approximately  1.8  to  1. 
Contrary  to  this,  is  the  anticipated  tidal  wave 
of  students  expected  in  our  liberal  arts  colleges. 
It  is  predicted  that  the  number  of  medical  school 
applicants  which  is  now  14,000,  will  be  upped 


to  24,000  by  1966. 

Location  of  the  Medical  School 

Should  not  be  considered  at  present.  There 
are  good  arguments  and  many  successful  ex- 
amples for  locating  the  medical  school  on  the 
university  campus  in  a small  community  as  the 
recent  development  of  the  medical  school  in 
Kentucky  at  Lexington,  or  the  four-year  school 
of  Missouri  at  Columbia.  However,  numerous 
medical  schools,  such  as  Northwestern,  Temple, 
and  the  University  of  Tennessee  are  separated 
widely  from  their  respective  university  campuses. 

Facilities 

The  trend  in  teaching  laboratories  is  toward 
multi-purpose  units  housing  up  to  four  students 
instead  of  the  single  large  laboratory  for  the 
entire  class. 

A medical  school  should  operate  its  own  hos- 
pital located  on  the  university  campus  as  an 
integral  part  of  the  medical  center.  However, 
clinical  opportunities  can  be  extended  if  the 
medical  school  will  affiliate  with  private  or  mu- 
nicipal hospitals.  The  dean’s  committee  arrange- 
ment in  conjunction  with  the  veterans’  adminis- 
tration Hospitals  is  encouraged  by  the  veterans’ 
administration  and  is  proving  of  considerable 
mutual  benefit. 

In  selected  fields  as  psychiatry,  tuberculosis 
or  malignant  diseases,  specialized  hospitals  may 
be  developed  as  components  of  the  educational 
program. 

It  is  to  be  noted  that  private  patients  are  be- 
ing used  increasingly  in  the  educational  pro- 
gram. 

Relations  with  the  Medical  Profession 

One  of  the  major  problems  is  the  conflict  with- 
in the  medical  profession  and  the  establishment 
of  the  opportunity  for  the  medical  school  faculty 
to  see  private  patients.  It  is  rare  for  medical 
schools  to  be  able  to  pay  salaries  to  the  clinical 
faculty  that  are  sufficiently  attractive  to  com- 
pete with  income  from  private  practice.  This 
has  brought  the  medical  school  into  direct  con- 
flict with  the  physicians  of  the  community  and 
it  is  essential  that  specific  controls  be  developed 
to  hold  these  conflicts  to  a minimum.  The  best 
control  seems  to  be  to  select  a faculty  of  men 
and  women  who  are  sincerely  dedicated  to  a 
scholarly  career  of  teaching  and  research.  Simul- 
taneously, it  must  be  noted  that  the  practicing 
profession  has  a very  real  contribution  to  make 
to  medical  students. 
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A basic  science  faculty  will  be  greatly  en- 
hanced by  an  opportunity  for  a relationship 
with  the  biological  sciences  in  a university  pro- 
gram. Frequently,  these  basic  science  depart- 
ments can  carry  a large  responsibility  for  the 
educational  programs  in  other  areas  of  the  uni- 
versity. There  are  no  fixed  ratios  of  faculty  vs. 
students  in  these  departments,  and  in  a number 
of  universities  the  basic  science  departments  as 
biochmistry  and  anatomy  have  department  heads 
who  are  not  physicians.  However,  in  the  clin- 
ical departments  there  should  be  a nucleus  of 
full-time  teachers  in  each  major  department. 

Should  Arizona  have  a medical  school?  The 
opportunities  of  Arizona  youth  under  the 
WICHE  are  such  that  top  Arizona  students  will 
never  have  difficulty  gaining  admission  to  medi- 
cal schools  in  many  other  states.  However,  it 
must  be  noted  that  students  below  the  top 
level  do  go  to  medical  schools  and  become  lead- 
ing physicians,  which  is  an  opportunity  not  pre- 
sently afforded  to  the  Arizona  boy  or  girl. 

New  Mexico  is  activ'ely  discussing  a medical 
school.  There  obviously  should  be  free  con- 
sultation between  the  two  states  regarding  these 
developments  and  needs.  It  does  not  seem  likely 
that  both  states  should  develop  a medieal  school 
at  the  present  time. 

STATISTICS 

1.  Population  of  Western  states  census  esti- 


mate, 1955. 

A.  California  12,961,000 

B.  Washington  2,607,000 

C.  Oregon  1,685,000 

D.  Colorado  1,547,000 

E.  Arizona 1,000,000 

E.  Utah  797,000 

G.  New  Mexico  793,000 

H.  Montana  629,000 

I.  Wyoming  312,000 

J.  Nevada  235,000 


(Phoenix,  the  state’s  largest  city,  is  listed  as 
the  seventh  largest  in  the  West). 

2.  Percent  increase  in  population  in  each  of 
the  Western  states,  1940-1950  and  1950  to  1955. 

1940  to  1950  California  increased  53  per  eent, 
Arizona  50  per  cent  and  Nevada  45  per  cent. 
These  were  the  top  three.  From  1950  to  1955 
Arizona  was  second  only  to  Nevada  which  in- 
creased 47  per  cent  and  Arizona  34  per  cent 
with  California  dropping  to  22  per  eent. 


3.  Population  and  population  projected;  Ari- 
zona 1930  to  1975. 

1930  population  just  in  excess  of  400,000.  An- 
tieipated  to  be  approximately  2,400,000  in 
1975.  The  question  arises,  will  new  physi- 
cians come  to  the  state  to  keep  up  with  this 
growth? 

4.  Physician  Supply 

Number  of  physicians  per  100,000  popula- 
tion in  each  of  the  Western  states  as  of  1950: 


A.  Colorado  171.9 

B.  California  154.9 

C.  Nevada  126.8 

D.  Utah  122.8 

E.  Washington  117.3 

F.  Oregon  116.7 

G.  Arizona  109.9 

H.  Montana  96.3 

I.  Wyoming  85 

J.  Idaho  80.5 

K.  New  Mexico  77.8 


The  figure  for  the  West  as  a whole  is  137.4. 
The  national  figure  is  129.1. 

To  date,  there  seems  to  be  an  adequate  sup- 
ply of  physicians  with  the  shortage  noted  only 
in  the  smaller  or  smallest  towns. 

5.  Estimates  of  the  number  of  practicing  phy- 
sicians as  compared  with  physicians  needed  to 
maintain  current  physician-population  ratio. 

This  would  anticipate  a need  of  approximately 
2,500  physicians  by  1975  assuming  about  750 
physicians  were  practicing  in  the  state  in  1950. 
However,  with  the  5 per  cent  increase  in  num- 
ber of  graduates  or  no  increase  in  the  number 
of  graduates,  the  physician  supply  in  the  United 
States  will  not  keep  up  with  the  expected  in- 
crease in  population  and  instead  of  Arizona  ob- 
taining 2,500  physicians  by  1975,  it  will  attain 
between  2,000  and  2,200.  This,  of  course,  as- 
sumes that  Arizona  will  continue  to  get  its  same 
share  of  graduating  physicians  compared  with 
the  state’s  popidation  as  it  has  in  the  past. 

6.  Per  capita  income  in  the  Western  states. 


1955. 

A.  Nevada  $2,434 

B.  California  2,271 

C.  Washington  1,987 

D.  Montana  1,844 

E.  Oregon  1,834 

F.  Colorado  1,764 

G.  Wyoming  1,753 

H.  Arizona  1,577 


VoL  14,  No.  12 


Arizona  Medicine 


745 


I.  Utah  1,553 

J.  Idaho  1,462 

K.  New  Mexico  1,430 

(The  national  figure  is $1,847 

Arizona’s  per  capita  income  increased  from 

1950  to  1952.  Since  then  it  has  decreased. 

7.  Education  — Median  years  of  school  com- 
pleted by  adults  in  the  Western  states. 

A.  Utah  12 

B.  California  11.6 

C.  Nevada  11.5 

D.  Washington  11.2 

E.  Wyoming  11.1 

F.  Idaho  11 

G.  Oregon  10.9 

H.  Colorado 10.9 

I.  Montana  10.2 

J.  Arizona  10.0 

K.  New  Mexico 9.3 

8.  Medical  students  — Number  of  medical 
freshmen  per  1 million  population  from  each  of 
the  Western  states:  Average,  1950-1955. 

A.  Utah  80.3 

B.  Colorado  57.0 

C.  Wyoming  46.5 

D.  Oregon  46.5 

E.  Washington  43.5 

F.  Montana  41.8 

G.  Idaho  41.4 

H.  California  31.7 

I.  Arizona  31.3 

J.  New  Mexico  21.9 

K.  Nevada  13.5 


In  the  past  few  years,  Arizona  has  only  begun 
to  participate  in  the  Western  Interstate  Com- 
mission’s contiact  program.  In  the  future,  it  is 
anticipated  that  there  will  be  an  increase  which 
will  affect  and  improve  this  proportion. 

9.  Ratio  of  medical  school  applicants  to  ac- 
ceptances from  each  state  in  the  West. 


A.  Nevada  3.53 

B.  California  . .2.94 

C.  Washington  2.40 

D.  Montana  2.33 

E.  Arizona  .2.23 

F.  Idaho  2.16 

G.  New  Mexico 2.12 

H.  Utah  2.11 

I.  Wyoming  2.01 

J.  Colorado  1.97 

K.  Oregon  1.84 


10.  Ratio  of  applicants  to  acceptances  assum- 
ing a 5 per  cent  increase  in  medical  school  en- 
rollment in  each  five-year  period  over  the  pre- 
vious five-year  period:  1950-1975. 

This  would  place  Arizona  in  1950-1955  as 
having  approximately  2.2  applicants  for  each 
acceptance  where  in  1975  this  ratio  will  have 
risen  to  approximately  four  applicants  for  each 
acceptance. 

If  the  ratio  of  applicants  to  acceptances  as- 
suming no  increase  in  medical  school  accep- 
tances during  the  period  of  1950  to  1975,  this 
would  alter  the  ratio  instead  of  2.2  applicants 
to  one  acceptance  in  1950,  to  approximately  five 
applicants  for  one  acceptance  by  1975. 

11.  Source  of  physicians:  Per  cent  of  those 
physicians  now  living  in  each  of  the  Western 
states  who  graduated  from  Western  medical 


schools : 

A.  Oregon  53.6 

B.  California  37.6 

C.  Colorado  37.6 

D.  Washington  20.5 

E.  Idaho  18.2 

F.  Utah  17.7 

G.  Nevada  15.5 

H.  Wyoming  9.9 

I.  Arizona  9.1 

J.  New  Mexico  8.0 

K.  Montana  7.7 


This  would  indicate  that  Arizona’s  major 
source  of  physicians  is  coming  from  M.D.s  who 
have  moved  to  the  West  from  other  parts  of  the 
country. 

12.  Medical  schools  in  the  West: 

School  of  Medicine  of  the  College  of  Medical 
Evangelists 

Stanford  University  School  of  Medicine 
University  of  California  School  of  Medicine 
University  of  California  School  of  Medicine 
at  Los  Angeles 

University  of  Colorado  School  of  Medicine 
University  of  Oregon  Medical  School 
School  of  Medicine  of  the  University  of 
Southern  California 

University  of  Utah  College  of  Medicine 
University  of  Washington  School  of  Medicine 
That  is,  five  medical  schools  in  California,  one 
each  in  Oregon,  Washington,  Utah  and  Colo- 
rado. No  medical  schools  in  Montana,  Idaho, 
Wyoming,  Nevada,  Arizona,  New  Mexico. 
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Arizona  has  a larger  population  than  any  of 
the  other  states  in  the  West  without  medical 
schools,  and  in  fact  is  larger  than  Utah  which 
does  have  a medical  school.  The  Western  states 
having  medical  schools  tend  to  have  more  physi- 
cians per  population  unit  than  do  states  without 
medical  schools.  Nevada  is  the  only  exception  to 
this  rule.  It  would  therefore  seem  that  Arizona 
is  the  most  likely  state  to  build  a medical  school, 
having  the  largest  population,  the  most  rapidly 
increasing  population,  and  the  most  suitable 
metropolitan  area. 

The  expense  of  training  a medical  student  var- 
ies between  the  different  schools  that  have  estab- 
lished figures  between  $7,000  and  $30,000  a 
year.  It  can  be  accepted  that  at  least  the  cost 
will  be  $10,000  to  $15,000  a year.  The  present 
cost  to  us  under  the  Western  Interstate’s  pro- 
gram is  approximately  $2,500  a year  per  medi- 
cal student.  This  means  that  we  could  save  con- 
siderably more  with  our  present  program  if  the 
remainder  of  the  states  would  allow  us  to  go 
along  in  this  manner.  This  is  a questionable 
assumption. 

To  run  a medical  school  economically  it  would 
necessitate  at  least  50  students  per  class.  At 
present  it  is  questionable  that  Arizona  could 
supply  this  number  of  students,  even  anticipating 
that  many  would  study  medicine  who  are  now 
denied  that  privilege,  because  of  their  financial 
circumstances,  and  who  would  be  able  to  at- 
tend a school  within  their  state. 

The  University  of  Utah  at  present  has  a total 
investment  of  $1,262,000  in  buildings,  $640,000 
in  equipment,  a total  of  approximately  $1,900,- 
000.  This  does  not  include  hospital  teaching 
facilities.  They  are  attempting  to  establish  a 
new  medical  center  which  will  cost  approxi- 
mately $10  million  for  the  essential  faeilities 
only.  The  annual  operating  expense  is  $670,000. 
It  is  anticipated  this  will  be  $870,000  for  the 
1957  to  1958  fiscal  year  and  $970,000  for  the 
fiscal  year,  1958  to  1959.  At  present  they  have 
209  students,  55  in  the  admitting  class. 

An  investigation  in  August  1956  revealed 
that  the  University  of  Washington  has  fixed 
equipment  and  a capital  investment  of  $8,263,- 
000,  completed  with  $3  million  for  a university 
hospital.  They  are  to  add  to  this  $11  million 
for  the  second  university  hospital.  The  annual 
budget  is  $1,760,000.  This  does  not  include 
research  grants.  They  admit  75  students  per 


year  and  have  a total  student  body  of  300. 

By  comparison,  the  annual  budget  at  the  Uni- 
versity of  Arizona  is  approximately  $6  million. 
The  stated  value  of  the  buildings  and  grounds  is 
$35  million.  It  is  anticipated  that  a medical 
school  construction  cost  would  approximate  one- 
third  of  the  University  of  Arizona  budget  and 
half  of  the  University  of  Arizona  building  fund. 

In  1954,  Arizona  ranked  ninth  among  the  48 
states  in  total  taxes  collected  per  capita  and 
definitely  above  average  in  expenditures  per 
capita  in  higher  education.  However,  it  ranks 
46th  or  third  from  the  bottom  in  the  financial 
support  that  the  University  of  Arizona  receives. 

These  statistics  are  relative  to  the  potentialities 
of  the  state  and  the  need  of  the  area.*  They 
do  not  allow  for  one  to  conclusively  decide 
whether  a medical  school  should  be  established 
in  Arizona  at  the  present  time,  or  if  one  is  to  be 
developed,  whether  it  should  be  a two-  or  a four- 
year  school,  or  where  it  should  be  established. 
Certainly  the  problem  deserves  additional  study. 

D.W.N. 

^Consideration  of  the  establishment  of  a medical  school  de- 
mands further  that  this  school  be  placed  in  true  perspective  with 
other  needs  in  higher  education. 


Of  All  Precision  Hear- 
ing Test  Instruments 
Used  In  America  By  Ear 
Physicians,  Schools,  U. 
S.  Army  and  Navy  Are 

MniGO 

Doctor  — Advise  Your  Patients  — 

Don't  Be  Satisfied  with  Less  Than  the  Best 

Hearing  Aids  - Audiometers 

MAICO  of  PHOENIX 

HEARING  SERVICE 

212  W.  Adams  - Ph.  AL  8-0270 

WE  GUARANTEE  TO  THE  DOCTOR  AND  HIS  PATIENT 


748 


Arizona  Medicine 


December,  1957 


CODE  OF  ETHICAL  STANDARDS 


T 

1 HE  underwriting  and  sale  of  voluntarij  acci- 
dent and  sickness  insurance  is  in  the  public  in- 
terest. To  encourage  maintenance  of  the  high- 
est standards  of  protection  and  service  and  to 
sustain  public  confidence  in  the  business  of  vol- 
untary accident  and  sickness  insurance,  the 
Health  Insurance  Association  of  America  has 
adopted  this  Code  of  Ethical  Standards.  Accep- 
tance of  its  principles  and  compliance  with  its 
provisions  is  a condition  of  membership  in  this 
Association.  Each  member  pledges  itself  to  ..  . 

1.  Offer  only  insurance  providing  effective 
and  real  protection  against  such  loss  as  the 
policy  is  designed  to  cover. 

2.  Write  its  policies  in  clear  and  direct  lan- 
guage without  unreasonable  restrictions  and 
limitations. 

3.  Advertise  its  policies  in  such  manner  that 
the  pidjlic  can  readily  understand  the  protection 
offered,  and  not  use  advertising  which  has  the 
tendency  or  capacity  to  mislead  or  deceive. 

4.  Select,  train,  and  supervise  personnel  of 
integrity  in  a manner  which  will  assure  intel- 
ligent, honest,  courteous  sales  and  service. 

5.  Engage  only  in  sales  methods,  promotional 
practices  and  other  transactions  which  give  iiri- 
mary  consideration  to  the  needs,  interest,  and 


continued  satisfaction  of  the  persons  insured. 

6.  Endeavor  to  establish  the  insurability  of 
persons  at  the  time  of  application  in  every  in- 
stance where  such  insurability  is  a factor  in 
the  issuance  or  continuance  of  the  insurance  or 
in  the  liability  of  the  insurer. 

7.  Pay  all  just  claims  fairly,  courteously,  and 
promptly,  with  a minimum  of  requirements. 

8.  Continue  research  and  experimentation  in 
order  to  meet  the  changing  needs  of  the  public. 

9.  Engage  in  keen,  fair  competition  so  the 
publie  may  obtain  the  protection  it  needs  at  a 
reasonable  price. 

Unanimously  adopted  at  the  annual  meeting 
of  the  Health  Insurance  Association  of  America 
May  7,  1957,  in  Washington,  D.  C. 

(Editor’s  Note: 

The  above  elucidates  the  ethical  standards  for 
insurance  practice. 

How  does  one  reconeile  “engage  only  in  sales 
methods,  promotional  practices  and  other  trans- 
actions which  give  primary  eonsideration  to  the 
needs,  interest  and  continued  satisfaction  of  the 
persons  insured,”  when  industrial  finns  and 
insurance  carriers  are  establishing  “closed  panel” 
system?  There  must  be  a free  choice  of  the 
physician  by  the  patient.) 


LETTERS  TO 

To  the  Editor: 

This  is  an  entirely  new  venture  for  me.  But 
as  I sit  here  watching  TV,  my  main  thoughts 
turn  to  baseball. 

After  all,  what  is  this  great  American  game? 
It’s  a game  that  consists  of  safe  hits,  home  runs, 
strike-outs,  fouls,  walks,  batting  averages.  Some- 
times an  umpire  is  “killed”  just  to  satisfy  those 
throngs  who  are  watching.  They  are  just  every- 
day plain  Americans.  Just  for  convenience,  let 
us  call  them  Big  People,  and  Little  People. 

What  else  is  on  the  mind  of  these  Big  Peo- 
ple and  these  Little  People?  Politics  is  one  thing. 
So,  let  us  reminisce  a bit. 

In  1933,  we  were  not  much  of  a nation.  All 
the  banks  were  closed.  Millions  were  out  of 
work.  Wheat  was  30  cents  a bushel.  The  popu- 
lar song  was  “Brother  Can  You  Spare  a Dime?” 
We  had  been  living  in  isolation  so  long  we  did 


THE  EDITOR 

not  know  there  was  anyone  else  in  the  world. 
I think  there  were  enough  chickens  so  that  we 
still  had  one  for  every  pot,  I do  not  think  any- 
one in  America  died  of  malnutrition,  but  we 
had  to  kill  the  little  pigs  as  there  was  not  even 
room  for  them  in  the  stable.  We  struggled 
along  under  these  handicaps  for  about  eight 
years,  and  could  not  seem  to  get  off  the  ground. 
All  of  a sudden;  Bang!  Pearl  Harbor!  Boy,  did  we 
strike  out! 

The  Voice 

About  this  time  Mr.  and  Mrs.  United  States 
began  to  get  off  the  ground.  Butch  O’Hara 
went  to  the  South  Pacific.  Douglas  MacArthur 
was  already  there.  Ike  Eisenhower  went  to  the 
Mediterranean.  Their  names  did  not  mean 
much  then.  Then,  we  began  to  hear  about  this 
man  Eisenhower  being  in  London.  Preparation 
for  the  Western  front.  Finally  on  that  early 
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morning,  June  6,  Ike  gave  the  signal  and  the 
English  Channel  was  crossed.  That  was  a grand 
slam  with  the  bases  loaded. 

Along  about  this  time  an  “Immortal  Voice” 
rang  out  over  the  radio.  It  was  the  voice  of 
that  one  who  had  master-minded  this  whole 
show  — the  one  who  had  the  courage,  the  vision, 
the  imagination,  and  the  faith  in  the  greatest 
scientists  in  the  world,  the  American  scientists. 
The  Voice  promised  the  Japanese  that  the  most 
terrible  instruments  of  destruction  were  about 
to  be  rained  down  on  them  from  the  skies,  but 
no  one  knew  what  he  meant. 

Time  marches  on  — Hiroshima!  Nagasaki! 
The  Japanese  were  horrified.  The  world  was 
stunned. 

A little  man  by  the  name  of  Harry  Truman 
was  now  calling  the  plays.  He  started  right  off 
batting  700.  We  had  the  Tmman  Doctrine,  the 
Marshall  Plan,  and  lots  of  other  problems;  1948 
came,  and  this  little  man  fooled  everyone  by 
being  elected  president  of  the  United  States. 
Then  we  got  into  the  Korean  war.  The  great- 
est period  of  prosperity  that  had  ever  occurred 
descended  upon  these  United  States,  but  things 
got  into  a terrible  state  in  Washington.  Mink 
coats,  deep  freezes. 

So  then,  Mr.  and  Mrs.  United  States  picked 
out  this  man  Eisenhower  to  clean  up  the  mess 
in  Washington,  and  also  Korea.  What  kind  of 
a man  is  this  Eisenhower?  He  certainly  is  a 
great  soldier,  and  a great  statesman.  A poli- 
tician? Well,  not  so  hot,  I guess.  Why,  then, 
is  he  President?  If  I may  speak  parenthetically 
for  myself  at  this  point,  I think  he  is  there  by 
the  grace  of  Almighty  God,  and  because  some- 
body up  there  loves  us. 

More  About  Ike 

Ike  can  probably  shake  hands  with,  and  call 
by  the  first  name,  more  heads  of  nations  than 
any  past  presidents  of  the  United  States.  Par- 
ticularly, he  seems  to  know  those  heads  of  na- 
tions in  the  Near  East,  and  this  area  has  been 
called  the  “powder  keg”  of  the  world  for  a 
couple  of  generations.  Figuratively  speaking, 
they  have  been  playing  some  baseball  in  that 
part  of  the  world.  Nothing  big,  mostly  sandlot 
games. 

Some  more  about  President  Eisenhower.  In 
1953,  and  again  in  1957,  you  heard  him  dedi- 
cate each  term  to  the  cause  of  peace.  He  prom- 


ised a balanced  budget,  and  that  you  have.  You 
asked  for  the  truth  in  government,  and  in  due 
time  he  presented  the  budget  for  1957.  Did 
you  expect  him  to  be  a prophet?  He  knew 
the  price  of  pork  chops  in  1953,  but  he  didn’t 
know  what  the  price  was  going  to  be  in  1957, 
until  1957  came  along.  He  merely  stated  that 
this  was  the  price  for  peace  in  1957,  and,  boy, 
how  those  little  people  in  congress  have  shout- 
ed. Another  group  of  those  Little  People  met 
in  Washington  a while  back,  under  the  aus- 
pices of  the  United  States  Chamber  of  Com- 
merce. They  represented  the  presidents,  and 
high  officials  of  our  million  and  billion  dollar 
corporations.  Those  little  people  looked  over 
to  and  viewed  the  White  House  with  alarm. 
What  in  the  world  has  happened  to  Ike?  Has 
he  lost  his  mind?  Is  he  a New  Dealer  in  dis- 
guise? 

Where  Were  They? 

Well,  now,  where  were  these  little  people 
baek  there  in  1933  when  we  started  this  thing 
from  scratch?  A few  inherited  their  millions 
from  their  forefathers  in  the  last  eentury.  A 
lot  of  them  were  in  college  about  that  time. 
Others  were  probably  file  clerks  in  the  big  cor- 
porations of  which  they  now  are  at  the  head. 
Don’t  forget  those  little  people  have  hit  a lot  of 
home  runs  in  their  own  companies,  and  probably 
paid  more  income  tax  in  1956  than  any  similar 
group  in  the  country. 

Recently  a man  appeared  on  TV  to  talk  to 
the  world.  It  was  Ike  Eisenhower.  He  said: 

“My  friends;  I wish  to  tell  you  the  truth  about 
the  budget.  This  is  the  cost  of  peace  in  the 
year  1957.  This  is  not  1940.  We  are  now  living 
in  the  Atomic  Age.  Peace  is  the  most  cherished 
thing  to  possess  on  the  face  of  this  earth.  All 
other  issues  are  mere  trifles.  I feel  certain  you 
understand  me.  Thank  you.” 

FRANK  J.  MILLOY,  M.D. 


Now  Available  In  Mesa 

Two  individual  5 room  suites  suitable  for  M.D. 
or  Dentist  in  established  Medical  Center  in 
excellent  location.  Moderate  Rent. 

Reply  to: 

Box  1976  — Phoenix,  Arizona 
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a new  era 


in  sulfa  therapy 


New  authoritative  studies  prove  that  Kynex  dosage  can  be  reduced  even 
further  than  that  recommended  earlier.*  Now,  clinical  evidence  has  established 
that  a single  (0.5  Gm.)  tablet  maintains  therapeutic  blood  levels  extending 
beyond  24  hours.  Still  more  proof  that  Kynex  stands  alone  in  sulfa  per- 
formance— 

• Lowest  Oral  Dose  In  Sulfa  History— 0.5  Gm.  (1  tablet)  daily  in  the  usual 
patient  for  maintenance  of  therapeutic  blood  levels 

• Higher  Solubility— effective  blood  concentrations  within  an  hour  or  two 

• Effective  Antibacterial  Range— exceptional  effectiveness  in  urinary  tract 
infections 

• Convenience— the  low  dose  of  0.5  Gm.  (1  tablet)  per  day  offers  optimum 
convenience  and  acceptance  to  patients 

NEW  DOSAGE.  The  recommended  adult  dose  is  1 Gm.  (2  tablets  or  4 teaspoon- 
fuls of  syrup)  the  first  day,  followed  by  0.5  Gm.  ( 1 tablet  or  2 teaspoonfuls  of 
syrup)  every  day  thereafter,  or  1 Gm.  every  other  day  for  mild  to  moderate 
infections.  In  severe  infections  where  prompt,  high  blood  levels  are  indicated, 
the  initial  dose  should  be  2 Gm.  followed  by  0.5  Gm.  every  24  hours.  Dosage 
in  children,  according  to  weight;  i.e.,  a 40  lb.  child  should  receive  Va  of  the 
adult  dosage.  It  is  recommended  that  these  dosages  not  be  exceeded. 

TABLETS:  Each  tablet  contains  0.5  Gm.  (JVz  grains)  of  sulfamethoxypyri- 
dazine.  Bottles  of  24  and  100  tablets. 

SYRUP:  Each  teaspoonful  (5  cc.)  of  caramel-flavored  syrup  contains  250  mg. 
of  sulfamethoxypyridazine.  Bottle  of  4 fl.  oz. 

1.  Nichols,  R.  L.  and  Finland,  M.:  J.  Clin.  Med.  49:410,  1957. 
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PRESENT  STATUS  OF 
CHEMOTHERAPY  IN  TUBERCULOSIS 

Report  of  Comrntitee  on  Chemotlierapij  and 
Antibiotics, 

American  College  of  Chest  Physicians 

S in  previous  years,  this  report  is  not  in- 
tended as  a detailed  treatise  for  chemotherapy 
of  tuberculosis,  but  rather  as  a progress  report 
or  statement  on  currently  accepted  principles 
and  practice  to  serve  as  a guide  to  the  phy- 
sician treating  tuberculosis. 

General  Considerations 

At  this  writing,  there  is  no  generally  accepted 
optimum  regimen  in  the  chemotherapy  of  pul- 
monary tuberculosis.  Streptomycin  (SM),  am- 
inosalicylic (PAS),  fonnerly  para-  aminosalicy- 
lic acid,  USP  XIV,  and  isoniazid  (INH),  are  the 
three  most  commonly  used  drugs,  but  there  is 
no  unanimity  of  opinion  as  to  which  combina- 
tion of  these  is  most  effective.  .However,  it  is 
emphasized  that  the  best  results  are  obtained 
when  two  or  more  drugs  are  combined  and 
given  continuously  for  a prolopged  period  of 
time.  In  general,  it  is  probably  unwise  ever  to 
treat  a case  of  clinically  active  tuberculosis  with 
one  drug  alone  unless  other  drugs  are  contrain- 
dicated. Chemotherapy  should  be  given  for  at 
least  a year  even  in  minimal  cases  and  in  ad- 
vanced cases  for  a total  of  18  to  24  months,  or 
at  least  until  the  stage  of  inactive  disease  is 
reached. 

In  all  cases  of  tuberculosis,  efforts  should  be 
made  to  culture  the  tubercle  bacilli  initially  and 
to  determine  drug  susceptibilities.  This  is  es- 
sential in  re-treatment  cases.  Susceptibility 
studies  are  especially  important  if  cultures  re- 
main positive,  for  changes  in  drug  therapy  may 
be  based  on  changes  in  susceptibility. 

Specific  Drugs 

The  following  drugs  are  useful  in  treating 
tuberculosis: 

Isoniazid  is  a potent  drug.  It  is  effective  at 
low  concentrations,  is  readily  absorbed,  and 
penetrates  all  tissues  of  the  body.  It  is  easily 
administered  and  is  relatively  nontoxic,  with 
good  patient  acceptance.  The  most  commonly 


accepted  dosage  of  INH  at  the  present  time 
is  4 to  5 mg.  per  kg.  of  body  weight  daily,  in 
two  or  three  divided  doses.  It  is  estimated  that 
some  individuals  will  have  inadequate  serum 
levels  of  INH  as  measured  by  bio-assay  on  this 
dosage  level.  Evidence  is  at  hand  that  about 
85  per  cent  of  patients  with  new  tuberculosis  will 
do  well  on  standard  doses  of  INH  (300  mg.  per 
day),  in  combination  with  other  effective  drugs. 
In  the  other  15  per  cent,  particularly  in  patients 
with  more  advanced  disease  with  large  or  mul- 
tiple cavities,  it  is  probably  advisable  to  individ- 
ualize the  dosage  of  the  drug  with  consideration 
given  to  higher  dosage.  Toxic  effects  of  this 
drug,  particularly  peripheral  neuritis,  are  com- 
moner at  the  higher  levels  and  pyridoxine  ( 100 
mg.  per  day)  must  be  administered  concurrently 
whenever  the  higher  dosages  are  to  be  used. 
Hypersensitivity  reactions  may  occur  in  the 
use  of  this  drug  as  with  streptomycin  or  PAS. 

There  are  two  major  facts  to  be  kept  in  mind 
in  the  use  of  INH:  (1)  As  with  most  of  the 
other  effective  drugs  the  tubercle  bacilli  read- 
ily becomes  resistant  to  this  drug  when  it  is  ad- 
ministered alone;  (2)  Isoniazid  is  degraded  in 
human  subjects  into  several  derivatives,  such  as 
acetylisoniazid,  which  are  biologically  inactive; 
such  inactivation  varies  significantly  from  indi- 
vidual to  individual.  Serum  levels  of  ths  drug 
determined  by  the  standard  chemical  methods 
will  not  reveal  the  inactivation,  but  it  will  be 
evident  if  bio-assay  methods  are  used. 

Streptomycin  and  Dihydrostreptomycin  con- 
tinue to  be  among  the  most  effective  antitubercu- 
losis agents  at  our  disposal.  Each  has  the  same 
therapeutic  value  and  the  dosage  is  the  same 
for  both.  They  are  generally  administered  in  a 
dosage  of  at  least  1 gm,  twice  weekly  by  intra- 
muscular injection.  In  this  dosage  streptomycin 
rarely  causes  vestibular  damage  and  dihydro- 
streptomycin rarely  results  in  deafness.  In  an 
effort  to  avoid  these  rather  remote  possibilities 
some  physicians  prefer  a combination  of  strep- 
tomycin 0.5  gm.  and  dihydrostreptomycin  0.5 
gm.  In  studies  reported  by  the  British  Medical 
Research  Council  it  was  evident  that,  when  ad- 
ministered in  combination  with  daily  INH, 
streptomycin  was  more  effective  in  preventing 
the  emergence  of  INH  resistant  organisms  when 


Vol.  14,  No.  12 


Arizona  Medicine 


753 


CHEMOTHERAPY  PLUS  FLORA  CONTROL 


Floraquin 


Destroys  Vaginal  Parasites 
Protects  Vaginal  Mucosa 


Vaginal  discharge  is  one  of  the  most  com- 
mon and  most  troublesome  complaints  met 
in  practice.  Trichomoniasis  and  mondial 
vaginitis,  by  far  the  most  common  causes 
of  leukorrhea,  are  often  the  most  difficult  to 
control.  Unless  the  normal  acid  secretions 
are  restored  and  the  protective  Ddderlein 
bacilli  return,  the  infection  usually  persists. 

Through  the  direct  chemotherapeutic  ac- 
tion of  its  Diodoquin®  (diiodohydroxyquin, 
U.S.P.)  content,  Floraquin  effectively  elimi- 
nates both  trichomonal  and  mondial  infec- 
tions. Floraquin  also  contains  boric  acid  and 
dextrose  to  restore  the  physiologic  acid  pH 
and  provide  nutriment  which  favors  re- 
growth of  the  normal  flora. 

Method  of  Use 

The  following  therapeutic  procedure  is 
suggested:  One  or  two  tablets  are  inserted 
by  the  patient  each  night  and  each  morning; 
treatment  is  continued  for  four  to  eight 
weeks. 

Intravaginal  Applicator  for  Improved 
Treatment  of  Vaginitis 
This  smooth,  unbreakable,  plastic  device  is 
designed  for  simplified  vaginal  insertion  of 
Floraquin  tablets  by  the  patient.  It  places 
tablets  in  the  fornices  and  thus  assures  coat- 
ing of  the  entire  vaginal  mucosa  as  the  tab- 
lets disintegrate. 

A Floraquin  applicator  is  supplied  with 
each  box  of  50  tablets.  G.  D.  Searle  & Co., 
Chicago  80,  Illinois.  Research  in  the  Service 
of  Medicine. 
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given  in  daily  dose  of  1 gm.  as  compared  with 
dose  of  1 gm.  twice  weekly.  Preliminary  re- 
ports are  appearing  indicating  that  in  some  pa- 
tients, partieularly  those  with  advanced  disease, 
intermittent  streptomycin  may  be  less  effective 
than  daily  administration  of  1 gm.  of  this  drug. 
It  may  be  advisable  to  give  streptomycin  in 
doses  of  1 gm.  daily  for  at  least  30  days  to  a 
patient  severely  ill  on  admission  before  reverting 
to  intermittent  therapy.  Hypersensitivity  to 
streptomycin  occurs  occasionally  and  is  mani- 
fested by  fever,  rash  and  sometimes  exfoliative 
dermatitis.  In  patients  with  less  severe  reactions 
desensitization  may  be  accomplished  by  start- 
ing with  a very  small  dose  and  gradually  in- 
creasing; with  more  severe  reactions  desensitiza- 
tion may  be  hazardous  and  probably  should  not 
be  attempted.  Occasionally,  a patient  hyper- 
sensitive to  streptomycin  may  be  able  to  toler- 
ate dihydrostreptomycin  and  vice  versa. 

Aminosalicylic  Acid  remains  an  important 
agent  in  the  antimicrobial  therapy  of  tuberculosis 
due  to  its  ability  to  prevent  or  postpone  resis- 
tance to  streptomycin  and  INH;  and  to  its  ability 
to  enhance  the  serum  levels  of  active  INH.  Many 
forms  of  this  drug  are  on  the  market  from  the 
acid  product  to  sodium,  potassium  and  calcium 
salts  of  the  acid,  a buffered  product,  and  other 
forms.  The  dosage  for  all  of  these  must  be  ad- 
justed to  the  dose  of  the  acid.  In  other  words, 
15  gm.  of  sodium  PAS  is  the  equivalent  to  12 
gm.  of  acid  PAS.  Many  patients  will  have  less 
gastrointestinal  intolerance  on  some  one  of  these 
products  than  on  others.  There  is  some  differ- 
ence in  blood  levels  produced  with  these  dmgs. 
Sodium  and  potassium  PAS,  being  rapidly  ab- 
sorbed, have  rapid  peaking  and  falling  off  of 
blood  levels,  while  with  other  forms  a more 
prolonged  peak  may  be  attained.  The  clinical 
significance  of  this  is  undetermined  at  the  pre- 
sent time. 

PAS  preparations  of  all  types,  if  stored  too 
long  or  exposed  to  undue  heat,  light  or  moisture, 
deteriorate  and  discolor,  resulting  in  increased 
intolerance  or  actual  toxicity.  PAS  should  be 
prepared  fresh  if  given  in  solution.  Under  best 
conditions,  side  reactions  of  anorexia,  nausea 
and  diarrhea  are  not  uncommon  with  all  forms 
of  PAS,  but  are  not  necessarily  indications  for 
discontinuing  the  drug.  Occasional  patients  de- 
velop more  severe  reactions  with  fever,  rash  and 
rarely  with  severe  systemic  reactions  simulating 
infectious  mononucleosis. 


PAS  alone  is  relatively  not  very  effective  as 
a treatment  for  tuberculosis  and  should  always 
be  used  in  combined  therapy.  It  has  been 
shown  recently  that  PAS,  when  administered 
concurrently  with  INH,  will  enhance  the  level 
of  free  INH  in  the  serum  of  patients  who  rapidly 
inactivate  INH.  In  Europe,  intravenous  PAS 
is  being  used  extensively  and  claims  have  been 
made  for  its  value  by  this  route. 

The  standard  dose  of  PAS  in  this  country  is 
12  gm.  daily  in  three  divided  doses,  although 
some  studies  have  indicated  that  smaller  doses  of 
the  active  substance  may  well  be  useful,  par- 
ticularly if  full  dosage  is  not  tolerated. 

Viornijcm  has  a useful  though  rather  limited 
place  in  the  treatment  of  the  patient  whose 
organisms  are  resistant  to  isoniazid  and  strepto- 
mycin and  for  whom  an  umbrella  is  desirable  for 
resectional  surgery.  The  usual  dosage  is  2 gm. 
(IM)  twice  weekly  for  two  or  three  weeks  be- 
fore surgery  and  eight  to  10  weeks  or  more  post- 
operatively.  When  feasible,  it  should  be  com- 
bined with  another  drug  to  which  the  organisms 
are  sensitive.  Renal  toxicity  precludes  the  daily 
use  of  this  drug,  but  is  less  evident  when  used 
twice  weekly. 

Pyraziimmide  (PZA)  is  now  undergoing  clin- 
ical investigation  by  the  veterans’  administration 
— armed  forces  group,  the  USPHS  group,  and 
others,  particularly  in  combinations  with  ison- 
iazid. It  has  been  found  to  be  effective  in 
combination  with  INH  when  administered  to 
patients  who  have  never  received  either  drug 
before.  There  is  some  evidence  that  tliis  drug 
may  be  effective  for  short  periods  of  30  to  60 
days  when  used  alone,  particularly  to  cover 
resectional  surgery  in  patients  resistant  to  the 
other  major  drugs.  In  most  studies  reported, 
there  has  been  a significant  factor  of  toxic  effect 
on  the  liver;  approximately  10  per  cent  of  the 
patients  receiving  pyrazinamide  have  shown  ab- 
normal results  in  liver  function  studies  and  about 
3 per  cent  have  shown  frank  jaundice.  When 
this  drug  is  administered,  liver  function  studies 
should  be  done  periodically  to  estimate  any  liver 
toxicity.  Most  of  the  toxic  conditions  resulting 
from  the  use  of  this  drug,  however,  revert  to  nor- 
mal when  the  drug  is  withdrawn.  PZA  should 
be  discontinued  promptly  if  significant  distur- 
bance in  liver  function  is  noted  and  invariably 
if  jaundice  appears.  At  the  present  time,  due 
to  severe  toxicity  of  the  drug,  it  should  be 
administered  only  to  patients  in  the  hospital. 
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This  drug  is  ordinarily  administered  in  dosage 
of  from  30  to  40  mg.  per  kg.,  orally  administer- 
ing no  more  than  3 gm.  daily.  Hyperuricemia 
has  been  reported  in  conjunction  with  the  use 
of  PZA. 

Cycloserine  is  a relatively  new  antibiotic  un- 
der investigation  for  use  in  the  treatment  of 
tuberculosis.  Preliminary  studies  have  shown 
that  this  drug  used  alone  is  not  as  effective  in 
the  treatment  of  tuberculosis  as  are  the  various 
combined  drug  regimens  now  in  use.  At  pre- 
sent, studies  are  in  progress  to  determine  the 
effectiveness  of  this  drug  when  used  in  com- 
binations with  INH.  Reports  of  toxicity,  par- 
ticularly to  the  nervous  system,  have  continued 
such  as  tremors,  drowsiness,  convulsions  and 
psychoses.  Most  investigators  originally  used 
this  drug  in  dosage  of  1 gm.  daily,  orally,  in  di- 
vided doses.  Newer  studies  indicate  a mainten- 
ance of  therapeutic  effectiveness  and  nearly  com- 
plete absence  of  toxicity  when  administered  in 
doses  of  0.25  gm.  twice  daily  in  combination 
with  isoniazid. 

Recommended  Regimens:  Though  there  is  no 
generally  accepted  optimum  chemotherapy  regi- 
men, for  pulmonary  tuberculosis  at  the  present 
time  recent  reports  of  the  veterans’  administra- 
tion — armed  forces  group  and  of  U.  S.  Public 
Health  Service-sponsored  studies  indicate  that 
the  following  regimens  give  approximately  the 
same  clinical  results  in  most  cases  of  tubercu- 
losis: (1)  Isoniazid,  300  mg.  daily  plus  PAS 
12  gm.  daily;  (2)  Isoniazid  300  mg.  daily  plus 
SM  1 gm.  twice  weekly,  and  (3)  Isoniazid  300 
mg.  daily  plus  SM  1 gm.  twice  weekly  plus  PAS 
12  gm.  daily.  The  veterans’  administration  and 
U.  S.  Public  Health  Service  studies  indicate 
that  the  regimen  of  streptomycin  1 gm.  twice 
weekly  and  PAS  12  gm.  daily  is  not  quite  the 
equal  of  the  other  three  regimens,  and  that  in 
far  advanced  disease  with  large  cavities  INH- 
PAS  is  superior  to  intermittent  SM-INH. 

As  has  been  pointed  out  above,  there  is  in- 
creasing evidence  that  the  drug  regimens  must 
be  individualized  in  certain  patients,  particularly 
in  those  with  more  advanced  disease,  with  larger 
doses  of  INH  and  daily  SM  being  administered 
as  indicated. 

Acute  Miliary  Tuberculosis 

Isoniazid  has  proved  to  be  very  effective  in 
the  treatment  of  miliary  tuberculosis  with  sur- 
vival rates  of  90  per  cent  and  higher  being  re- 


ported. Any  standard  INH-containing  combined 
regimen  should  be  adequate  in  treating  this  con- 
dition, but  due  to  the  serious  nature  of  miliary 
tuberculosis,  many  still  advocate  the  use  of  triple 
drug  therapy  with  higher  dosages  of  isoniazid 
such  as  10  mg.  per  kg.  per  day  being  used.  The 
drug  therapy  should  be  continued  for  at  least 
18  months. 

Tuberculous  Meningitis 
Reports  during  the  past  several  years  indicate 
that  survival  rates  of  80  per  cent  to  90  per  cent 
or  higher  are  possible  in  tuberculous  meningitis 
when  INH,  SM  and  PAS  are  administered  for 
a minimum  of  24  months.  The  committee  sug- 
gests a dosage  schedule  similar  to  that  for  miliary 
tuberculosis.  Intrathecal  medication  is  not  rec- 
ommended. It  is  of  the  utmost  importance  to 
start  the  treatment  immediately  if  the  history, 
physical  examination  or  spinal  fluid  findings 
strongly  suggest  a diagnosis  of  tuberculous  men- 
ingitis. If  the  patient’s  condition  does  not  per- 
mit oral  medication,  the  INH  and  PAS  may  be 
given  parenterally,  initially. 

Genitourinary  Tuberculosis 
Genitourinary  tuberculosis  responds  very  well 
to  combined  drug  therapy  including  INH,  SM 
and  PAS  in  dosage  as  recommended  for  pul- 
monary tuberculosis.  The  drug  should  be  ad- 
ministered for  18  to  24  months.  Recent  re- 
ports from  the  veterans’  administration  — armed 
forces  study  indicate  that  long-term  therapy  with 
INH,  SM  and  PAS  is  very  often  definitive  in  such 
cases  and  the  need  for  surgical  intervention  is 
becoming  surprisingly  less  frequent. 

Tuberculosis  in  Childhood 
The  committee  recommends  that  all  children 
with  active  primary  tuberculosis  should  receive 
antimicrobial  therapy.  The  complications  such 
as  miliary  and  meningeal  tuberculosis  which 
sometimes  occur  in  primary  disease  have  sharp- 
ly'declined  since  the  advent  and  use  of  INH. 
Consideration  should  be  given  to  the  treatment 
of  recent  tuberculous  converters,  particularly  in 
children  under  four  years  of  age.  In  children 
with  active  tuberculosis,  the  physician  should 
always  be  on  the  alert  for  the  development  of 
miliary  or  meningeal  tuberculosis.  The  ap- 
proximate dosages  of  the  antituberculosis  drugs 
for  children  are  as  follows:  SM  30  to  40  mg./kg. 
twice  weekly,  INH  10  to  16  mg./kg./day  and 
PAS  200  mg./kg./day.  Children  tolerate  higher 
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dosages  of  INH  well  and  administration  of 
pyridoxin  is  nsnally  not  needed  to  prevent  toxic- 
ity. 

Other  Forms  of  Tuberculosis 
When  the  disease  involves  such  organs  and 
tissues  as  the  larynx,  month,  lymph  nodes, 
trachea,  bronchi,  GI  tract  and  bone  it  is  best 
treated  by  long  term  combined  chemotherapy 
using  one  of  the  regimens  recommended  for  pul- 
monary tuberculosis. 

Tuberculous  Pleurisy  with  Eff  usion 
Tbis  condition  should  be  treated  as  a case 
of  active  pulmonary  tuberculosis  with  long  term 
continuous  combined  chemotherapy  for  a year 
or  more.  This  recommendation  also  applies  to 
the  so-called  idiopathic  pleurisy  with  effusion 
patients  with  a positive  Mantoux  even  though 
careful  studies  fail  to  reveal  presence  of  tubercle 
bacilli  in  the  pleural  fluid.  Experience  has 
shown  that  in  such  cases  the  etiology  is  usu- 
ally tuberculous  and  should  be  treated  as  such 
in  order  to  avoid  reactivation  later. 

Steroid  Therapy  in  Tuberculosis 
The  exact  role  of  cortisone  and  related  com- 
pounds in  the  management  of  infectious  diseases 
is  undefined.  However,  the  greatest  difference 
of  opinion  regarding  the  place  of  steroids  exists 
in  the  field  of  tuberculosis.  Some  have  felt  that 
this  form  of  therapy  is  always  contraindicated 
while  others  have  recommended  its  use  under 
certain  specific  circumstances.  Some  of  the 
tissue  damage  and  clinical  manifestations  in  tu- 
berculosis are  due  to  an  exaggerated  interaction 
between  sensitized  tissue  and  tuberculoprotein. 
Corticosteroids  may  suppress  this  overactive 
defense  mechanism  with  a resulting  decrease 
in  the  manifestations  of  illness.  In  patients  seri- 
ously ill  with  tuberculosis  of  long  duration, 
there  is  evidence  of  adrenocortical  hypofunc- 
tion.  Steroid  therapy  used  with  concomitant 
antituberculosis  chemotherapy  often  effects  strik- 
ing symptomatic  improvement.  Thus,  without 
anticipating  any  change  in  the  ultimate  outcome, 
the  use  of  steroids  would  appear  to  be  justified, 
if  only  for  its  symptomatic  effect,  in  patients 
hopelessly  ill  with  advanced  tuberculosis.  In 
acute  forms  of  tuberculosis  associated  with  sev- 
ere clinical  illness,  steroids  may  be  helpful.  This 
is  especially  true  of  miliary  and  meningeal  tu- 
berculosis. In  the  latter  condition,  prevention 
and  relief  of  cerebrospinal  fluid  block  has  been 
attributed  to  steroids. 


BED  REST  IN  PULMONARY 
TUBERCULOSIS 

Report  of  the  sub-committee  on  Bed  Rest  in 
Pulmonary  Tuberculosis 
HERE  has  been  some  moderate  relaxation  in 
the  strictness  of  the  application  of  bed  rest  in 
the  treatment  of  pulmonary  tuberculosis  since 
the  advent  of  anti-tuberculosis  chemotherapy, 
but  it  is  generally  considered  as  a basic  require- 
ment of  therapy.  This  is  true  in  spite  of  delib- 
erate programs  in  some  areas  to  de-emphasize 
the  importance  of  bed  rest  for  the  purpose  of 
investigation. 

In  discussions  of  the  treatment  of  tuberculosis, 
the  intense  interest  in  methods  of  use  of  the 
various  drugs  has  occupied  the  attention  of  the 
phthisiologist  to  such  a degree  that  little  has 
been  said  about  the  need  of  rest  as  a basic  part 
of  therapy.  To  the  men  in  active  practice  of 
chest  diseases,  this  need  is  generally  understood 
and  accepted,  but  to  the  person  who  casually 
reviews  the  literature,  it  is  easy  to  gain  an 
erroneous  impression  regarding  the  over-all  pro- 
gram of  tuberculosis  treatment.  Since  an  in- 
creasing amount  of  tuberculosis  is  being  cared 
for  by  those  not  specially  trained  in  this  dis- 
ease, the  lack  of  information  regarding  the 
whole  treatment  pietnre  can  lead  to  disastrous 
results.  It  is  the  feeling  of  this  committee  that 
a strong  statement  should  be  made  reaffirming 
the  importance  of  bed  rest  and  its  proved  value 
in  the  regimen  of  tuberculosis  treatment  and 
that  this  statement  should  receive  the  widest 
possible  attention.  It  is  believed  that  bed  rest 
should  be  maintained  until  the  lesion  is  stabil- 
ized, as  indicated  by  bacteriologic,  x-ray,  and 
clinical  evidence. 

This  committee  also  wishes  to  reaffirm  the 
desirability  of  at  least  starting  the  patient’s  care 
under  sanatorium  conditions  for  the  purpose  of 
patient  indoctrination,  the  evaluation  of  his  clin- 
ical problem,  and  the  initiation  of  the  various 
therapies. 

Sub-committee  on  Bed  Rest  in  Pulmonary 
Tuberculosis 

Buford  H.  Wardrip,  San  Jose,  Calif.,  chairman 
Thomas  C.  Heaton,  Toronto,  Canada 
Leon  H.  Hirsh,  Milwaukee,  Wis. 

Daniel  Jackson,  Houston,  Texas 
John  S.  Packard,  Milton,  Pa. 

Harry  Shubin,  Philadelphia,  Pa. 

Ciles  H.  Wolverton,  Dayton,  Ohio 
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In  Ireland,  too,  Pentothal  is  used  almost  constantly 


With  Pentothal  Sodium,  there  is  no  prolonged  induction  period. 

, Recovery  is  smooth,  rapid,  because  there  is  little  drug  to  be  detoxified. 
And  Pentothal  is  economical  because  the  total  dosage  to  achieve 
the  desired  levels  of  anesthesia  is  small.  More  than  2800  published 
reports,  over  23  years  of  use . . . make  it  an  “agent  of  choice” 
wherever  modem  intravenous  anesthesia  is  practiced.  LtuAJOtt 

PENTOTHAL  Sodium 

(Thiopental  Sodium  for  Injection,  Abbott)  712261 
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THE  PHYSICIAN  LOOKS  AT  THE 
PHARMACEUTICAL 
MANUFACTURER  — AND 
VICE  VERSA 

By  Edmund  R.  Beckwith,  Jr.* 

V 

1 OU  will  expect  me  to  say  I am  privileged  to 
be  here.  You  will  expect  me  to  say  I am  happy 
to  be  here.  But  you  may  wonder  if  I really 
mean  it.  The  fact  is  that  I do. 

It  is  a rare  opportunity  that  any  of  us  has 
to  reflect  beyond  the  immediate  horizons  of  our 
daily  pressures.  The  invitation  to  be  here  has 
forced  me  into  both  subjective  and  objective 
reflection  about  our  entire  public  health  indus- 
try. Thus,  I have  already  gained  much  from 
your  generous  invitation; 

But  I am  grateful,  too,  for  the  occasion  to 
demonstrate,  I hope,  that  those  of  us  who  rep- 
resent the  pharmaceutical  manufacturer  are 
human,  possessed  of  human  wisdom  and  human 
limits  of  judgment,  are  maybe  even  a bit  likable, 
and  above  all  are  continuously  concerned  with 
you  and  with  your  problems. 

You  as  individuals  may  well  have  complaints 
about  the  operations  of  individual  phannaceu- 
tical  companies  or  about  them  as  a group.  We 
must  always  be  sensitive  to  your  feelings.  We 
must  be  aware  of  the  reasons.  And  then  we 
are  faced  with  the  critical  problem  of  evaluating 
what  these  criticisms  mean  to  us  as  business  men. 

If  you  will,  please  take  special  note  of  that 
word.  Most  people  who  share  in  the  \ ital  deci- 
sions of  a pharmaceutical  company  are  busi- 
ness men.  True,  some  are  physicians  by  train- 
ing, some  are  physiologists,  some  are  something 
else.  But  essentially  the  decisions  to  be  made 
are  business  decisions. 

If  to  make  a profit  were  the  only  premise,  our 
task  would  be  a good  deal  more  simple.  But 
there  are  two  important  qualifications.  The  first 
is  this;  With  no  exceptions  of  which  I am  aware 
— if  it  isn’t  good  medicine,  it  isn’t  good  business 
either.  Secondly,  there  is  coming  more  and 
more  a responsibility  upon  the  manufacturer  for 
activities,  expenditures,  and  foresight  in  public 
health  areas  which  are  not  directly  related  to 
the  manufacture  and  sale  of  drugs.  For  those 
whose  companies  are  international  in  scope,  this 
is  rapidly  becoming  a most  pressing  matter. 

“President  of  Crookes-Barnes  Laboratory.  Delivered  before  the 
Medical  Society  of  Union  County,  N.  J.  Reprinted  by  permission. 


The  hard  core  remains  that  we  are  in  business 
and  that  the  game  is  to  make  a profit  this  year 
bigger  than  last,  and  next  year  bigger  than 
this.  But  we  must  do  it  within  the  context  of 
these  two  profound  qualifications. 

Our  relationships  touch  many  groups  of  peo- 
ple: the  wholesale  druggist,  the  administrative 
staffs  of  hospitals,  the  government,  the  retail 
pharmacist,  the  physician,  the  patient.  The  most 
important  of  these,  both  to  you  and  to  us,  is 
the  patient. 

I hope  that  you  wil  bear  in  mind  that  each 
of  us  is  a prisoner  of  his  own  experience.  Hence, 
much  of  what  I will  have  to  say  evolves  from 
my  own  firsthand  knowledge  of  what  we  may 
do  as  one  organization  or  from  direct  observa- 
tion of  what  our  competitors  are  doing.  I will 
merely  let  that  general  qualification  apply  to 
everything  from  here  on. 

Seven  Points 

Because  you  are  the  funnel  through  which  all 
of  our  activities  must  pass,  we  would  be  unwise, 
indeed,  if  we  did  not  attempt  continuously  to 
understand  your  problems,  to  understand  your 
thinking,  to  adjust  ourselves  to  changes  in  both. 
There  are  many  mechanisms  available  to  us. 
Sometimes  the  problem  is  that  we  have  too 
much  information  or  that  we  have  contradic- 
tory information,  or  that  we  don’t  understand 
the  implications  of  what  we  have.  We  are  keen- 
ly aware  of  many  of  your  complaints.  I have 
selected  seven  to  discuss  that  seem  most  impor- 
tant to  me: 

1.  Promotion  is  too  expensive. 

2.  Drug  prices  are  high  and  are  too  variable. 

3.  There  are  too  many  similar  products. 

4.  Information  reaches  the  public  too  soon. 

5.  Drugs  should  not  be  sold  over  the  retail 
pharmacy  counter,  but  only  on  prescription. 

6.  The  manufacturer  makes  exaggerated 
claims. 

7.  Manufacturers  make  too  much  money. 

Now,  let’s  take  these  one  at  a time:  One  might 

say,  “Cut  down  pharmaceutical  promotion  and 
lower  the  price  to  the  patient.”  In  principle, 
this  may  be  right.  But  this  assumes  on  one  hand 
that  less  promotion  would  produce  the  same 
sales  and  on  the  other  that  those  of  us  respon- 
sible for  the  promotion  of  drugs  know  far  more 
than  we  do.  We  are  still  trying  to  find  out 
what  the  relative  values  are  and  what  the  chang- 
ing relationships  are  of  money  spent  in  direct 
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mail,  or  in  journal  advertising,  or  in  television, 
or  in  films,  or  in  increased  numbers  of  pharma- 
ceutical detailmen,  or  in  the  numbers  of  sam- 
ples that  we  use,  or  in  the  form  of  those  samples. 
We  are  learning  much.  Some  of  it  is  discourag- 
ing. 

We  know,  for  example,  that  you  frequently 
criticize  us  for  samples  which  are  too  small. 
And,  let  me  say  here  that  the  size  of  our  sample 
budgets  is  a matter  of  tremendous  concern  to 
all  of  us.  There  is  waste  and  we  know  it.  But 
we  know  from  actual  testing  that  despite  your 
criticism,  larger  samples  do  not  usually  produce 
enough  additional  business  to  warrant  the  cost. 

You  criticize  us  for  too  many  pieces  of  direct 
mail  on  the  same  product.  And  yet  we  are  faced 
with  demonstrations  from  our  own  testing  that 
the  quality  of  the  direct  mail  is  often  less  im- 
portant than  the  frequency  with  which  it  is 
mailed. 

Availability  of  the  material  is  often  the  most 
important  factor.  You  may  recall  the  story  of 
the  chorus  girl  who  was  asked  what  reading  ma- 
terial she’d  prefer  if  marooned  on  a lonely  island. 
Her  answer:  “A  tattooed  sailor.” 

The  reading  material  may  have  been  less  than 
classic,  but  at  least  it  was  at  hand.  So  goes 
direct  mail  at  times. 

We  are  disturbed  that  golf  outings  or  fish- 
ing parties  given  by  some  companies  increase 
sales  of  their  drugs.  We  are  distressed  that 
the  paper  weight  or  letter  opener  seems  to  pro- 
duce sales.  We  would  be  far  more  comfortable 
if  so  often  it  did  not  appear  that  methods  that 
sell  soap  also  sell  drugs. 

Two  Generalities 

For  those  of  us  who  would  like  to  see  phar- 
maceutical promotion  on  a completely  profes- 
sional plane,  there  is  still  the  need  to  face  the 
fact  that  we  may  have  actually  been  underpro- 
moting useful  drugs.  As  time  goes  on,  our 
allocations  of  promotional  expenditures  become 
more  and  more  precise.  But,  we  are  far  from, 
and  in  my  estimation  may  never  reach,  the  point 
at  which  a precise  formula  will  replace  experi- 
enced judgment  and,  hence,  some  measure  of 
error. 

Before  leaving  this  question,  perhaps  two  gen- 
eralities would  be  helpful.  The  first  is  the  fact 
that  even  an  important  new  drug  will  not  be 
used  if  it  is  not  promoted.  One  could  go  further 
and  say  that  an  important  new  drug  will  not  be 


used  unless  the  promotion  is  skillful.  Hence, 
less  promotion  is  not  likely  to  produce  the  same 
sales  effect. 

The  second  generality  is  this:  Lowered  pro- 
motion costs  would  usually  result  in  lower  sales, 
consequently  in  higher  per  unit  manufacturing 
costs,  and  virtually  no  saving  to  the  patient. 

Now,  we  often  hear:  “Drugs  cost  too  much  and 
prices  vary  too  much.”  It  would  be  wrong  not 
to  agree  that  in  some  cases  this  is  true.  The 
industry  is  vulnerable,  in  my  opinion,  because  of 
one  or  two  situations.  Your  pressure  and  the 
pressure  of  the  patient  may  in  time  correct  this. 
If  it  does,  it  will  be  a favor  to  us  all. 

In  general,  however,  drugs  are  not  too  ex- 
pensive. The  average  prescription  price  for  one- 
half  billion  prescriptions  filled  last  year  was 
$2.63.  Drugs,  taken  as  a generic  term,  are  not 
too  expensive. 

Most  of  the  drugs  for  which  you  write  pre- 
scriptions are  post-World  War  II  developments. 
In  terms  of  the  research  expenditures  behind 
them,  they  are  not  expensive,  any  more  than  the 
cost  of  an  office  visit  is  not  expensive  in  terms 
of  the  money  you  have  invested  in  your  prepara- 
tion (or  education).  The  average  annual  in- 
vestment for  all  of  the  principal  pharmaceutical 
manufacturers  is  5 per  cent  of  their  net  sales  or 
equivalent  to  about  half  of  their  net  profits. 
In  a number  of  cases,  companies  are  spending 
10  cents  of  every  incoming  dollar  on  research 
and  figure  their  gambles  at  odds  of  50  to  1. 

Now,  prices  to  the  patient  do  vary  widely. 
Here’s  an  interesting  example:  In  shopping  one 
of  our  products  in  48  retail  stores,  our  first 
objective  was  to  find  out  whether  these  stores 
dispensed  the  drug  exactly  as  it  was  prescribed. 
Incidentally,  they  all  did.  For  24  tablets,  which 
cost  the  pharmacist  $1,  the  range  of  prices 
charged  to  the  patient  was  from  $1.10  to  $2.50. 
The  most  remarkable  thing  is  that  26  stores 
charged  below  a reasonable  mark-up  (and,  in- 
cidentally, lost  money  on  the  transaction ) . 
Eighteen  charged  a reasonable  price.  Only  four 
priced  the  prescription  exhorbitantly.  We  have 
seen  this  pattern  repeatedly. 

Prescription  prices  vary  for  several  reasons. 
The  pharmacist  is  an  individual  professional 
operator.  He  is  entitled  to  charge  what  he 
thinks  he  must  to  stay  in  business.  Some  phar- 
macists, like  some  manufacturers,  like  some  phy- 
sicians, are  not  as  good  business  men  as  they 
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should  be.  The  exorbitant  price  is  probably 
as  often  a reflection  of  poor  business  practice 
as  it  is  of  greed. 

Pots  and  Pans  Pay 

Prices  vary  also  depending  on  the  type  of 
store  and  the  location.  It’s  a curious  thing  that 
you  as  physicians  would  like  to  see  pharmacies 
of  almost  a completely  professional  character 
without  the  pots  and  pans,  the  chow  mein,  the 
luggage,  the  children’s  toys,  phonograph  rec- 
ords, and  the  like.  However,  the  more  nearly 
a store  approaches  what  you  would  like  it  to 
be,  the  more  the  pharmacist  is  faced  with  em- 
ploying only  professional  personnel  and  with 
stocking  only  expensive  inventories  that  turn 
over  less  rapidly.  Hence,  the  more  the  store  is 
what  you  wish,  the  higher  its  prescription  prices. 

Let  me  demonstrate:  The  super  market  might 
buy  a loaf  of  bread  for  19  cents  and  charge  21 
cents.  This  is  a 10  per  cent  mark-up.  But  be- 
cause of  his  traffic  studies,  this  operator  can 
estimate  very  closely  the  actual  amount  of  bread 
he  will  sell  each  day  in  the  week.  And,  if  he 
doesn’t  sell  it,  the  baker  takes  it  back  anyway 
and  he  doesn’t  have  to  pay  for  it.  The  next  day 
he  spends  the  same  19  cents  for  another  loaf  and 
at  the  end  of  the  week  he  has  made  12  cents 
on  that  one  investment  — made  six  times.  This 
is  rapid  turnover  — several  times  a week  — at 
a low  mark-up. 

Drugs,  however,  stay  on  the  shelf  until  you 
prescribe  them.  What’s  more,  while  the  super 
market  stocks  only  a few  brands  — only  the 
fast-selling  brands  — to  provide  you  with  good 
service,  the  pharmacist  carries  both  the  drug 
brands  you  prefer,  and  the  brands  your  colleague 
down  the  street  prefers,  even  if  you  should  pre- 
scribe an  item  but  once  a year. 

The  average  pharmacy  can  count  on  a turn- 
over of  its  stock  a little  less  than  twice  a year. 
The  average  store  carries  about  8,000  items.  The 
sanitary  products,  the  cosmets,  the  perfumes  all 
help  to  pay  the  overhead  of  electric  light  bills, 
insurance,  and  rent.  But  the  professional  store 
which  does  not  carry  such  items  must  depend 
upon  higher  prescription  prices  to  offset  high 
wages  and  slow  turnover  of  stock. 

You  are  sometimes  critical  of  “Too  many 
similar  products  on  the  market.”  Unfortunately, 
you  are  more  right  than  you  know.  Let’s  take 
as  a starting  premise  the  fact  that  you  would 
not  like  to  have  this  solved  by  government  regu- 


lation. Then,  we  have  got  to  consider  this  as 
a problem  of  the  market  place.  There  are  too 
many  reserpines.  As  a matter  of  fact,  there 
may  be  100.  There  are  88  thyroids  available. 
There  are  200  antacids  in  your  Physician’s  Desk 
Reference.  There  are  so  many  multiple  vitamin 
products,  I have  no  idea  what  the  actual  total 
is.  I am  reminded  of  the  fact  that  when  one 
research  organization  was  doing  studies  of  the 
vitamin  market  for  a substantial  number  of 
clients,  one  of  the  clients  remarked  in  exaspera- 
tion: “The  only  people  making  money  on  vita- 
mins are  you  people  who  measure  the  sales.” 

Last  year  there  were  about  480  new  products 
or  additional  dosage  forms  put  on  the  market. 
Less  than  10  per  cent  of  these  will  be  commer- 
cial successes.  We  are  all  getting  more  cautious 
in  each  succeeding  year  in  the  introduction  of 
new  products  because  the  odds  are  fantastically 
against  their  success,  and  because  the  cost  is 
getting  to  be  so  great.  A new  product  to  us 
today  may  represent  a half  million  to  a million 
dollar  marketing  decision,  and  this  we  cannot 
take  lightly. 

Healthful  Competition 

This  competition,  however,  of  similar  prod- 
ucts keeps  the  industry  healthy,  allows  you  to 
change  from  the  product  of  one  company  to 
that  of  another,  and,  if  you  will,  keeps  us  all 
virtuous.  This  may  be  a wasteful  system,  but 
so  is  the  system  that  has,  73  medical  schools 
competing  for  faculty,  students  and  grants,  and 
so  is  the  system  that  has  individual  state  health 
departments  and  individual  municipal  govern- 
ments. If  we  did  not  have  this  kind  of  system, 
you  would  not  have  two  companies  battling  each 
other  for  your  prescriptions  of  a similar  chem- 
ical. You  would  not  have  us  embroiled  in  a 
thousand  ways  with  our  competitors.  We  would 
get  soft.  We  would  probably  over-price  and 
under-promote.  Our  incentive  would  be  re- 
duced to  do  research  in  new  fields,  or  to  im- 
prove the  products  we  already  have. 

Don’t  misunderstand  me.  Even  the  cruel  dis- 
cipline of  the  market  place  will  never  com- 
pletely resolve  this  problem.  My  thesis  to  you 
would  be  that  the  waste  is  worth  the  benefit, 
for  year  by  year  it  forces  our  judgment  to  be 
more  perceptive  and  more  precise. 

You  charge  us  with  “publicity  that  reaches  the 
newspapers  and  radio,  or  television  too  soon 
and  too  spectacularly.”  To  this  we  must  plead 
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guilty.  We  are,  as  an  industry,  infants  in  the 
1 realm  of  publicity  and  public  relations.  Our 
j own  organization  has  been  faced  with  this  for 
1 a number  of  years  and  almost  daily  we  are  con- 
j fronted  with  new  problems.  I was  appalled 
j to  read  in  a national  magazine  not  long  ago  a 
statement  attributed  to  three  physicians  from 
one  of  our  most  respectable  research  centers 
involving  a chemical  with  which  we  are  inti- 
mately connected.  The  clinical  work  is  so  pre- 
mature we  don’t  believe  it  ourselves.  And  yet 
this  tipped  into  the  public  domain  and,  inci- 
dentally, to  our  competitors. 

We  were  not  at  fault,  and  frankly,  I don’t 
think  the  physicians  involved  were  either.  Nor 
am  I leading  up  here  to  a condemnation  of 
science  writers,  for  I have  a very  high  respect 
for  their  ability  and  their  integrity. 

The  question  of  the  public’s  right  to  medical 
knowledge  is  a difficult  one.  In  1923,  all  con- 
sumer magazines  combined  ran  a total  of  30 
medical  articles,  19  of  them  on  TB.  In  1953, 
just  30  years  later,  there  were  299  medical  ar- 
ticles and  scientific  pieces  in  national  maga- 
zines. This  kind  of  copy  sells,  not  because  the 
editors  wish  it  that  way,  but  because  the  public 
is  insatiable. 

Whereas  we  as  manufacturers  have  had  in 
the  last  20  years  to  become  accustomed  to  and  to 
accept  the  regulations  imposed  upon  us  by  the 
federal  government,  and  therefore  to  live  in  a 
fishbowl  of  inspection,  the  physician,  too,  is  hav- 
ing to  become  accustomed  to  the  fishbowl  of 
public  scientific  interest  and  knowledge. 

Do  we  as  manufacturers  use  these  avenues 
to  excess?  Yes,  I think  that  we  are  perhaps 
inclined  to.  But  there  is  no  solution  for  this 
except  the  individual  experience  of  the  individual 
manufacturer.  One  company  made  a public 
relations  mistake  five  years  ago  — an  innocent 
one.  It  was  an  act  of  good  faith  and  naivete. 
Since  then,  this  bitter  mistake  has  cost  an 
estimated  $2  million  in  sales.  Believe  me,  I 
doubt  that  organization  will  ever  be  guilty 
again  of  a similar  error. 

Together  we  must  face  two  simple  facts.  One: 
People  want  scientific  reading  material.  They 
will  get  it  one  way  or  another.  All  of  us  are 
better  off  giving  them  good  material  than  leav- 
ing this  to  chance.  Medical  societies  all  over 
the  country  are  now  following  this  course  of  tak- 
ing an  adult  public  into  their  confidence.  Two: 
Although  it  may  seem  cumbersome  and  slow  to 


you,  where  a manufacturer  is  guilty  of  excess, 
he  will  eventually  pay  the  price  and  he  will  learn 
his  lesson. 

Labeling 

You  frequently  express  strong  reactions  about 
the  labeling  of  some  products.  You  would  pre- 
fer to  see  the  drugs  you  use  with  a “prescrip- 
tion legend  only.”  Sometimes  we  are  faced 
with  criticism  so  strong  that  you  cease  pre- 
scribing products  when  you  discover  that  they 
may  be  purchased  over-the-counter.  Fortunately 
this  is  one  spot  where  the  answer  is  quite 
simple. 

The  Durham-Humphrey  law,  under  which  the 
food  and  drug  administration  operates,  and  the 
food  and  drug  administration  regulations  make 
our  situation  quite  clear.  A drug  which  can  be 
labeled  with  adequate  directions  which  will 
make  it  safe  for  the  layman  to  purchase  and 
to  use  without  a physician’s  advice  must  be 
labeled  for  over-the-counter  sale.  A drug  which 
cannot  be  used  by  the  layman  without  a phy- 
sician’s diagnosis  and  instructions,  must  be  label- 
ed with  a prescription  legend.  It  is  the  manu- 
facturer’s decision,  but  not  his  choice. 

Now,  an  interesting  aspect  of  this  is  that  the 
decision  rests  with  the  manufacturer.  This  is 
in  keeping  with  our  American  philosophy  of  gov- 
ernment. The  food  and  drug  administration  is 
not  a top  sergeant  empowered  to  dictate  each 
step  a manufacturer  takes.  The  food  and  drug 
administration  is  a policeman  empowered  to 
enforce  the  law  when  the  law  is  broken.  This 
distinction  is  most  important. 

In  actual  operation,  we  on  occasion  have  been 
requested  to  change  the  legend  on  drugs  of 
our  manufacture  to  over-the-counter.  When 
we  have  been  requested  to  do  so,  we  are  in 
the  same  position  as  the  automobile  driver  who 
is  told  he  cannot  park  so  close  to  a fire  plug. 
He  can  refuse  to  move  and  later  argue  it  out  in 
court,  or  he  can  move. 

The  labeling  on  a product  is  the  result  of  the 
most  careful  consideration  as  to  its  safety  in  the 
hands  of  the  layman.  We  cannot  choose  the 
labeling  for  some  supposed  economic  gain. 

You  accuse  us  of  exaggerated  claims.  An- 
other way  of  saying  this,  and  perhaps  a more 
kindly  way  from  the  manufacturer’s  point  of 
view,  is  that  you  accuse  us  of  basing  claims  on 
inadequate  evidence.  On  occasion,  it  turns  out 
that  you  are  right. 
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Let’s  assume  on  one  hand  that  some  of  us  are 
occasionally  guilty  of  promising  performance 
from  a drug  which  it  can’t  provide.  The  solu- 
tion is  for  you  to  register  your  feelings  directly 
with  the  manufacturer.  You  would  be  sur- 
prised to  hear  how  few  letters  physicians  write 
expressing  doubt  in  this  area. 

But  there  is  an  aspect  here  of  considerable 
intellectual  interest.  We  have  become  so  ac- 
customed to  coming  to  you  with  reprints,  ab- 
stracts, fragmentary  reports  of  work  done  by 
physicians  in  research  centers  or  medical  schools, 
that  you  have  been  acclimatized  to  believe  only 
reports  of  other  physicians.  What  this  really 
means  is  that  you  don’t  believe  us. 

The  blame  is  on  us.  But  the  fact  is  that  we 
should  always  have  more  information  than  ap- 
pears in  any  one  report  or  even  in  all  the  pub- 
lished reports  about  a drug,  for  by  the  nature  of 
our  clinical  research  operations,  we  collect  hun- 
dreds of  case  histories  in  the  form  of  personal 
communications  and  unpublished  reports  from 
other  physicians. 

I don’t  know  the  answer  to  this,  but  I find  it 
intensely  disturbing.  I hope  that  in  the  next  few 
years  we  can  so  conduct  our  businesses  that  we 
can  reverse  this  situation.  It  hurts  our  pride  to 
be  accused  of  making  claims  based  on  inade- 
quate information  when  actually  we  have  far 
more  than  we  are  able  to  disclose. 

This  is  no  time  for  excuses,  but  this  problem 
is  a most  intricate  one.  For  example,  just  a 
few  weeks  ago  there  was  in  Washington  a large 
meeting  of  clinicians,  government  people  and 
manufacturers  to  discuss  a mammoth  study  of 
trancpiilizing  drugs.  Most  important  point  to 
come  out  of  three  hard  days’  work:  The  clin- 
icians could  not  suggest  benchmarks  which  they 
themselves  would  consider  valid.  It  is  always 
extremely  difficult  to  establish  firm  criteria  and 
to  get  any  two  physicians  to  deal  with  a clinical 
problem  in  exactly  the  same  way.  And,  of 
course,  it  is  sometimes  nearly  impossible  to  say 
at . the  outset  what  it  is  precisely  that  one  is 
searching  for,  or  else  it  wouldn’t  be  searching. 

Matter  of  Pride 

Despite  the  difficulties,  it  hurts  our  pride 
to  be  in  a position  in  which  you  don’t  believe 
us.  And  whether  we  can  ever  get  to  the  posi- 
tion where  you  feel  that  if  company  A says  some- 
thing, it  must  be  right,  or  if  company  B says 


something,  it  can’t  possibly  be  otherwise,  then 
we  will  have  accomplished  a great  deal.  This 
will  come  about  possibly  if  you  continue  to  dis- 
tinguish between  those  companies  whose  words 
you  trust  and  those  you  don’t.  I think  it  would 
be  well  if  more  and  more  you  drew  this  distinc- 
tion, and  if  you  registered  your  complaints  di- 
rectly and  forcefully. 

Now  this  is  possibly  the  touchiest  of  all  sub- 
jects: You  say  we  are  making  too  much  money. 
In  some  cases  — in  some  years  — this  is  true. 
However,  the  bonanza  years  of  a few  companies 
tend  to  obscure  the  general  picture. 

Let’s  assume  for  the  moment  that  a given 
company  introduces  a new  drug.  The  prepara- 
tion may  be  such  a departure  from  previous 
therapeutic  items  that  it  will  take  two  or  three 
years  for  competitors  to  catch  up.  Even  such 
a drug  will  not  begin  rapidly,  but  by  the  second 
year  will  be  selling  in  very  high  volume.  By 
the  third,  it  may  be  truly  of  magnificent  propor- 
tions. 

The  company  fortunate  enough  to  find  such 
a drug  will  normally  expand  its  promotional  ef- 
fort, its  manufacturing  effort,  and  its  research 
effort.  But  it  would  be  most  unwise  to  expand 
more  than  a limited  amount  in  relation  to  the 
climb  of  sales.  One  would  be  foolish  to  take  on 
fixed  expenditures  when  the  likelihood  is  that 
not  more  than  one,  or  two,  or  three  bonanza 
years  can  be  counted  on.  This  does  not  mean 
that  in  those  years  the  profits  of  that  one  com- 
pany are  too  high  when  regarded  as  a percen- 
tage of  sales. 

There  is  another  factor  also.  In  some  cases, 
sheer  good  management  of  a business  has  creat- 
ed a profit  structure  which  becomes  a bear 
by  the  tail.  One  company  I know  of,  by  the 
change  of  its  distribution  policies  has  dramatic- 
ally changed  its  profit  structure.  Four  years 
ago,  it  cost  that  company  $1,150,000  for  all  of 
the  processes  involved  in  receiving  an  order, 
editing  it,  tabulating,  packing,  shipping  and  col- 
lecting. It  cost  this  much  when  the  sales  vol- 
ume was  $10  million.  Three  years  later  when 
the  sales  volume  had  risen  to  $20  million,  the 
cost  for  these  same  functions  had  been  reduced 
to  $850,000.  To  me,  this  is  another  way  of  say- 
ing that  skillful  management  of  its  distribution 
had  increased  the  net  profit  on  $20  million  of 
sales  by  $1.5  million  before  taxes.  Others  have 
since  1950  dramatically  affected  their  profits 
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by  the  same  kind  of  management. 

Now,  what  can  be  done?  Lower  the  prices 
of  all  products  in  the  line?  Possibly.  Invest 
more  heavily  for  the  future  in  terms  of  promotion 
and  research?  This  is  a better  solution.  But 
then  there  are  limits  to  how  much  money  one 
can  invest  wisely.  Frankly,  on  a $2  million 
research  budget,  one  could  not  quickly  add  $1 
million  without  tremendous  waste.  Expansion 
must  be  built  slowly. 

If  one  cuts  prices,  the  means  for  investment 
in  the  future  are  removed.  If  one  builds  slowly, 
two  or  three  years  of  unusual  profits  result. 

This  is  the  problem,  but  in  any  one  year  it 
exists  for  only  a handful  of  individual  compan- 
ies. For  all  but  a few  of  the  200  companies  in 
the  industry,  the  normal  year  will  show  moderate 
net  figures  at  the  end  of  the  calendar.  Our  big- 
gest manufacturers  in  other  industries  make  15 
per  cent  after  taxes.  Many  manufacturing  com- 
panies do  as  well  or  do  better.  A pharmaceutical 
company  which  annually  gambles  from  five  to  10 
per  cent  of  its  sales  dollar  on  research  is  cer- 
tainly entitled  to  do  as  well  if  it  can. 

Now,  there  are  many  other  problems  that  irri- 
tate you.  You  will  notice  that  I have  not  even 


mentioned  the  detailman.  I have  not  mentioned 
the  problem  of  the  names  of  drugs.  I have  not 
mentioned  the  fact  that  sometimes  we  fall  prey 
to  what  looks  like  good  consumer  advertising, 
but  which  has  little  relationship  to  the  clinical 
problem.  There  are  many  other  points,  but  these 
seven  I think  are  the  critical  ones. 

There  are  no  easy  solutions.  A great  deal 
of  the  trouble  stems  from  the  fact  that  we,  too, 
are  human  and  that  despite  the  scientific  atti- 
tudes with  which  we  approach  our  clinical 
problems  and  our  marketing  problems,  the  fun- 
damental is  still  one  of  human  judgment.  In 
this  area,  perfection  is  simply  too  much  to  ask. 

It  is  a pleasure  to  be  with  you.  I hope  that 
at  least  one  factor  has  shown  through  and  that 
is  that  we  are  acutely  sensitive  to  your  wishes, 
to  your  feelings,  and  to  what  we  hope  will  be 
useful  to  you  in  the  care  of  the  patient.  I would 
come  back  to  one  solid  axiom:  For  most  of  us 
in  the  industry,  if  it  isn’t  god  medicine,  it  isn’t 
good  business.  And  while  we  are  business  men 
engaged  in  the  pursuit  of  expanded  sales  and 
expanded  profits,  we  are  guided  by  the  care  of 
the  patient  as  the  most  important  fundamental 
of  all. 


when  anxiety  and  tension  "erupts” in  the  G.  I.  tract... 

IN  GASTRIC  ULCER 


PATH  I BAM  ATE 

Meprobamate  with  PATHILON®  Lederle 


* 


Combines  Meprobamate  (400  most  widely  prescribed  tranquilizer  . . . helps  control 

the  “emotional  overlay”  of  gastric  ulcer  — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . . with  PATHILON  (25  Wg.)the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 

‘Trademark  ® Registered  Trademark  for  Tridihexethyl  Iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION.  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 


CLINE  PHOSPHATE  COMPLEX 


THE  ORIGINAL  TETRACY 


faster,  more  certain  control  of  infection 


•A  single^  pure  drug  (not  a mixture) 

• High  tetracycline  blood  levels 
•Clinically  ''sodium-free" 

• Equally  effective,  b.i.d.  or  q.i.d. 
•Exceptionally  free  from  adverse  reactions 
•Dosage  forms  for  every  therapeutic  need 


BmSTOL  LABORATORIES  INC.,  SYRACUSE,  NEW  YORK 


Available  for  your  prescription  at  all  leading  pharmacies 
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REPORT  OF  SUBCOMMITTEE  ON  INSURANCE  MEDICAL 

FEE  EQUALIZATION 


T 

1 HE  medical  societies  are  having  increasing 
demands  to  bargain  over  fee  schedules.  The 
federal  government  with  Medicare  for  the  arm- 
ed forces  dependents,  the  state  government  with 
industrial  coverage,  and  now  the  many  compet- 
ing private  insurance  companies  as  well  are  ask- 
ing for  some  uniform  fee  schedule  plan.  The 
physicians’  own  plan,  the  Blue  Shield,  already 
has  a fee  schedule.  To  have  a uniform  fee 
schedule  for  all  plans  would  eliminate  long 
hours  of  work  by  the  society  members.  The 
society  should  therefore  consider  having  a uni- 
form fee  schedule  with  possibly  a single  bar- 
gaining committee.  The  fee  schedule  could  be 
adjusted  to  the  cost-of-living  index  and  changed 
with  the  rise  and  fall  of  the  cost  of  living.  In 
1948  the  automobile  unions  adjusted  their  wage 
scale  to  the  cost  of  living  with  a one  cent  ad- 
justment for  changes  of  1.14  points.  By  1959 
over  eight  million  workers  in  various  industries 
will  have  such  salary  coverage.  Congress  uses 
this  index  as  a guide  to  federal  wage  scales.  It 
is  suggested  that  possibly  every  two  years  the 
fees  be  re-evaluated  and  if  the  cost  of  living 
has  gone  up  more  than  five  points,  the  fee  sched- 
ule should  be  raised  to  keep  the  doctors’  fees 
running  on  a parallel  curve  with  the  cost-of- 
living  index.  This  bargaining  committee  could 
conceivably  consider  special  lower  income  groups 
and  possibly  charge  them  some  fraction  of  the 
agreed  upon  fee  schedule  provided  payment  for 
care  comes  directly  from  the  concurred  group. 
The  same  bargaining  committee  could  hear  re- 
(piests  for  raising  and  lowering  fee  schedules 
and  the  addition  of  new  fees  for  new  operations 
and  procedures  as  they  are  developed  in  the 
medical  profession.  Finally  a single  committee 
could  gain  great  experience  in  bargaining  with 
various  groups.  Some  lay  personnel  could  add 
to  the  committee  effort  by  gathering  informa- 
tion on  a part-time  basis. 

Other  federal  employee  groups  desire  the 
same  Medicare  program  as  provided  for  the 
armed  forces  personnel.  It  is  said  that  the 
postal  workers  are  at  this  time  requesting  such 
coverage.  At  the  present  time  the  federal  gov- 
ernment and  the  state  of  New  York  are  report- 
edly considering  ways  and  means  of  broaden- 
ing the  coverage  of  government  employees 


through  the  use  of  existing  volunteer  health  in- 
surance plans.  The  potential  coverage  here  is 
enormous.  If  this  spreads  to  other  states,  it  is 
easy  to  see  that  a vast  number  of  people  in 
public  employment  will  eventually  be  covered 
by  some  fonn  of  health  insurance.  Recent  news- 
paper stories  from  England  remind  us  that  the 
English  physician  was  verbally  promised  a cost- 
of-living  fee  schedule  increase,  but  this  was 
subsequently  denied  him  by  the  government. 
Most  of  the  doctors  who  have  been  canvassed 
by  this  committee  feel  that  the  present  Medicare 
fee  schedule  is  adequate  or  more  than  adequate. 
The  great  question  is  whether  in  five  years  this 
same  remark  can  be  true.  We  should  plan  ahead 
of  these  trends  to  proteet  ourselves.  Already  the 
armed  forces  are  trying  to  have  state  organiza- 
tions explain  why  fee  schedules  vary  for  the  same 
procedure.  This  is  an  indirect  drive  toward  a 
nationwide  fee  schedule  and  if  allowed,  we  will 
have  the  American  Medical  Association  bargain- 
ing for  all  the  states. 

Hope  For  Adoption 

The  Arizona  State  Industrial  Commission  has 
been  asked  to  recognize  the  relative  value  (fee) 
schedule  adopted  for  Medicare  by  the  armed 
forces  and  in  some  measure  they  have  adopt- 
ed this  fee  schedule.  It  is  hoped  that  in  the 
future  they  will  adopt  it  in  its  entirety.  It 
would  be  much  more  desirable,  in  any  event,  to 
adjust  this  fee  schedule  also  to  the  cost  of  living 
so  that  great  bargaining  hassles  can  be  avoided 
with  the  industrial  commission  in  the  future. 
The  commission’s  payments  for  hospital  care 
have  increased  much  more  rapidly  than  profes- 
sional fees  to  the  doctors.  The  same  economic 
factors  that  raise  hospital  fees  are  in  opera- 
tion in  the  doctor’s  office.  We  should  plan  to 
protect  ourselves  from  this  increase  in  operating 
expense  in  caring  for  government  and  insurance 
protected  groups. 

Representatives  from  private  insurance  com- 
panies claim  that  they  are  being  held  back  in 
their  competition  with  the  federal  and  state  in- 
surance plans  by  their  need  for  some  uniform 
fee  schedule.  Even  if  we  could  agree  to  give 
them  the  same  schedule  given  the  federal  and 
state  governments  they  would  be  in  a competing 
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position.  Anderson  and  Feldman,  in  a recent 
review,  report  that  private  insurance  companies 
nationwide  are  exceeding  the  Blue  Cross  enroll- 
ment and  appear  to  be  increasing  at  even  a 
faster  rate.  This  has  occurred  because  the  pri- 
vate insurance  company  underwrites  two  times 
as  many  people  on  an  individual  basis  as  the 
Blue  Cross  and  Blue  Shield  in  hospital  and  sur- 
gical coverage. 

Finally,  the  Blue  Shield  plan  in  our  own  state 
points  out  the  need  for  changes  in  the  fee  sched- 
ule adjusted  to  the  rising  income  and  cost  of 
living.  We,  at  the  present  time,  have  several  fee 
schedules  in  the  Blue  Shield  pointing  up  the 
fact  that  the  earnings  of  the  subscriber  have 
gone  up  tremendously  since  the  plan  was  ini- 
tiated. A recent  analysis  of  the  Massachusetts 
Blue  Shield  plan  appeared  on  the  editorial  page 
of  the  New  England  Journal  of  Medicine  with 
interesting  figures  in  this  respect.  When  their 
Blue  Shield  program  was  initiated,  an  income  of 
$2,500  was  set  as  a ceiling.  At  the  time,  be- 
tween 1935  and  1939,  this  plan  was  initiated, 
91  per  cent  of  the  wage  earning  groups  had  a 
family  income  of  less  than  $2,500  yearly.  At 
the  present  time  60  per  cent  of  the  families  en- 
joy an  income  of  between  $3,000  and  $15,000. 
Only  nine  per  cent  have  $3,000  or  less  yearly 
income.  The  average  family  income  which  was 
$2,340  in  1930,  had  risen  to  $5,520  in  1955.  This 
is  an  increase  of  136  per  cent.  The  cost  of  liv- 
ing over  a similar  period  increased  about  90 
per  cent.  The  editorial  further  advocated  a new 
fee  schedule  with  cost-of-living  raises  in  the 
future. 

288  Million  Policyholders 

We  are  told  that  now  about  80  per  cent  of 
the  people  admitted  to  local  hospitals  have  in- 
surance coverage  of  some  type.  Some  addi- 
tional statistics  on  a nationwide  basis  along 
this  line  might  be  interesting.  The  insurance 
coverage  for  patients  admitted  to  the  hospital 
since  1941  has  increased  tenfold.  The  surgical 
expense  protection  has  increased  18  times.  Since 
1945,  medical  expense  insurance  has  increased 
14  times.  Estimates  by  the  Health  Insurance 
Council  disclose  that  in  May  1957,  118  million 
people  were  covered  by  hospitalization  insur- 
ance, 103  million  were  covered  for  surgical  ex- 
penses, and  67  million  for  medical  expenses.  I 
think  most  of  us  would  like  to  see  an  even  greater 
number  of  our  patients  covered  by  some  type 


of  insurance  program.  All  of  us  would  agree 
that  it  is  far  better  to  have  this  done  by  pri- 
vate insurance  companies  than  by  the  federal 
government. 

This  committee  should  consider  attaching 
some  type  of  cost-of-living  clause  agreements 
to  all  of  our  insurance  plans.  We  will  cer- 
tainly expect  and  plan  to  take  a smaller  fee  if 
depressions  come  and  by  the  same  token,  we 
should  expect  a larger  fee  schedule  in  times  of 
inflation.  We  have,  in  principle,  established  a 
fee  schedule  when  we  set  a fee  schedule  for 
Medicare,  as  well  as  Blue  Shield  and  the  indus- 
trial commission.  I think  we  should  go  one  step 
further  and  set  a fee  schedule  that  allows  pri- 
vate insurance  companies  to  compete  with  gov- 
ernmental insurance  plans  on  an  equal  basis. 

All  of  our  schedules  with  Medicare,  Blue 
Shield  and  the  industrial  commission,  as  well 
as  arrangements  with  private  insurance  com- 
panies, would  have  inserted  a clause,  for  our 
protection,  based  upon  the  cost-of-living  index. 
No  one  knows  what  the  future  holds,  but  all  of 
these  plans  are  still  fluid.  It  may  not  remain 
so  indefinitely.  Active  efforts  are  being  made 
by  private  insurance  companies  to  create  plans 
to  meet  the  peoples’  needs  and  we  should  con- 
sider means  of  modifying  those  plans  to  meet 
our  needs.  These  companies  are  now  asking  for 
co-operation.  A cost-of-living  index  clause 
might  be  contracted  for  over  a specified  period 
of  years,  for  example,  10  years.  In  this  fashion, 
our  state  society  could  serve  as  a “pilot  study” 
medium  for  the  rest  of  the  country.  In  addition, 
we  would  have  the  opportunity  to  decide 
whether  wo  would  like  to  continue  such  a plan 
in  the  future. 


BROWN  SPRINGS 
47  Deeded  Acres 

On  Early  Arizona  maps,  still  flows  steady  into  meadow 
stream  watering  garden,  fruit  trees,  pasture  for  horses. 
Warm  enough  for  swimming  pool  if  you  wish.  Fishing 
in  all  year  flowing  Verde  River,  hunting  in  nearby  moun- 
tains. Indian  ruins  on  the  place.  Good  all-year  cimate. 
3000'  elevation.  Ideal  for  a distinctive  Estate,  Hunt  Club 
Fisherman's  retreat.  Guest  lodge.  School,  or  We'k-end 
Cabins.  A place  such  as  you  have  dreamed  about  "at  the 
end  of  the  road,"  secluded  yet  accessible  any  time  of  the 
year.  Just  a couple  of  hour's  drive  from  Phoenix  or  Flag- 
staff. $50,000  Terms. 

BEAVER  REAL  ESTATE 
& INSURANCE 

Box  21  Phone  9 
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SOCIAL  SECURITY  AMENDMENTS 
OF  1958 

|.  D.  Hamer,  M.D. 

Introduced:  Aug.  27,  1957.  HR  9467. 

Committee:  Ways  and  Means  of  the  House 
of  Representatives. 

Purpose:  To  amend  the  Social  Security  Act 

to  increase  benefits  under  the  old-age,  survivors, 
and  disability  insurance  programs,  and  to  pro- 
vide insuranee  against  hospital  and  surgical  serv- 
ices for  persons  eligible  for  retirement  benefits. 

Provisions:  This  bill  contains  three  major 

revisions  of  the  present  Social  Security  Act.  It 
would:  (1)  initiate  hospital,  nursing  care  and 
surgical  payments  for  persons  eligible  for  re- 
tirement or  survivorship  benefits  under  OASI; 
(2)  increase  the  earnings  formula  under  which 
persons  would  be  ta.xed  up  to  the  first  $6,000 
of  earnings  (present  limit  is  $4,200);  and  (3) 
increase  dollar  benefits  payable  to  workers,  their 
dependents,  and  survivors.  The  author  esti- 
mates that  under  this  proposal  12  or  13  million 
persons  could  receive  medical  protection  pay- 
ments in  the  first  year. 

The  author  stated  on  the  floor  of  the  house 
following  the  bill’s  introduction  — “I  am  grateful 
that  President  George  Meany  of  the  AFL-CIO 
has  endorsed  my  proposed  amendments  as  neces- 
sary, sound  and  enlightened.” 

Those  eligible  for  such  benefits  include  per- 
sons receiving  OASI  benefits  or  persons  eligible 
for  such  benefits;  this  includes  both  the  retired 
workers  and  any  of  their  beneficiaries  and  sur- 
vivors, but  not  those  entitled  to  disability  bene- 
fits. 

The  proposed  medical  benefits  would  pay  the 
cost  of  hospital  care  for  60  days  in  any  year  in 
semi-private  accommodations  and  nursing  home 
care  up  to  a combined  total  of  120  days  in  a 
12-month  period.  Financed  also  would  be  the 
cost  of  necessary  surgical  care  (not  elective 
surgery)  with  freedom  to  choose  a surgeon  of 
the  beneficiary’s  choice,  provided  the  surgeon 
is  certified  by  the  Board  of  Surgery  (American 
Board  of  Surgery),  or  is  a member  of  the  Amer- 
ican College  of  Surgeons,  (except  in  cases  of 
emergency.)  (One  wonders  how  the  members 
of  the  American  Academy  of  General  Practice 
will  like  that  provision?),  except  those  who  may 
be  certified  also  by  the  above  specialty  boards. 


For  oral  surgery  the  patient  would  also  be 
priviliged  to  select  a duly  licensed  dentist  of 
his  ehoice. 

Hospital  care  could  be  received  only  in  those 
hospitals  which  had  entered  into  an  agreement 
for  payment  with  the  government.  Eligible 
nursing  homes  would  be  only  those  where  skill- 
ed nursing  care  could  be  obtained  and  which 
were  operated  in  connection  with  a hospital  or 
in  which  nursing  care  and  medical  services  are 
prescribed  by,  or  performed  under  the  general 
direction  of,  persons  licensed  to  practice  medi- 
cine or  surgery  in  the  state.  Necessary  minor 
surgery  or  surgery  in  case  of  emergency  would 
be  permitted  in  a doctor’s  office. 

Physicians  would  be  paid  in  such  amounts  as 
prescribed  in  regulations  promulgated  by  the 
secretary  of  HEW.  Agreements  with  hospitals 
would  be  made  with  any  sueh  institution  other 
than  a tuberculosis  or  mental  hospital,  pro- 
vided it  is  licensed  as  a hospital  or  nursing 
home  pursuant  to  the  law  of  the  state  in  which 
it  is  located.  Such  institutions  would  not  re- 
ceive payment  if  payment  were  due  under  a 
workmen’s  compensation  law  or  plan  of  any  state 
or  the  United  States.  In  the  event  that  the 
OASI  trust  fund  would  pay  for  hospital  and 
other  medical  services  and  where,  subsequently, 
it  is  determined  a workmen’s  compensation  or 
other  state  or  federal  plan  is  liable  for  such  ex- 
penses, then  the  United  States  would  be  subro- 
gated to  all  rights  of  the  beneficiary  or  the  pro- 
vider of  services  to  whom  payment  has  already 
been  made. 

The  secretary  of  HEW  could  utilize  the  serv- 
ices of  private  nonprofit  organizations  which: 
(a)  represent  qualified  providers  of  hospital, 
nurse-home,  or  surgical  services;  or,  (b)  oper- 
ate voluntary  health  insurance  plans.  These 
nonprofit  groups  could  be  utilized  as  fiscal 
agents;  but  only  to  the  extent  that  the  secretary 
of  HEW  “can  make  satisfactory  arrangements 
with  them  and  to  the  extent  he  determines  that 
such  utilization  will  contribute  to  the  effective 
and  economical  administration  of  this  section.” 

A national  advisory  health  council  would  con- 
sult with  the  secretary  of  HEW.  The  council 
would  consist  of  the  commissioner  of  social  se- 
curity, who  would  serve  as  chairman  ex  officio, 
and  eight  members  appointed  by  the  secretary 
(four  persons  outstanding  in  the  field  pertain- 
ing to  hospital  and  health  activities,  and  the 
other  four  members  to  represent  the  consumers 
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of  hospital,  nurse-home  and  surgical  services.) 

The  medical  benefits  under  this  proposal 
would  be  in  addition  to  the  dollar  retirement  or 
survivor  payments  already  provided  for  in  the 
social  security  law.  For  example  a retired  work- 
er requiring  a 20-day  hospitalization  and  100 
days  of  nurse-home  care  in  a 12-month  period 
could,  during  all  of  that  continuous  stay,  re- 
ceive his  bed,  board  and  complete  medical  and 
subsistence  care  and  still  continue  to  receive  up 
to  a maximum  retirement  payment  of  $151.80 
per  month. 

This  bill  would  increase  cash  monthly  benefits 
across  the  board.  For  instance,  future  benefi- 
ciaries’ maximum  individual  monthly  benefits 
would  become  $151.80  instead  of  $108.50.  Fam- 
ily benefits  would  be  increased  so  that  the  maxi- 
mum monthly  benefits  could  reach  $305,  in- 
stead of  the  present  $200. 

To  finance  the  cost  of  this  entire  proposal,  in- 
cluding these  additional  medical  benefits,  the 
bill  would  increase  the  base  on  which  wage- 
earners  are  taxed  from  the  present  $4,000  to 
$6,000.  In  addition,  it  would  increase  the  pre- 
sent rates  of  contribution  of  employees  and  em- 
ployers by  half  of  one  per  cent  each  in  1959, 
and  the  self  employed  would  pay  three-fourths 


of  one  per  cent  more  based  upon  the  proposed 
$6,000  annual  maximum.  By  1975,  the  rate  of 
tax  outlined  in  this  bill  for  employees  would 
be  4.75  per  cent  and  the  like  tax  would  be 
imposed  on  their  employers  for  a total  of  9.5  per 
cent  of  wages  up  to  $6,000  annually.  For  the  self- 
employed  persons,  the  tax  would  be  equal  to  7% 
on  the  first  $6,000  of  self  employment  income 
(the  maximum  payment  would  be  $427.50  an- 
nually), and  so  on  higher  and  higher  taxation 
beyond  1975. 

A one  per  cent  increase  in  the  tax  rate  as  here 
proposed  would  yield  the  social  security  trust 
fund  approximately  $2  billion.  Apparently,  the 
author  estimated  the  average  cost  for  each  of 
the  approximately  13  million  persons  who  would 
benefit  by  the  proposed  health  care  amendment 
would  be  about  $150  annually.  To  multiply  that 
amount  by  the  number  of  persons  to  be  bene- 
fited would  result  in  a total  of  approximately  $2 
billion  annually  also.  In  raising  the  tax  base 
from  $4,200  to  $6,000,  the  author  proposes  to 
raise  sufficient  funds  to  finance  the  increases  in 
dollar  payments  for  retirement  benefits;  there- 
fore, the  rate  increase  would  be  assigned  solely 
to  finance  the  hospitalization  and  surgical  bene- 
fits. 


MEDICAL  CARE  OF  THE 
INDIGENT 

I N the  old  days,  now  all  but  forgotten,  public 
assistance  probably  was  not  too  efficient  and 
sometimes  it  was  erratic.  But  it  was  a simple 
operation.  The  local  community  was  expected 
to  take  care  of  the  food,  clothing  and  housing 
needs  of  its  own  poor.  The  doctors  and  the  hos- 
pitals undertook  to  give  them  medical  care  for 
nothing,  or  at  most  for  a token  charge.  The 
doctors  were  little  concerned  about  the  political 
ramifications  of  public  assistance,  nor  were 
others  who  helped  out  the  indigent  families. 

Over  the  years  the  picture  has  changed  vastly. 
In  1936  the  federal  government  started  passing 
out  money  to  the  states  with  the  stipulation  that 
the  states  add  money  of  their  own  and  use  it  to 
support  certain  categories  of  the  indigent.  Since 
that  time,  the  U.  S.  contribution  for  public  as- 
sistance has  increased  about  700  per  cent.  With 


this  growth  in  public  assistance  payments,  there 
has  been,  particularly  since  1950,  a parallel 
growth  in  public  payments  for  the  medical  care 
of  the  indigent.  At  present,  public  assistance 
money  intended  for  medical  care  — for  physi- 
cians, hospitals,  nurses,  dentists,  druggists  — 
probably  totals  well  over  half  a billion  dollars 
a year,  when  state,  federal  and  local  contribu- 
tions are  all  considered.  This  phenomenal  med- 
ical-social-economic-political development  is 
having  and  will  have  repercussions  on  medical 
practice,  for  good  or  bad.  The  American  Medi- 
cal Association,  through  studies  over  the  years, 
has  established  principles  covering  medical  care 
of  the  indigent.  The  council  on  medical  service 
has  been  concerned  with  the  problem,  and  has 
kept  in  close  touch  with  developments  through 
studies  and  conferences  with  the  federal  officials 
involved.  For  further  information  in  this  field 
write  to  the  council  at  AMA,  Chicago  head- 
quarters. 

THOMAS  H.  ALPIN,  M.D. 
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DOCTOR  FEES  BELOW  OTHER 
HEALTH  COSTS 

A REPORT  in  the  Monthly  Labor  Review  on 
medical  care  costs  in  the  cost  of  living  index 
notes  that  in  the  past  20  years  hospital  costs 
have  risen  sharply  in  contrast  to  physicians’ 
fees.  The  article  by  a bureau  of  labor  statis- 
tics employee  lists  these  increases  between  1936 
and  1956:  hospital  room  rates,  264.8  per  cent; 
dentists’  fees,  82.1  per  cent;  general  practition- 
ers’ fees,  72.8  per  cent,  and  surgeons’  fees,  59.5 

THE  EDUCATIONAL  COUNCIL  FOR 
FOREIGN  MEDICAL  GRADUATES 

By  Elmer  W.  Schnoor,  M.D. 

Member,  Executive  Committee  Educational 
Council  for  Eoreign  Medical  Graduates 
President,  State  Board  of  Registration  in 
Medicine,  State  of  Michigan 

T 

1 HE  Eederation  of  State  Medical  Boards  of 
the  United  States  is  an  organization  of  state 
medical  examing  boards  interested  in  the  edu- 
cational competence  of  medical  school  graduates 
preparing  to  enter  the  medical  profession.  These 
examining  boards  are  all  legally  constituted 
under  practice  acts  as  enacted  by  state  legisla- 
tures to  promote  the  best  interests  of  the  public 
in  the  field  of  medical  licensure  with  emphasis 
on  educational  standards.  All  boards  stress 
minimum  education  and  medical  training  for 
competency  of  medical  practice.  Licensure  to 
practice  is  a means  of  public  protection  and 
assures  a specific  amount  of  educational  at- 
tainment and  fulfillment  of  state  practiee  act 
legal  requirements. 

The  medical  profession  and  its  associated 
groups  are  eoncerned  with  medical  care  and  are 
continually  striving  to  maintain  the  highest  type 
of  medical  service  for  the  welfare  and  benefit 
of  our  people. 

Progress  in  medical  education  in  the  United 
States  is  developed  and  advanced  by  co-opera- 
tion of  the  American  Medical  Association,  Asso- 
ciation of  American  Medical  Colleges,  the  Fed- 
eration of  State  Medieal  Examining  Boards,  and 
the  Association  of  American  Hospitals. 

Progress  of  post-graduate  continuing  educa- 
tion in  our  country  in  the  past  10  years  has 
taken  a remarkable  change.  The  former  meth- 
ods of  obtaining  post-graduate  education  are 


per  cent.  In  the  same  period,  medical  care 
costs  generally  have  lagged  behind  costs  for 
food,  personal  care  other  than  medical  and 
clothing.  The  report  makes  this  observation: 
“With  the  higher  level  of  living  attained  in 

1950,  relative  expenditures  for  medical  care 
tended  to  increase  as  incomes  increased,  as  is 
usually  true  of  items  considered  as  ‘necessities’ 
in  the  family  budget.  The  fact  that  this  pattern 
has  begun  to  appear  in  the  spending  of  work- 
ers’ families  indicates  the  high  order  of  im- 
portance they  place  on  medical  care.  . . .” 

gradually  disappearing  and  being  supplanted  by 
superior  methods  in  approved  teaching  hospitals 
with  advanced  types  of  internships,  specialized 
residencies  and  growing  research  activities.  Med- 
ical schools,  teaching  hospitals  and  the  medical 
profession  have  become  more  closely  allied  in 
medical  progress  than  in  any  previous  era  of 
medicine. 

Recent  devastating  wars  have  resulted  in 
marked  deterioration  of  foreign  medical  educa- 
tion standards.  Superior  educational  opportuni- 
ties in  the  United  States  in  conjunction  with 
recent  political  and  social  events  have  caused 
the  state  department  to  permit  entrance  of  large 
numbers  of  foreign-trained  physicians  to  the 
United  States.  Proper  evidence  of  educational 
attainment  in  medicine  of  these  foreign  medical 
graduates  whether  for  licensure  or  for  post- 
graduate study  in  the  United  States  hospitals  is 
difficult  to  obtain. 

The  Council  of  Medical  Education  and  Hos- 
pitals and  the  Federation  of  State  Boards  met 
in  Washington,  D.  C.,  in  April  1954,  with  22 
different  edueational  organizations  interested 
in  medical  education  for  an  all-day  discussion 
of  the  foreign  medical  graduate  problem.  In 
this  meeting,  the  federation  revealed  that  one 
state  in  its  organization  had  developed,  since 

1951,  a screening  examination  process  for  evolu- 
ation  of  each  individual  foreign  medical  graduate 
applicant  meeting  acceptable  minimum  educa- 
tion standards.  In  concluding  this  meeting.  Dr. 
Weiskotten,  chairman,  voiced  the  challenge  of 
future  procedure  suggestions  be  placed  in  the 
hands  of  the  Federation  of  State  Medical  Boards 
of  the  United  States. 

Screening  Needed 

The  state  department,  like  the  Federation  of 
State  Medical  Boards  and  the  Council  of  Edu- 
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cation  and  Hospitals  of  the  American  Medical 
Association  has  become  concerned,  as  the  gen- 
eral level  of  medical  education  of  foreign  medi- 
cal graduates  is  considerably  lower  than  in  the 
United  States.  The  appointment  of  students 
from  such  countries  could  very  well  adversely 
affect  medical  service  in  the  United  States  hos- 
pitals where  such  foreign  medical  graduates 
would  seek  education,  with  unfortunate  results 
not  only  to  our  medical  profession,  but  also  to 
the  exchange  program. 

Hospitals  in  the  United  States  which  accept 
foreign  medical  graduates  have  not  had  avail- 
able any  adequate  means  for  determining  the 
medical  qualifications  of  these  emigres  whether 
on  permanent  or  temporary  visa  for  education 
in  the  United  States.  Many  of  these  foreign 
graduates  have  come  to  the  United  States  at 
the  invitation  of  these  hospitals,  since  they  are 
desperately  in  need  of  interns  or  residents. 

The  American  medical  profession  and  inter- 
ested groups  in  health  and  welfare  have  a defin- 
ite responsibility  to  uphold  our  standards  and 
also  prevent  discrimination  against  our  own  med- 
ical graduates.  The  listing  of  some  50  foreign 
medical  schools  after  examination  by  the  Coun- 
cil on  Medical  Education  and  Hospitals,  since 
1950,  to  be  considered  on  a comparable  educa- 
tional basis  with  our  own  approved  sehools,  be- 
came inadequate  as  numbers  of  foreign  gradu- 
ates came  from  many  of  the  other  500  medical 
schools  in  84  countries. 

The  federation  groop,  after  many  meeting  and 
discussions  with  the  council  on  education  and 
hospitals,  the  Association  of  American  Medical 
Colleges  and  the  Association  of  American  Hos- 
pitals, aided  in  the  formation  of  the  Co-operating 
Committee  on  Graduates  of  Foreign  Medical 
Schools  following  presentation  of  its  purpose 
to  the  board  of  trustees  of  the  American  Medical 
Association  in  San  Francisco  and  again  in  Miami 
and  Atlantic  City. 

The  following  prineiples  were  adopted  after 
sanction  by  parent  bodies  of  members  of  the 
co-operating  committee  to  give  guidance  for  the 
objective  in  future  considerations  and  debate  at 
its  meetings: 

1.  Although  the  responsibility  to  share  edu- 
cational opportunities  in  medicine  is  recognized, 
the  primary  concern  must  be  for  the  health  care 
of  the  American  public.  Thus,  before  assuming 
responsibility  for  the  care  of  patients  as  in- 
terns or  residents,  all  graduates  of  foreign  medi- 


cal schools  (immigrants,  exchange  students,  and 
Ameriean  graduates  of  foreign  medical  schools) 
should  give  evidence,  as  nearly  as  can  be  meas- 
ured, of  having  reached  a level  of  educational 
attainment  comparable  to  that  of  students  in 
American  schools  at  the  time  of  graduation. 

2.  The  primary  objective  of  this  committee 
is  to  devise  an  effective  mechanism  for  meas- 
uring educational  attainment  in  the  absence  of 
intimate  and  continuing  knowledge  of  the  edu- 
cational background  of  foreign-trained  physicians 
seeking  position  as  interns  or  residents.  It 
should  not  interfere  with  the  hospital’s  privilege 
of  making  its  own  selection  among  qualified 
physicians.  It  should  not  serve  as  a substitute 
for,  or  interfere  with  the  normal  licensure  pro- 
cedures of  the  various  state  boards,  although 
the  program  may  be  helpful  to  the  boards. 

3.  It  is  not  intended  that  this  mechanism 
be  applicable  to  those  foreign  medical  school 
graduates  in  the  United  States  as  temporary 
students  participating  in  programs  of  medical 
and  related  studies  in  recognized  universities, 
medical  schools,  and  postgraduate  schools,  who 
by  the  ver)^  nature  of  their  study  are  not  in- 
volved in  the  responsibility  of  patient  care. 

It  is  the  belief  of  the  co-operating  committee 
that  implementation  of  its  proposed  program 
will  afford  hospitals  needed  assurance  in  re- 
gard to  the  medical  qualifications  of  foreign- 
trained  physicians  seeking  positions  as  interns 
and  residents.  This  program  represents  an  ex- 
tension of  foreign  graduates  on  the  same  prin- 
ciple that  has  proved  its  value  and  long  been 
in  effect  for  American  graduates. 

Proposed  Program 

The  emphasis  in  this  program  is  placed  on 
evaluating  the  medical  qualifications  of  the  in- 
dividual foreign-trained  physician  who  wishes 
to  eome  to  the  United  States,  rather  than  at- 
tempting to  evaluate  on  a continuing  basis  the 
educational  programs  of  the  hundreds  of  foreign 
medical  schools  that  serve  as  potential  sources 
of  these  foreign-trained  physicians. 

The  program  is  designed  to  establish  two  prin- 
cipal criteria  in  regard  to  each  such  foreign- 
trained  physician : ( I ) that  he  is  a graduate  of 
a bona  fide  medical  school  and  ( 2 ) that,  as  nearly 
as  can  be  measured,  he  has  reached  a level  of 
educational  attainment  comparable  to  that  of 
students  in  American  schools  at  the  time  of 
graduation.  These  criteria  are  to  be  established 
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by  evaluation  of  the  foreign-trained  physician’s 
medical  credentials  in  view  of  predetennined 
minimal  standards  and  by  examination  of  the 
foreign-trained  physician  for  factual  knowledge 
of  medicine. 

Evahiation  of  Medical  Credentials 

The  basic  requirements  listed  below  must  be 
met  in  order  for  the  foreign-trained  physician’s 
credentials  to  be  considered  satisfactory.  As  evi- 
dence of  fulfillment  of  these  requirements,  the 
candidate  should  present  medical  credentials  in 
original  form  with  an  acceptable  English  transla- 
tion. These  credentials,  together  with  the  bona 
fide  status  of  the  medical  school,  should  be 
verified  by  the  American  consul  in  the  country 
in  which  the  school  of  graduation  is  located. 

Basic  Requirements 

1.  A minimum  of  18  years  of  total  formal  edu- 
cation. 

2.  Included  in  this  minimum  of  18  years  of 
total  formal  education  should  be  a minimum  of 
32  months  of  attendance  and  direct  study  of 
medicine,  excluding  any  time  devoted  to  what  in 
the  United  States  would  be  considered  as  pre- 
medical study  or  internship. 

3.  In  any  country  where  the  minimum  stan- 
dards stated  above  do  not  constitute  sufficient 
educational  achievement  to  acquire  licensure  in 
that  country,  the  latter  rather  than  the  minimum 
previously  described  would  be  required.  Al- 
though it  would  be  expected  that  licensure  would 
be  achieved  in  the  country  in  which  is  located 
the  school  of  graduation,  under  exceptional  cir- 
cumstances such  licensure  would  not  be  demand- 
ed if  the  candidate  had  fulfilled  all  of  the  edu- 
cational requirements  for  licensure. 

4.  Evidence  of  satisfactory  completion  of  the 
above-deseribed  courses  of  study. 

5.  As  evidence  of  acceptable  moral  and  ethical 
behavior,  each  candidate  must  present  a prop- 
erly executed  affidavit  that  he  has  not  been  con- 
victed of  any  crime  involving  moral  turpitude 
and  that  he  has  never  been  censored  or  had 
other  punitive  action  taken  against  him  by  any 
recognized  medical  body  including  licensing 
agencies  for  reasons  of  immoral  conduct. 
Examination  for  Factual  Knowledge  in  Medicine 

The  objectives  that  this  program  is  designed 
to  fulfill  dictated  certain  factors  that  had  to  be 
considered  in  determining  the  nature  of  the 
examination. 


1.  An  acceptable  examination  must  be  a valid 
test  of  the  foreign  physician’s  knowledge  in  medi- 
cine. The  examination  must  also  give  sufficient 
insight  into  the  applicant’s  ability  to  approach 
rationally  a clinical  problem  and  follow  it 
through  to  a logieal  conclusion  as  the  result  of 
application  of  basic  medical  concepts  rather  than 
empiric  knowledge. 

2.  Since  applicants  to  this  evaluation  service 
are  to  be  measured  in  comparison  to  the  per- 
formance of  graduates  of  American  medical 
schools,  the  examination  must  lend  itself  to  such 
a comparison. 

3.  If  this  program  is  widely  accepted,  as  the 
committee  is  confident  it  will  be,  foreign-trained 
physicians  seeking  further  training  in  the  United 
States  will  not  be  able  to  find  positions  offer- 
ing such  experience  until  they  have  successfully 
eompleted  all  phases  of  the  program.  Those 
physicians  seeking  further  training  in  the  United 
States  cannot  obtain  a student  visa  until  they 
have  already  received  a position  offering  this 
additional  training.  It,  therefore,  is  necessary 
that  the  examination  be  condueted  abroad  as 
well  as  in  the  United  States.  Under  these  cir- 
cumstances it  is  then  also  most  advisible  that 
the  administration  of  the  examination  require 
minimal  supervision. 

4.  The  costs  of  preparation  and  administration 
of  the  examination  must  not  be  prohibitive. 

On  the  basis  of  advice  from  consultants  ex- 
perienced in  educational  testing,  the  co-operating 
committee  concluded  that  an  objective-type 
examination  of  approximately  400  properly  se- 
lected test  items  would  provide  for  purposes  of 
this  program  a valid  measure  of  medical  knowl- 
edge. A significant  number  of  these  items  should 
consist  of  case  presentations  with  multiple  ques- 
tions based  on  them  to  determine  the  applicant’s 
ability  to  interpret  symptoms,  signs  and  basic 
laboratory  data  in  arriving  at  accurate  diagnosis 
and  rational  therapy.  Such  an  examination  could 
be  given  in  a single  day,  divided  into  a morn- 
ing and  afternoon  session. 

Utilization  of  the  objective  multiple-choice 
examination  presents  many  advantages.  Per- 
haps most  important  among  these  for  the  purpose 
• of  this  program  is  that  sueh  an  examination  lends 
itself  to  rapid,  accurate,  impartial  machine  scor- 
ing and  thorough  statistical  analysis,  thus  pro- 
\'iding  a sound  basis  for  many  comparative  stu- 
dies. Another  important  advantage  of  this  type 
of  testing  is  that  the  administration  of  it  is  not 
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complex  and  only  minimal  supervision  is  neces- 
sary so  that  it  could  be  given  abroad. 

One  of  the  important  problems  that  has  been 
encountered  with  graduates  of  foreign  medical 
schools -who  have  taken  further  training  in  hos- 
pitals in  the  United  States  has  been  their  lack  of 
satisfactory  command  of  English.  Inability  to 
communicate  well  with  colleagues,  staff  physi- 
cians, and  patients  can  readily  lead  to  disas- 
trous accidents  in  patient  care.  Furthermore,  it 
is  highly  unlikely  that  any  effective  learning  can 
occur  without  easy  intercommunication  between 
student  and  teacher.  Facility  with  English  is 
to  be  one  of  the  requirements  for  participation 
in  this  program  and  will  be  one  of  the  factors 
measured. 

Successful  completion  of  all  phases  of  this  eva- 
luation program  would  result  in  certification  of 
this  achievement  to  hospitals  and  other  inter- 
ested organizations  with  the  approval  of  the 
foreign-trained  physician  concerned. 

The  proposed  program  of  the  co-operating 
committee  in  detail  includes  recommendations 
for  administrative  organization-type  examination 
and  procedures,  with  suggestions  for  financing 
after  developing  a smaller  group  to  carry  on  the 
plan  of  operation. 

Progress  of  the  many  deliberations  and  dis- 
cussions of  the  co-operating  committee  had 
reached  a nearly  completed  plan  for  the  indi- 
vidual evaluation  of  the  foreign  graduate  edu- 
cation after  March  1956,  meeting.  It  was  ad- 
visable to  reveal  this  stage  of  progress  to  the 
advisory  committee  of  educational  organizations 
which  had  assembled  in  Washington,  D.  C.,  two 
years  previous.  The  following  agencies  respond- 
ed and  were  present  April  20,  1956: 

Responding  Agencies 

Council  on  Medical  Education  and  Hospitals 
Association  of  American  Medical  Colleges 
American  Hospital  Association 
Federation  of  State  Medical  Boards  of  the 
United  States  represented  by  Combs,  Bier- 
ring, Crabb,  Ezell,  Seckinger,  Swanson  and 
Schnoor 

American  Medical  Association  — Board  of 
Trustees  and  the  Washington  office 
National  Board  of  Medical  Examiners 
Educational  Testing  Service 
Selective  Service  System 
Sears  Roebuck  Foundation 
New  York  University  College  of  Medicine 


Columbia  Presbyterian  Medical  Center 
Josiah  Macy  Jr.,  Foundation 
Kellogg  Foundation 

National  Committee  for  Resettlement  of  For- 
eign Physicians 

Institute  of  International  Education 
American  Council  on  Education 
University  of  Pennsylvania  Graduate  School  of 
Medicine 

American  Association  of  Collegiate  Registrars 
and  Admission  Officers 

Department  of  State  — International  Educa- 
tional Exchange  Service 
Pan  American  Sanitary  Bureau 
Public  Health  Service  — Division  of  Inter- 
national Health 
China  Medical  Board 
Cornell  University  Medical  Center 
Department  of  Health,  Education,  and  Wel- 
fare of  the  United  States 
Health  Resources  Advisory  Committee 
Office  of  Defense  Mobilization  of  the  United 
States 

Department  of  Defense  of  the  United  States 

These  groups  were  appraised  of  the  educa- 
tional evaluation  program  of  foreign  medical 
graduates  and  the  plan  of  organization  for  ac- 
tivation, procedure  and  conduct  of  the  plan  after 
incorporation.  After  discussion  of  the  many 
problems  and  possibilities  of  the  plan,  the  re- 
port was  adopted. 

The  co-operating  committee  recommended 
that  the  formation  of  a smaller  non-profit  or- 
ganization be  incorporated  to  take  over  as  the 
“Evaluation  Service  for  Foreign  Medical  Grad- 
uates.” The  co-operating  committee  then  would 
dissolve,  but  could  be  useful  in  an  advisory  man- 
ner if  complicated  problems  arise. 

The  federation  group  met  after  the  meeting 
and  selected  Schnoor  and  Grabb  to  the  “Board 
of  Trustees  of  Evaluation  Service  for  Foreign 
Graduates.”  Selection  from  other  member  groups 
of  the  co-operating  committee  were  Kinsman 
and  Mitchell,  Association  of  American  Medical 
Golleges;  Hardwicke  and  Hamilton,  American 
Hospital  Association;  and  Reuling  and  E.  S. 
Hamilton,  American  Medical  Association.  At 
the  organization  meeting  of  the  trustees,  the 
following  officers  were  elected:  Dr.  Murray  Kins- 
man, president;  Dr.  Sara  Hardwicke,  treasurer; 
Dr.  E.  S.  Hamilton,  vice  president;  and  Dr. 
Stiles  Ezell,  secretary. 


774 


Arizona  Medicine 


December,  1957 


Legal  Aspects 

Incorporation  of  the  “Evaluation  Service  of 
Foreign  Medical  Graduates”  procedure  neces- 
sitated engaging  legal  talent  whereupon  the 
evaluation  service  group  selected  Kirkland,  Flem- 
ing, Green,  Martin  and  Ellis,  of  Ghieago,  rep- 
resented by  Karl  Nygren. 

Legal  advice  suggested  changing  the  corpor- 
ate name  of  “Evaluation  Serviee  for  Foreign 
Medical  Graduates”  to  “Educational  Gouncil  for 
Foreign  Medical  Graduates”  to  avoid  technical 
difficulties  in  interpretation  by  the  United  States 
Department  of  Revenue.  The  above  name  was 
then  adopted  and  several  changes  in  by-laws 
also  were  made  on  legal  advice,  and  two  public 
representatives  are  to  be  added  to  the  council. 
One  member  from  the  United  States  Depart- 
ment of  Health,  Education  and  Welfare,  and  one 
member  from  the  United  States  Department  of 
Defense. 

Legal  questions  involving  ta.x  exemption  have 
delayed  final  contacts  with  foundations  for  funds 
to  proceed  with  the  plan.  Latest  information 
reveals  the  prospeets  are  now  extremely  bright 
and  we  antieipate  an  early  favorable  resolution 
of  this  problem. 

The  co-operative  attitude  and  the  revelation 
of  satisfaction  in  the  proposed  program  of  the 
Gouncil  on  Education  of  the  Foreign  Medical 
Graduate  is  made  known  in  a communication 
from  the  state  department.  I herewith  quote 
two  paragraphs  from  this  extensive  communiea- 
tion: 

“All,  but  a very  small  proportion  of  foreign 
interns  and  residents,  who  have  trained  or  are 
training  in  American  hospitals  have  been  se- 
lected and  screened  solely  by  the  hospitals  mak- 
ing the  appointments.  The  foreign  medical  in- 
tern or  resident  who  comes  to  an  American  hos- 
pital without  training  and  education  at  least 
approximate  to  that  of  his  American  colleague 
will  find  that  either  his  program  is  reduced  to 
a pure  “work”  program,  which  will  doubtless 
prove  disheartening  and  unprofitable,  or  he  will 
find  his  appointment  terminated  after  what  may 
have  been  a long  and  expensive  journey  to  this 
eountry,  or  he  may  find  that  he  is  serving  to 
the  actual  detriment  of  the  patients  of  the  hos- 
pital in  which  he  is  serving.  The  cnmnlative 
effect  of  any  sizable  number  of  such  cases  on  the 
exchange  program  and  its  objective  need  not 
be  detailed.” 


“The  foreign  medical  intern  and  resident  pro- 
gram which  has  operated  under  exchange  visi- 
tor regulations  for  the  last  seven  years  has  made 
substantial  contributions  to  the  practice  of  medi- 
cine in  a number  of  countries  and  to  the  under- 
standing of  American  professional,  cultural,  and 
social  progress  in  these  countries.  Its  continu- 
ance, however,  is  jeopardized  by  the  abuses  we 
have  noted.  An  agency  as  broadly  based  and 
professionally  competent  as  the  Educational 
Gouncil  for  Foreign  Medical  Graduates  in  carry- 
ing out  its  proposed  program  will  be  making 
a contribution  to  interchange  of  knowledge  and 
skills  that  could  not  possibly  be  equalled  were 
the  department  to  undertake  the  project  with 
appropriated  funds.” 

A survey  of  the  present  foreign  medical  grad- 
uate situation  reveals  that  at  this  time  there  are 
some  6,023  foreign-trained  physicians  from  84 
foreign  countries  in  the  United  States  on  tempor- 
ary post-graduate  study  basis;  interns,  1,859;  and 
residents,  4,174.  In  addition,  some  1,000  for- 
eign citizens  on  immigration  visas  are  serving  as 
house  officers.  Foreign  medical  graduates  are 
especially  located  in  a large  number  of  eastern 
United  States  hospitals  representing  in  some  in- 
stances from  25  per  cent  to  50  per  cent  or  more 
of  the  house  staff  group. 

In  1955,  some  1,777  foreign  medical  graduates 
were  examined  by  various  state  examining 
boards,  of  whom  41  per  cent  failed. 

During  the  past  10-year  period,  1946-1955, 
seven  states  after  examination  have  lieensed  the 
following  number  of  foreign  graduates:  Gali- 
fornia,  602;  Illinois,  968;  Maryland,  233;  New 
York,  1,600;  Ohio,  406;  Rhode  Island,  138;  Vir- 
ginia, 116. 

After  all  legal  difficulties  are  solved  and  evi- 
dences of  reasonable  financial  support  are  eon- 
cluded,  the  educational  council  can  then  pro- 
ceed to  properly  organize  its  official  staff  and 
prepare  for  its  examination  “premiere”  in  this 
country  soon. 

The  results  of  two  years  of  extensive  discus- 
sions and  studies  of  the  co-operating  committee 
have  now  resulted  in  developing  a definitive  plan 
for  the  individual  evaluation  of  the  educational 
competence  of  the  foreign  medical  graduate  as 
first  suggested  in  a primitive  resolution  present- 
ed by  the  federation  to  the  original  groups  be- 
fore the  organization  of  the  co-operating  com- 
mittee. This  plan,  as  adopted  by  all  interested 
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organizations,  when  in  effect,  will  thus  eliminate 
the  present  50  foreign  medical  school  list  as  com- 
piled by  the  Council  on  Medical  Education  and 
Hospitals  and  published  in  the  Journal  of  the 
American  Medical  Association  annually. 

The  federation  group  wishes  to  express  its 
sincere  gratitude  for  the  untiring  efforts  and 
co-operative  spirit  of  all  groups  in  the  co-operat- 
ing committee  and  particularly  special  yeoman 
service  by  Co-operating  Committee  Chairman 
Donald  Anderson  and  Council  on  Education  and 
Hospitals  Secretaiy  Edward  Turner  and  Assis- 
tant Secretary  Walter  Wiggins  in  the  develop- 
ment of  this  program  to  provide  a method  ex- 
pected to  maintain  the  high  educational  stan- 
dards in  which  all  American  medical  groups  are 
interested. 

ADDENDA:  Interim  Progress  Since  February 
Meeting  of  Federation  : 

Feb.  14,  1957  the  federal  government  tax  de- 
partment informed  the  Council  on  Education 
for  Foreign  Graduates  of  a “tentative”  tax  exemp- 
tion status  till  the  program  has  had  actual  opera- 
tion for  a year.  After  the  first  year’s  report, 

Toisoncontrol 

Based  on  the  latest  authoritative  information 
from  the  committee  on  toxicology  of  the  Amer- 
ican Medical  Association,  the  Poison  Control  In- 
formation Center  at  the  University  of  Arizona 
College  of  Pharmacy  recommends  the  following 
measures  to  be  taken  in  case  of  poisoning. 

The  aim  of  first-aid  measures  is  to  help  prevent 
absorption  of  the  poison.  Speed  is  essential. 
First-aid  measures  must  be  started  at  once.  If 
possible,  one  person  should  begin  treatment 
while  another  calls  a physician.  When  this  is 
not  possible,  the  nature  of  the  poison  will  deter- 
mine whether  to  call  a physician  first,  or  begin 
first-aid  measures  and  then  notify  a physician. 
Save  the  poison  container  and  material  itself,  if 
any  remains.  If  the  poison  is  not  known,  save 
a sample  of  the  vomitus. 

Measures  to  he  Taken  Before  Arrival  of  Physician 

I.  Swallowed  poisons 

Many  products  used  in  and  around  the  home, 
although  not  labeled  “Poison,”  may  be  dangerous 
if  taken  internally.  For  example,  some  medica- 
tions which  are  beneficial  when  used  correetly 
may  endanger  life  if  used  improperly  or  in  ex- 
cessive amounts. 


further  consideration  for  tax  exemption  will  be 
given. 

Previously  stated,  two  charitable  foundations 
were  considering  aiding  the  Council  on  Educa- 
tion of  Foreign  Graduates  on  verification  of  tax 
exemption.  This  will  now  be  in  progress  as  the 
director  and  staff  become  active. 

As  reported  to  the  February  meeting.  Dr.  Stiles 
Ezell  was  approached  to  accept  the  directorship. 
Dr.  Ezell  had  three  conferences  with  the  council 
members  and  after  prolonged  and  deep  con- 
sideration finally  on  July  7 announced  his  in- 
ability to  accept. 

On  July  8 the  executive  committee  offered  the 
directorship  to  Dr.  Dean  F.  Smiley,  a former 
member  of  the  co-operating  committee  repre- 
senting the  Association  of  American  Medical 
Colleges.  Dr.  Smiley  accepted  on  part  time  basis 
from  July  15  to  Oct.  1 when  he  relinquished  his 
secretaryship  of  the  Association  of  American 
Medical  Colleges  to  give  full  time  to  the  Council 
on  Education  of  Foreign  Graduates.  Announce- 
ment of  official  offices  in  Evanston  and  further 
particulars  of  interest  to  the  federation  will  be 
forthcoming  as  organization  progresses. 

In  all  cases,  except  those  indicated  below, 
remove  poison  from  patient’s  stomach  imme- 
diately by  indueing  vomiting.  This  can  not  be 
overemphasized,  for  it  is  the  essence  of  the 
treatment  and  is  often  a lifesaving  procedure. 
Prevent  chilling  by  wrapping  patient  in  blankets 
if  necessary.  Do  not  give  alcohol  in  any  form. 
A.  Do  not  induce  vomiting  if: 

1.  Patient  is  in  coma  or  unconscious. 

2.  Patient  is  in  convulsions. 

3.  Patient  has  swallowed  petroleum  products 
(i.e.  kerosene,  gasoline,  lighter  fluid). 

4.  Patient  has  swallowed  a coiTOsive  poison 
(symptoms:  severe  pain,  burning  sensation 
in  mouth  and  throat,  vomiting). 

CALL  PHYSICIAN  IMMEDIATELY 

(a)  Acid  and  acid-like  corrosives:  sodium  acid 
sulfate  (toilet  bowl  cleaners),  acetic  acid 
(glacial),  sulfuric  acid,  nitric  acid,  oxalic 
acid,  hydrofluoric  acid  (rust  removers), 
iodine,  silver  nitrate  (styptic  pencil). 

(b)  Alkali  corrosives:  sodium  hydroxide-lye 
( drain  cleaners ) , sodium  carbonate  (wash- 
ing soda),  ammonia  water,  sodium  hy- 
pochlorite (household  bleach). 

If  the  patient  can  swallow  after  ingesting  a 
corrosive  poison,  the  following  substances  (and 
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amounts)  may  be  given: 

For  acids:  milk,  water,  or  milk  of  magnesia 
( 1 tablespoon  to  1 cup  of  water ) . 

For  alkalis:  milk,  water,  any  fruit  juice,  or 
vinegar 

For  patient  1 to  5 years  old  —1  to  2 cups 
for  patient  5 years  and  older  — up  to  1 qt. 

B.  Induce  vomiting  when  non-corrosive  sub- 
stances have  been  swallowed: 

1.  Give  milk  or  water  (for  patient  1 to  5 years 
old  — 1 to  2 cups  for  patient  over  5 years  — 
up  to  1 quart). 

2.  Induce  vomiting  by  placing  the  blunt  end 
of  a spoon  or  your  finger  at  the  back  of  the 
patient’s  throat,  or  by  use  of  this  emetic:  2 
tablespoons  of  salt  in  a glass  of  warm  water. 

When  retching  and  vomiting  begin,  place  pa- 
tient face  down  with  head  lower  than  hips.  This 
prevents  vomitus  from  entering  the  lungs  and 
causing  further  damage. 

II.  Inhaled  poisons 

1.  Carry  patient  (do  not  let  him  walk)  to 
fresh  air  immediately. 

2.  Open  all  doors  and  windows. 

3.  Loosen  all  tight  clothing. 

4.  Apply  artificial  respiration  if  breathing  has 
stopped  or  is  irregular. 

5.  Prevent  chilling  ( wrap  patient  in  blankets ) . 

6.  Keep  patient  as  quiet  as  possible. 

7.  If  patient  is  convulsing,  keep  him  in  bed  in 
a semidark  room;  avoid  jarring  or  noise. 

8.  Do  not  give  alcohol  in  any  form. 

III.  Skin  contamination 

1.  Drench  skin  with  water  (shower,  hose, 
faucet ) . 

2.  Apply  stream  of  water  on  skin  while  remov- 
ing clothing. 

3.  Cleanse  skin  thoroughly  with  water;  rapid- 
ity in  washing  is  most  important  in  reduc- 
ing extent  of  injury. 

IV.  Eye  contamination 

1.  Hold  eyelids  open,  wash  eyes  with  gentle 
stream  of  running  water  immediately.  Delay 
of  few  seconds  greatly  increases  extent  of 
injury. 

2.  Continue  washing  until  physician  arrives. 

3.  Do  not  use  chemicals;  they  may  increase 
extent  of  injury. 

V.  Injected  poisons  (scorpion  and  snake  bites): 

1.  Make  patient  lie  down  as  soon  as  possible. 

2.  Do  not  give  alcohol  in  any  form. 

3.  Apply  tourniquet  above  injection  site  (e.g., 
between  arm  or  leg  and  heart).  The  pulse 


in  vessels  below  the  tourniquet  should  not 
disappear,  nor  should  the  tourniquet  pro- 
duce a throbbing  sensation.  Tourniquet 
should  be  loosened  for  1 minute  every  15 
minutes. 

4.  Apply  ice-pack  to  the  site  of  the  bite. 

5.  Carry  patient  to  physician  or  hospital;  DO 
NOT  LET  HIM  WALK. 

VI.  Chemical  bums 

1.  Wash  with  large  quantities  of  running  water 
(except  those  caused  by  phosphorus). 

2.  Immediately  cover  with  loosely  applied 
clean  cloth. 

3.  Avoid  use  of  ointments,  greases,  powders, 
and  other  drugs  in  first-aid  treatment  of 
burns. 

4.  Treat  shock  by  keeping  patient  flat,  keep- 
ing him  warm,  and  reassuring  him  until 
arrival  of  physician. 

MEASURES  TO  PREVENT  POISONING 
ACCIDENTS 

A.  Keep  all  drugs,  poisonous  substances,  and 
household  chemicals  out  of  the  reach  of  children. 

B.  Do  not  store  nonedible  products  on  shelves 
used  for  storing  food. 

C.  Keep  all  poisonous  substances  in  their  orig- 
inal containers;  do  not  transfer  to  unlabeled  con- 
tainers. 

D.  When  medicines  are  discarded,  destroy 
them.  Do  not  throw  them  where  they  might 
be  reached  by  children  or  pets. 

E.  When  giving  flavored  and/or  brightly  col- 
ored medicine  to  children,  always  refer  to  it  as 
medicine  — never  as  candy. 

F.  Do  not  take  or  give  medicine  in  the  dark. 

G.  READ  LABELS  before  using  chemical 
products. 

MEDSCAL  EQUIPMENT  SERVICE 


THE  ARIZONA  MEDICAL  EQUIPMENT 
& SERVICE  CO. 

All  Types  And  Makes  Of  Medical  & Scientific  Apparatus 
Repaired 

Majority  of  all  repair  parts  in  stock  and  immediately  available. 

1005-B  N.  7th  Street,  Phoenix,  AL  3-9155  or  CR  4-4171 


MEDICAL  SUPPLY  DIRECTORY 


Arizona  Medical  Supply  Co.,  Inc. 

Phone  3-7581 

1027  E.  Broadway  — Tucson,  Arizona 
Verna  E.  Yocum,  Pres.  George  F.  Dyer,  V.  Pres. 
M.  O.  Kerfoot,  Sec. 
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Nov.  1,  1957,  Progress  Report  from  the 
Poison  Control  Information  Center  at 
the  University  of  Arizona  College  of 
Pharmacy 

Statistics  of  25  poison  cases  reported  since 
the  Oct.  1,  1957  progress  report; 

Age: 

84  per  cent  involved  under-5  year  age  group 
12  per  cent  involved  16  to  30  year  age  group 
4 per  cent  involved  over  45  year  age  group 
Nature  of  Incident: 

92  per  cent  accidental 
8 per  cent  intentional 
Outcome: 

98  per  cent  recovery 
4 per  cent  fatal 
Time  of  Day  : 

32  per  cent  occurred  between  6 a.in.  and  noon 
44  per  cent  occurred  between  noon  and  6 p.m. 
24  per  cent  occurred  between  6 p.m.  and 
midnight 

none  occurred  between  midnight  and  6 a.m. 
Causative  Agent: 

32  per  cent  aspirin  preparations 
12  per  eent  household  antiseptics 
8 per  each  for  household  bleaches,  insecti- 
cides, and  sleeping  caupsules. 

4 per  cent  each  for  crayons,  hair  dye,  house- 
hold detergents,  match  tips,  moth  balls, 
antihistamines,  flu  tablets,  and  a combin- 
ation of  rubbing  alcohol  and  a household 
antiseptic. 


AMA  OPPOSES  ELIMINATION  OF 
MILITARY  VETERINARY  CORPS 

[ 

IN  a letter  to  Defense  Secretary  Neil  A.  Mc- 
Elroy,  the  American  Medical  Association  has 
asked  for  reconsideration  of  a directive  that 
would  in  effect  abolish  the  military  veterinary 
corps.  The  question  first  rose  in  1956  when  the 
then  defense  secretary,  Charles  E.  Wilson,  indi- 
cated his  intention  to  eliminate  the  corps  in  the 
continental  United  States  and  turn  over  meat 
inspection  duties  to  he  deparment  of  agriculture. 
After  receiving  a number  of  protests,  Mr.  Wilson 
held  up  action  on  the  directive.  On  Oct.  1 of  this 
year,  shortly  before  his  retirement,  Mr.  Wilson 
issued  the  directive  that  would  mean  the  end  of 
the  veterinary  corps.  In  asking  Mr.  McElroy  to 


reconsider  the  Wilson  order,  the  AMA  pointed 
out  that  the  house  of  delegates  in  June  1956, 
voted  to  oppose  abolition  of  the  corps.  The  let- 
ter to  Mr.  McEhoy,  signed  by  Dr.  Ernest  B. 
Howard,  assistant  AMA  secretary,  said  in  part: 
“The  requirement  for  trained  veterinarians  to 
inspect  animals  and  animal  food  products  is  nec- 
essary for  the  maintenance  of  the  health  needs 
of  military  personnel  at  all  times.  The  trained 
veterinarian  capable  of  accomplishing  such  a 
mission  must  be  responsive  to  the  military  com- 
mand. Experience  has  shown  that  when  ade- ' 
quately  trained  veterinarians  are  not  available 
to  the  military,  this  duty  is  by  command  decision 
placed  upon  military  physieians.  Accordingly, 
such  action  reduces  the  services  of  military  phy- 
sicians available  for  military  medical  require- 
ments in  care  of  patients.  Eor  these  and  other 
reasons  . . . the  American  Medical  Association 
requests  that  you  carefully  reconsider  the  Oct.  1 
directive  in  light  of  your  responsibilities  for  the 
health  of  the  personnel  of  the  armed  forces  under 
their  world-wide  mission  and  world-wide  bases.” 
Copies  of  the  letter  were  sent  to  Chairman 
Carl  Vinson  of  the  house  armed  services  com- 
mittee and  to  Richard  B.  Russell  of  the  senate 
armed  services  committee. 


ACTIVE  TB  DECLINES  30  PER  CENT 
IN  FIVE  YEARS,  BUT  STILL  250,000 
CASES 

Although  active  tuberculosis  has  declined 
30  per  cent  in  the  last  five  years,  the  general 
control  picture  is  not  entirely  reassuring.  This  is 
the  report  of  Public  Health  Service  and  the  Na- 
tional Tuberculosis  Association  on  results  of  the 
only  nationwide  survey  in  five  years.  The  check 
shows  that  despite  intensive  efforts  for  control, 
almost  40  per  cent  of  the  active  cases  are  un- 
known to  health  authorities,  and  these  people 
are  not  receiving  treatment.  (“Unknown”  cases 
are  estimated  on  the  basis  of  X-ray  survey  find- 
ings. ) Other  findings— In  the  five  years  there  has 
been  no  decrease  in  number  of  persons  who  are 
or  have  been  ill  with  the  disease,  and  there  are 
still  about  250,000  persons  known  to  have  tuber- 
culosis in  its  active  form.  The  most  encouraging 
phase  of  the  report  is  that  active  cases  have 
dropped  from  350,000  to  250,000  and  inactive 
cases  requiring  supervision  of  health  depart- 
ments from  600,000  to  550,000. 
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RX.,  DX.,  AND  DRS. 

By  Guillermo  Osier.  M.D. 


IVIL  DEFENSE  has  had  a shot  in  the  arm  from 
the  guided  missile  progress.  People  have  become 
scared  enough  to  ask  what  to  prepare  for  ‘atomic 
bomb’  attacks,  — where  to  go,  what  to  put  in  a 
stockpile,  etc.  . . . Physicians  may  get  out  their 
publications  on  'The  Praclitioner  in  the  Atomic 
Age.'  etc.  We  can’t  say  much  about  it  in  a para- 
graph, but  one  can  always  start  with  the  reminder 
that  damage  may  result  from  mechanical  injuries, 
thermal  burns,  and  radiation  injury.  Each  of  these 
can  be  mild  to  severe;  can  affect  various  parts  of 
the  body;  can  occur  together;  and  the  last-named 
can  be  acute  or  delayed  in  its  effect.  'Radiation 
sickness'  is  a huge  study  which  involves  careful 
clinical  follow-up,  many  lab  tests,  and  the  use  of 
decontamination,  bed  rest,  sedation,  antibiotics, 
ACTH,  fluids  and  transfusions,  antihemorrhagics, 
antinauseants,  and  intensive  vitamin  therapy.  It 
is  quite  probably  that  ‘the  end  is  not  yet,’  and  that 
better  methods  of  protection  will  be  described. 


Someone  up  there  (in  Ohio)  loves  usl  The  Ohio 
State  Medical  Journal  for  June  1957  had  three 
references  to  pieces  in  ARIZONA  MEDICINE.  . . . 
One  concerned  an  article  by  Dr.  Lockie  on  bar- 
biturates. The  other  references  were  separate,  and 
by  chance  are  also  by  Dr.  Lockie. 


Here  we  go  again  on  an  old  hobby-horse  of  ours, 
— desalted  water.  This  is  probably  the  seventh 
article  on  that  topic  in  this  column  in  10  years. 
The  Guvmint  (in  the  person  of  D.  S.  Jenkins,  De- 
partment of  the  Interior)  says  industry  is  lagging 
in  a search  for  methods,  but  I doubt  it  in  general, 
and  also  because  the  old  Maxim  Silencer  Co.  of 
Hartford,  Conn.,  says  that  it  now  has  a method 
which  costs  only  20  cents  per  thousand  gallons. 
. . . This  compares  with  Colorado  River  water  in 
Los  Angeles  at  6.8  cents,  and  Feather  River  water 
at  14  cents.  The  best  previous  desalting  has  ranged 
between  30  and  40  cents.  . . . The  process  requires 
cheap  fuel,  since  it  consists  of  flash-boiling,  plus 
re-use  of  heat,  plus  vacuum  distillation.  . . . We 
don’t  know  what  the  definition  of  ‘fresh  water’  is 
in  Hartford,  but  it  is  probably  a better  one  than 
the  Dept,  of  Interior,  — 1,000  P.P.M.  of  solids,  most 
of  which  are  salt.  This  isn’t  very  good  for  irriga- 
tion. . . . Maybe  we’ll  still  have  news  for  other 
paragraphs  later. 


Names  of  TRADE  PREPARATIONS  are  some- 
times interesting,  sometimes  odd.  sometimes  wierd 
(which  means  "out  of  this  world").  . . . We  have 
just  received  some  samples  of  a "pure  vegetable 
bulk  LAXATIVE"  with  a name  'Saraka'  one  tries 
at  once  (without  success)  to  pronounce  backwards. 
. . . The  strangest  angle  is  the  names  of  the  ma- 


terials which  it  contains.  — Bassorin  and  Frangula 
They  are  right  out  of  an  1820  book  on  English 
herbs  and  simples,  or  out  of  a gag-writer's  book 
on  double-talk. 


When  your  low-cholesterol  diet  has  beeen  im- 
perfect over  a weekend,  or  if  you  want  to  protect 
your  arteries  from  a genetic  flaw  dating  back  to 
1700,  you  now  have  possible  protection.  . . . The 
Armour  Laboratories,  for  instance,  have  ‘Arcofac’ 
on  the  market.  It  is  listed  as  “a  concentrate  nu- 
tritional supplement,”  and  it  contains  a high  con- 
centrate of  linoleic  acid  (which  “lowers  high  blood 
cholesterol”);  vitamin  B6,  or  pyridoxine  (which 
is  necessary  for  conversion  or  linoleic  acid  to  the 
primary  essential  fatty  acid,  arachidonic  acid); 
and  vitamin  E,  a tocopherol  (which  is  an  antioxi- 
dant, and  which  protects  linoleic  acid  from  loss  of 
potency).  . . . There  is  the  process,  which  may  not 
be  as  simple  as  it  sounds. 


We  have  read  of  the  successful  OPERATIONS 
ON  THE  AORTA  and  olher  great  vessels.  Dr. 
de  Bakey  of  Baylor,  and  his  colleagues  in  that 
field,  have  had  a kindly  coverage  in  the  Saturday 
Evening  Post  on  their  replacement  of  aneurysmal 
and  stenotic  arteries  (Dr.  Cooley  has  reported  that 
their  mortality  for  120  cases  was  6 per  cent.)  . . . 
Dr.  Robert  Gross  of  Boston,  premier  cardiac  sur- 
geon. told  the  third  annual  meeting  of  the  Ameri- 
can College  of  Angiology  that  COARCTATION 
of  the  aorta  should  almost  always  be  operated  on. 
The  average  age  of  death  is  30  years  of  age.  so 
it  has  to  be  caught  early.  The  cause  of  death  is 
distributed  between  aortic  rupture,  bacterial  in- 
fection. congestive  heart  failure  (which  we'd  have 
thought  most  common),  and  intracranial  hemor- 
rhage. 


Everyone  has  a suggestion  for  our  scientific 
colleagues  who  have  to  send  up  a satellite  soon. 
Often  it  is  a complaint,  or  a joke  (like  the  report 
that  the  American  vehicle  would  contain  3 cows. 
Wonderful  propaganda.  “The  herd  shot  ’round 
the  world.”)  . . . The  medical  researchers,  who 
have  had  to  stand  off  the  antivivisectionists  for 
years,  know  how  the  space  boys  feel  as  they  have 
to  decide  in  sending  up  materials,  mice,  or  men. 
The  experiments  are  so  very  public.  . . . The 
Russians  must  be  dumb  if  they  thought  opinion 
wouldn’t  be  aroused  in  favor  of  a dog;  it  served 
only  to  call  up  the  dormant  memories  of  the  Com- 
munists” callous  and  deathly  feeling  towards  hu- 
man life. 


Perhaps  you  have  seen  a recent  issue  of  the 
Pfizer  'Spectrum'  (once  published  in  toto  in  the 
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HOSPITAL  BENEFIT  ASSURANCE 

HOME  OFFICE:  FIRST  STREET  AT  WILLETTA  • PHOENDC,  ARIZONA  • ALpine  8-4886 

BRANCH  OFFICE-  507  VALLEY  NATIONAL  BUILDING  TUCSON,,  ARIZONA  • 3-9421 


MEDICAL  DIUCTOR 
OUlCE  R. GASKINS, M,D. 


Dear  Doctor; 

I hope  you  are  familiar  with  the  Preferred  Surgical  Plan 
which  is  now  being  offered  to  members  of  HBA.  This  optional 
plan  is  another  forward  step  by  this  company  in  offering 
up-to-date  medical  coverage  to  our  members. 

For  the  internist,  this  new  plan  means  that  HBA  will  pay  an 
allowance  for  doctor  calls  to  the  member  while  hospitalized  as 
a non-surgical  patient.  For  the  surgeon,  this  plan  helps 
to  close  the  gap  between  the  member's  surgical  allowance  and 
the  fee  charged.  Under  the  Preferred  Surgical  Plan,  benefits 
for  surgical  operations  are  all  increased  50%.  Anesthesia 
benefits  are  also  increased  by  a like  amount. 

We  wish  to  express  our  appreciation  to  the  many  doctors  who 
assisted  us  with  their  suggestions  resulting  in  this  new 
coverage. 

Be  sure  to  call  us  if  you  should  have  any  questions  regarding 
any  of  our  plans,  or  if  you  would  like  detailed  information. 

Very  truly  yours, 

HOSPITAL  BENEFIT  ASSURANCE 


Duke  R.  Gaskins,  M.D. 
Medical  Director 
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J.A.M.A.).  The  editors  asked  Dr.  S.  S.  Lichtman 
of  Cornell  and  Dr.  W.  Paul  Havens  of  Jeff,  the 
AMOUNT  OF  BEDREST  NEEDED  IN  HEPA- 
TITIS. . . . Dr.  Lichtman  feels  very  strongly  that 
strict  bed-rest  is  indicated  for  any  symptomatic 
case,  for  those  with  lab.  evidence  of  liver  damage, 
and  for  those  with  liver  and  spleen  enlargement. 
It  should  continue  for  3 months,  or  longer  if 
the  signs  persist.  . . . Havens  is  more  tolerant, 
and  allows  patients  up  when  they  feel  like  it.  . . . 
Each  quotes  work  in  the  past  which  seems  to 
substantiate  their  attitude.  I guess  we'll  have  to 
wait  and  see,  and  possibly  be  cautious,  or  at 
least  compromise,  meanwhile. . . 


There  are  certain  non-medical  public  media 
where  the  pysician  may  appear  with  his  writings 
in  a legitimate,  nay  even  laudable  and  desirable 
way.  A Tucsonan  has  made  it,  and  very  well  too. 
Dr.  W.  P.  Holbrook  wrote  one  of  the  medical 
articles  in  ‘This  Week’  Magazine  (in  many  Sunday 
papers).  His  topic  was,  naturally,  ‘Rheumatoid 
Arthritis’  and  he  did  a perfect  and  brief  job  of  it. 


Another  Sanatorium  Association  meeting  has 
just  ended  in  California.  The  variation  in  the  use 
of  current  METHODS  FOR  TREATMENT  OF 
TUBERCULOSIS  still  seems  to  be  considerable. 
Everyone  uses  drugs.  Everyone  still  uses  rest.  Most 
people  allow  home  care  at  times.  Everyone  be- 
lieves in  surgery.  Unanimity,  however,  is  com- 
pletely lacking  (and  everyone  gets  good  results!) 
. . . San  or  hospital  care  is  best  for  many  patients 
until  they  have  gotten  a sure  result.  Home  care 
is  useful  when  the  cooperative,  'negative'  patient 
can  be  conveniently  cared  for.  . . . Complete  rest 
is  needed  by  acutely  ill,  febrile,  symptomatic  pa- 
tients. They  may  be  cautiously  ambulant  when 
their  x-rays  and  symptoms  allow  it.  . . . Two 
drugs  (PAS  and  INH)  are  enough  for  some  non- 
acute patients  (and  some  non-drastic  physicians). 
Three  drugs  (SM,  PAS,  and  INH)  are  used  for 
acute  lesions,  extra-pulmonary  lesions,  and  by  a 
few  thoughtful  M.D.s.  The  use  of  daily  doses  of 
streptomycin  must  be  justified  by  those  who  wish 
to  take  the  hazards.  . . . Resection  is  approved 
when  there  is  a destructive  lesion  still  present 
after  4 to  8 months  of  chemotherapy,  possibly 
by  planigram,  and  in  spite  of  negative  bacterial 
findings.  A closed  negative  lesion  causes  a split 
decision;  more  people  now  prefer  to  wait,  es- 
pecially if  the  residue  is  small  (1  cm  lesions).  . . . 
The  proponents  of  600  to  1,200  mg  of  INH  (Iso- 
nizid),  and  the  use  of  4 drugs  for  100  per  cent 
conversion  of  sputum  are  possibly  increasing. 


Have  you  ever  saved  a person’s  life  by  resuscita- 
tion? The  doctor’s  dream  used  to  be  about  the 
child  who  was  choking  because  of  an  obstruction 
in  the  larynx.  Out  came  a trusty  pen-knife.  Zip 
goes  a tracheal  incision.  Wheee  goes  the  renewed 
breathing.  . . . The  tracheotomy  could  still  happen. 


but  there  is  a lot  more  chance  that  the  breathing 
may  be  stopped  for  some  other  reason  than  a 
marble  or  foreign  object.  The  treatment  is  lots  less 
bloody  than  a tracheotomy.  Moulh-fo-Mouth 
resuscitation  is  simple,  effective  and  can  be  used 
very  often.  First,  clear  the  pharynx.  Second,  pull 
the  jaw  upward  with  one  hand.  Next,  put  the 
other  hand  on  the  epigastrium  and  exert  a con- 
stant pressure.  Finally,  breath  an  ordinary  breath 
into  the  mouth,  disengage,  blow  an  alternate 
breath  into  the  air,  then  one  in  the  mouth,  etc. 
. . . In  older  children  and  adults  the  nose  may 
have  to  be  pinched-off  during  the  blow-in.  . . . 
It’s  a great  sensation  to  work  it  successfully. 


The  New  York  Academy  of  Sciences  sponsored 
a 'CONFERENCE  ON  MEPROBROMATE  AND 
OTHER  AGENTS,'  much  lo  fhe  joy  of  several 
pharmaceutical  companies.  There  were  quite  a 
few  special  uses  of  fhe  drugs,  such  as  flighl 
neuroses,  anxiety,  depression,  alcoholic  with- 
drawal, and  muscle  spasm,  but  the  best  item  we 
saw  in  the  report  (by  Wyeth,  the  Equanil  maker) 
was  a pharmacological  classification  of  tranquiliz- 
ing  drugs.  The  'antonomic  suppressants'  include 
reserpine  and  chlorpromazine.  The  'central  relax- 
ants'  include  meprobromate  and  mephanesin.  . . . 
The  suppressants  may  produce  a feeling  of  detach- 
ment and  indifference.  The  central  relaxants  re- 
move hostility,  but  normal  humans  (under  no  ten- 
sion) have  no  mental  or  somatic  changes. 


Dr.  Paul  Hawley,  Director  of  the  American  Col- 
lege of  Surgeons  and  a former  VA  medical  per- 
sonality, can  be  called  fairly  outspoken,  and  at  all 
times.  He  has  recently  discussed  "Medical  Writ- 
ing," in  the  Medical  Annals  of  the  District  of 
Columbia,  and  says:  “With  few  exceptions,  the 
worst  writing  I have  ever  encountered  has  been  in 
medical  publications."  . . . (He  started  his  own 
criticism  with  a prepositional  phrase,  used  an 
extra  comma,  and  exaggerated  for  emphasis;  prob- 
ably reads  too  much  medical  writing.)  . . . He 
continues  as  follows,  — “I  do  not  know  why  this 
should  be  true  except  that  medicine  is  almost 
the  only  profession,  other  than  literature,  in  which 
the  reputation  of  the  individual  is  largely  deter- 
mined by  his  publications;  Medicine  differs  from 
literature  in  that  medical  reputation  is  based  upon 
quantity  of  writing  whereas  literary  reputation 
depends  upon  quality.” 


A recenf  MEDICAL  CARTOON  in  fhe  NEW 
YORKER  is  only  a slight  exaggeration  of  fhe  1957- 
67  'Law  of  Possibilities.'  A couple  of  'high  sleeT 
workers  were  seen  to  be  puffing  beams  fogefher 
on  fop  of  a new  skyscraper.  One  of  them  had  just 
lighted  a cigarette.  The  other  had  apparently  just 
criticized  him.  In  reply  the  smoker  says,  — "I 
figure  what's  it  all  matter?  If  cigarettes  don't  get 
you,  radiation  will!" 
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New  Custodian  Laws  May  Save  You  Taxes 

During  the  past  months  state  after  state  has  adopted  the  new  Uniform  Gifts  to  Minors  Acts 
which  make  it  simple  to  give  securities  to  a minor.  Now  39  states  have  a custodian  law  with 
the  likelihood  of  several  more  passing  such  laws  within  a few  months. 

The  following  states  now  allow  gifts  of  cash  as  well  as  securities:  Arizona  — Arkansas  — 
Delaware  — Florida  (Oct.  1st)  — Georgia  — Idaho  — Indiana  — Kansas  — Maryland  — Minnesota 
— Missouri  — Montana  — Nebraska  (Sept.  20th)  — Nevada  — New  Hampshire  — New  Mexico  — 
North  Dakota  — Oklahoma  — Pennsylvania  — South  Dakota  — Tennessee  — Texas  — Utah  — 
Vermont  — West  Virginia  — Wyoming. 

HOW  THE  LAW  WORKS 

1.  Gifts  to  persons  under  21  or  stocks,  bonds,  mutual  fund  shares  or  other  securities  can  be  made 
in  the  name  of  a custodian. 

2.  Generally,  the  custodian  may  be  any  adult  member  of  the  family  — a parent,  brother,  sister, 
aunt  or  uncle  — even  a child's  guardian. 

3.  The  custodian  may  buy  and  sell  securities,  collect  dividends,  and  use  them  or  reinvest  and 
accumulate  them  for  the  child's  benefit.  The  only  restriction  is  that  the  custodian  is  required  to 
act  with  prudence  in  seeking  reasonable  income  and  preservation  of  capital. 

4.  Registration  of  securities  is  easy.  Here  is  how  your  investment  dealer  would  register  them 
for  you: 

"(name  of  custodian),  as  a custodian  for  (name  of  minor)  a minor  . . ." 

This  will  be  followed  by  a specified  phrase  which  each  state  has  prescribed  for  its  Custodian 
law,  such  as: 

".  . . under  the  New  York  Uniform  Gifts  to  Minors  Act." 

TAX  ADVANTAGES 

The  new  Custodian  Law  may  enable  you  to  shift  income  from  high  to  low  Federal  tax  brackets,  because  the  income 
from  investments  or  other  property  which  you  give  to  a minor  child  will  be  taxable  to  the  child,  if  at  all.  AT  TAX  RATES 
MUCH  LOWER  THAN  YOUR  OWN. 

Income  from  property  given  to  a minor  — either  under  custodianship  laws  or  under  an  irrevocable  trust  — WHICH  IS 
USED  FOR  THE  SUPPORT  OF  THE  MINOR  will  be  taxable  to  the  parent  no  matter  who  makes  the  gift. 

There  are  two  estate  tax  advantages  from  giving  while  you  live.  If  your  gift  is  taxed  at  all,  it  will  be  at  the  lower 
Federal  gift  tax  rates  instead  of  being  subjected  later  to  the  higher  estate  tax  rates. 

Your  gift  also  comes  off  the  TOP  of  the  estate  tax  scale  and  and  moves  to  the  BOTTOM  of  the  gift  tax  scale. 

You  may  not  have  to  pay  any  gift  taxes  because  you  may  give  away  $30,000  tax  free  during  your  lifetime.  You 
may  give  $3,000  annually  to  as  many  persons  as  you  wish  without  incurring  any  gift  tax  and  without  using  up  any  of  your 
lifetime  exemption.  Until  you  give  any  one  person  $3,000  a year  it  does  not  even  have  to  be  reported  to  the  Government. 
With  your  wife,  these  figures  double. 

Would  you  like  to  learn  how  you  can  share  in  the  earnings  of  carefully 
selected  ''Blue  Chip"  stocks  of  major  American  companies  — and  also  take 
advantage  of  the  new  Custodian  Law? 

PAUL  BOYAJIAN  & ASSOCIATES  - AM  5-5906 

1827  W.  Camelback  Rd.,  Phoenix,  Arizona 

r 
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I I would  like  to  know  more  about  Mutual  Fund  Investing.  | 
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Norman  A.  Ross,  M.D. 
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1 HE  October  1957  issue  of  Arizona  Medicine 
is  a number  that  we  have  had  bound  and  are 
adding  to  our  permanent  library.  Book  marks 
are  placed  at  pages  591,  605,  618,  and  632.  The 
articles  beginning  on  these  pages  typify  the  re- 
actions of  organized  medicine,  the  individual 
physician,  the  free  enterpriser,  physician,  and 
volunteer  programers,  to  the  fixing  of  fees,  fee 
schedules. 

In  “How  Fixed  Fee  Schedules  Result  in  Gov- 
ernment-ControUed  Medicine,”  page  605,  by 
James  L.  Doenges,  M.D.,  we  find  such  statements 
as: 

Statement  No.  1 — “Government  medicine  is 
no  more  inevitable  as  the  result  of  the  acceptance 
of  fixed  fee  schedules  than  is  total  socialism  an 
inevitable  result  of  the  acceptance  by  the  peo- 
ple of  a nation  of  the  nationalization  of  one  seg- 
ment of  the  economy.  “ “ ® but  history  provides 
no  important  example  of  the  exception.” 

Statement  No.  2 — “As  soon  as  a third  party 
enters  the  picture,  regardless  of  the  area,  the 
destruction  of  the  free  practice  of  medicine  is 
under  way.” 

Statement  No.  3 — “Too  many  physicians  have 
accepted  third  party  interference  with  their  prac- 
tices. Control  is  control,  and  it  matters  not  who 
exercises  this  control.  The  fact  of  control  re- 
mains unchanged.” 

Statement  No.  4 — “Alany  physicians  believe 
that  anything  they  accept  without  some  agency 
issuing  a regulation  or  without  a law,  constitutes 
a ‘voluntary’  act.” 

Statement  No.  5 — “If  a group  of  physicians 
constitutes  the  third  party,  the  element  of  con- 
trol is  not  eliminated.” 

We  would  suggest  that  you  re-read  the  articles 
on  these  several  pages,  considering  the  above. 

In  this  same  vein.  Scope  Weekly,  Oct.  9,  1957 
in  News  from  the  Capital: 

AMA  TO  OPPOSE  LEGISLATIVE  LINK  OF 

HOSPITAL  PLANS,  SOCIAL  SECURITY 
By  World  Wide  Medical  News  Service, 
Washington  Bureau 

Washington  — The  American  Medical  Asso- 


ciation will  oppose  any  legislation  designed  to 
connect  prepaid  hospitalization  plans  to  the  so- 
cial security  program,  according  to  a spokes- 
man for  the  AMA. 

0*0  “yyg  believe  that  by  linking  any  hos- 
pitalization plan  with  the  social  security  pro- 
gram, the  government  would  be  taking  an  ir- 
revocable step  toward  a pattern  of  socialized 
medicine,”  the  AMA  spokesman  said.  “Both  the 
hospitalization  insurance  and  social  security  pro- 
grams are  working  out  quite  well  independently 
of  each  other.  Putting  them  together  would 
simply  be  the  first  step  toward  a broader  and 
more  insidious  program  of  government  domina- 
tion.” 

ARIZONA’S  GROWTH  PROJECTED 

Arizona  Business  Bulletin,  October  1957,  pro- 
jects the  manpower  requirements  in  the  Phoenix 
area.  In  that  this  growth  is  no  more  than 
that  of  other  populous  areas  of  the  state,  we 
are  offering  these,  their  figures,  for  statewide 
consideration. 

Where  did  the  labor  market  area  stand  in 
1956  compared  with  1950?  Total  population  — 
up  52  per  cent.  Total  employment  — up  43 
per  cent.  Total  nonagricultural  wage  and  salar- 
ied employment  — up  66  per  cent.  Manufac- 
turing employment  — up  150  per  cent. 

How  will  industries  grow  from  1956  to  1961? 
Total  population—  up  39  per  cent.  Total  em- 
ployment — lip  58  per  cent.  Total  nonagricul- 
tural wage  and  salaried  employment  — up  62 
per  cent.  Manufacturing  — up  135  per  cent. 
Finance,  insurance  and  real  estate  — up  82  per 
cent.  Construction  — up  68  per  cent.  Govern- 
ment — up  32  per  cent. 

How  will  occupational  needs  grow  by  1961? 
Semiprofessional  workers’  needs  — up  100  per 
cent.  Professional  workers’  needs  up  — 55  per 
cent.  Engineers  and  draftsmen  needs  — up  100 
per  cent.  Skilled  workers’  needs  — up  78  per 
cent.  Electrical  repairmen  and  electronic  tech- 
nicians’ needs  — up  200  per  cent. 

How  do  the  present  labor  supply  and  the 
planned  output  of  training  and  educational  faci- 
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lities  meet  this  challenge?  Thirteen  per  cent  now 
employed  will  have  retired  from  employment. 
Our  present  labor  force  will  supply  53  per  cent. 
Present  training  plans  will  furnish  19  per  cent. 
On-the-job  training  will  provide  13  per  cent. 
Forty-four  per  cent  of  the  increase  in  employ- 
ment must  needs  be  met  by  increasing  training 
activity  in  our  state  or  by  costly  recruiting. 

FIVE  HEALTH-MEDICAL  BILLS  ENACTED 
AS  ADJOURNMENT  NEARS 
AMA  Washington  Letter  85-34,  Aug.  23, 1957 
Authorization  for  U.  S.  grants  to  help  in  con- 
struction of  hospitals  to  be  used  by  both  In- 
dians and  non-Indians;  extent  of  U.  S.  grant 
will  depend  on  estimated  proportion  of  beds 
to  be  used  by  Indians;  U.  S.  also  to  pay  for  care 
of  Indians.  (This  is  Public  Law  85-151). 

To  those  of  us  looking  to  a combined  county 
and  Indian  service  as  a possible  medical  school 
teaching  facility,  as  in  New  Mexico,  this  law 
is  encouraging. 

SMALL  BUSINESS  LOANS  TO  HEALTH 
EACILITIES  NEAR  $3  MILLION  MARK 
AMA  Washington  Letter  85-28,  July  12,  1957 
Small  Business  Administration,  reporting  on 


its  loan  activities  in  the  health  field,  has  esti- 
mated that  it  has  made  34  loans  totalling  $2,- 
976,550  for  construction,  expansion  or  equipping 
health  facilities.  Loans  were  made  to  proprie- 
tary hospitals,  nursing  homes,  medical  and  den- 
tal laboratories  and  one  combined  medical-sur- 
gical-dental clinic.  Money  is  loaned  either  di- 
rectly to  the  borrower  or  in  participation  with 
a bank.  The  total  covers  the  period  between  last 
October  and  July  1 to  this  year. 

Office  Space  For  Rent 
31  West  Camelback  Rd. 
Phone  CR  7-3337 


DRIVE-IN  PRESCRIPTION  WINDOW 

PEOPLE'S  DRUG  STORE 

111  E.  Dunlap 
WE  3-9152  - WI  3-9964 


when  anxiety  and  tension  "erupts”  in  the  G.  I.  tract... 

IN  DUODENAL  ULCER 


Meprobamate  with  PATHILON®  Lederle 


Comhmes  Meprobamate  {400  wg.Jthe  most  widely  prescribed  tranquilizer  . . . helps  control 
the  “emotional  overlay”  of  duodenal  ulcer  — without  fear  of  barbiturate  loginess,  hangover  or 
habituation...  with  PATHILON  (25  Wig.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 

’Trademark  ® Registered  Trademark  for  Tridihexefhyl  Iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMIO  COMPANY,  PEARL  RIVER,  NEW  YORK 
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INCREASING  FLU  INCIDENCE 
EXPECTED  UNTIL  EARLY  JANUARY 
V 

iJ  URGEON  General  Burney’s  advisory  commit- 
tee on  influenza  believes  there  'will  be  increas- 
ing incidence  of  Asian  influenza  until  early  Jan- 
uary, when  the  total  of  cases  will  level  off,  then 
start  to  decline.  In  announcing  the  committee’s 
forecast.  Dr.  Burney  made  these  additional 
points : 

1.  Doubling  of  the  potency  of  the  vaccine  (see 
special  report  85-6)  was  made  possible  because 
the  virus  now  is  growing  “almost  profusely”  for 
manufacturers. 

2.  Substantial  protection  is  obtained  from 
current  vaccine  (200  units),  and  people  who 
already  have  been  vaccinated  should  not  be 

PHS  COMMITTEE  OPPOSES  MASS 
VACCINATIONS  WITH  BCG 

FTER  studying  the  advantages  and  disad- 
vantages of  BGG  vaccine  to  control  tuberculosis, 
a special  Public  Health  Service  eommittee  rec- 
ommends against  mass  vaccination  campaigns, 
proposing  instead  that  vaccinations  be  limited 
to  special  situations  where  exposure  to  the  dis- 
ease is  unusually  high  and  where  other  means 
of  control  are  inadequate.  The  committee  con- 
cluded that  vaccinations  should  be  limited  to: 

1.  Physicians  and  other  medical  personnel 
working  in  hospitals  with  inadequate  tuberculosis 
control  programs. 

2.  Families  with  whom  a member  infected 
with  tuberculosis  must  reside. 

3.  Those  associated  with  institutions  in  which 
exposure  is  known  to  be  high,  such  as  certain 
mental  hospitals  and  prisons. 

The  committee  gave  weight  to  arguments  that 
because  persons  vaccinated  with  BGG  have  a 
permanent  positive  reaction  to  testing,  testing 

CIVIL  SEWicl~COMM  I SS I ON 
PUSHES  FOR  HEALTH  INSURANCE 
PLAN 

I N an  effort  to  disseminate  information  fully 
and  gain  widespread  support  among  U.  S.  work- 
ers before  next  session  of  congress,  the  civil 
service  commission  is  issuing  a series  of  fact 
sheets  explaining  the  commission-sponsored  pro- 


vaccinated  again  at  this  time  with  the  new 
vaccine  (400  units),  in  view  of  vaccine  short- 
ages. The  new  vaccine  is  expected  to  be  be- 
tween 10  and  15  per  cent  more  effective  than 
the  old. 

3.  While  increasing  the  potency  will  slow 
production  about  one-third,  processing  has  been 
stepped  up  to  such  a degree  that  over  80  mil- 
lion doses  were  available  by  the  end  of  No- 
vember, an  amount  far  in  excess  of  original 
goals. 

4.  One  flaw  in  the  vaccination  campaign  is 
failure  to  vaccinate  more  patients  whose  condi- 
tions make  them  high  medical  risks. 

5.  A number  of  controlled  tests  suggest  that  ! 
“constitutional  symptom”  reactions  to  the  vaccine  i 
appear  only  about  in  4 per  cent  of  those  vac-  ! 
ciliated. 

and  case-finding  surveys  are  made  difficult.  It 
also  pointed  out  that  vaccination  campaigns 
would  occupy  the  time  of  persons  trained  in  TB 
control  work,  who,  in  the  committee’s  opinion, 
could  be  more  profitably  employed  in  other 
directions. 

In  releasing  the  report,  PHS  comments: 

“BGG  has  been  used  in  tuberculosis  immuni- 
zation for  more  than  30  years,  and  has  had 
broad  acceptance  in  certain  European  nations. 
There  has  been  and  still  is  wide  variance  of 
opinion  as  to  its  precise  value,  even  in  some 
of  the  countries  that  have  been  using  BGG  vac- 
cine for  many  years.  . . . The  committee  points 
out  that  studies  have  shown  the  effectiveness  of 
BGG  ranges  from  0 to  80  per  cent.  Beeause  of 
this  wide  range,  the  committee  recommends 
against  large-scale  vaccination  programs  in  this 
country.” 

Other  recommendations  and  findings,  some  in 
conflict  with  those  of  the  PHS  committee,  have 
appeared  in  the  AMA  Journal  in  the  past  few 
months:  No.  9,  pages  951  and  974;  No.  13,  page 
1501;  No.  10,  page  1146,  all  Vol.  164. 

gram  of  health  insurance  for  federal  civilian  em- 
ployees. The  particular  plan  was  the  basis  of 
a bill  introduced  last  session  but  not  acted 
upon.  Other  ideas  were  proposed  in  prior  ses- 
sions, but  there  has  been  no  aetion  on  any  of 
them.  Under  the  program  now  sponsored  by 
GSG,  the  participating  employee  would  have 
to  take  both  basic  and  catastrophic  insurance, 
with  the  U.  S.  paying  a third  of  the  cost.  Basic 
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insurance  could  be  that  provided  by  employees’ 
unions  or  associations,  fraternal  groups  or  Blue 
Cross-Blue  Shield,  but  it  would  have  to  meet 
some  standards  set  by  CSC. 

The  latest  CSC  fact  sheet  on  insurance  in- 
cludes eight  questions  and  answers,  and  three 

ALCOHOL  AND  CA 

H EAVY  consumption  of  alcohol  when  com- 
bined with  heavy  smoking  is  found  to  be  an 
important  factor  in  the  development  of  cancers 
of  the  larynx  and  the  oral  cavity,  said  Dr.  Ernest 
L.  Wynder  of  the  Sloan-Kettering  Institute  for 
Cancer  Besearch,  New  York. 

Speaking  at  the  annual  meeting  of  the  Amer- 
ican Cancer  Society  at  the  Park  Sheraton  Hotel, 
Dr.  Wynder  stated  that  for  the  heavy  smoker 
who  consistently  drinks  seven  or  more  “shots”  of 
hard  Hquor  per  day  the  risk  of  developing  cancer 
of  the  larynx  or  oral  cavity  (tongue,  gums,  buc- 
cal mucosa,  palate,  tonsils,  and  pharynx)  is 
more  than  10  times  as  great  as  for  the  moderate 
and  non-drinker  who  smokes  the  same  amount. 

The  type  of  alcohol  consumed  is  also  sig- 
nificant, said  Dr.  Wynder.  A positive  associa- 
tion has  been  established  only  for  hard  liquor 
not  wine  or  beer.  The  study,  to  date,  does  not 
contain  enough  wine  or  beer  drinkers  to  allow 
conclusive  analysis  for  this  type  of  drinking. 

Role  of  Alcohol  Unknown 

It  cannot  be  determined  at  this  time  whether 
alcohol  alone  can  initiate  these  cancers  since  it 
has  not  been  possible  to  find  a sufficient  number 
of  heavy  drinkers  who  are  non-smokers.  Thus, 
it  is  difficult  to  decide  whether  heavy  alcohol 
intake  is  an  initiator  or  merely  a promoter  of 
laryngeal  and  oral  cancer. 

“One  can  only  theorize,”  said  Dr.  Wynder,  “as 
to  why  excessive  alcohol  consumption  increases 
the  risk  of  developing  cancers  of  these  sites.  The 
alcohol  either  could  act  directly  upon  the  tissues, 
making  them  more  permeable  to  tobacco  smoke, 
or  systemically  by  producing  a nutritional  de- 
ficiency which  might  induce  tissue  changes  that 


statistical  tables,  showing  (a)  variation  of  pre- 
mium costs  offered  by  federal  employee  unions 
and  associations,  city-by-city  variation  in  Blue 
Cross-Blue  Shield  costs,  and  (c)  costs  under 
New  York’s  HIP  and  the  Group  Health  Asso- 
ciation of  Washington,  D.  C. 

would  make  them  more  susceptible  to  carcino- 
gens. Edentia  was  found  to  be  higher  among 
larynx  cancer  patients  than  the  controls;  this 
condition  may  also  be  a reflection  of  the  dietary 
deficiency. 

Of  particular  interest,  noted  Dr.  Wynder,  is 
the  fact  that  the  relative  risk  of  a cigar  and 
pipe  smoker  developing  cancer  of  the  oral  cavity 
and  larynx  appears  greater  than  for  the  cigaret 
smoker,  which  is  in  contrast  to  the  pattern  seen 
in  lung  cancer,  in  which  the  risk  of  developing 
the  disease  is  more  closely  associated  to  the 
amount  of  cigarets  consumed.  Alcohol  consump- 
tion is  not  a significant  factor  in  the  develop- 
ment of  lung  cancer.  Also,  Dr.  Wynder  noted 
that  the  further  up  in  the  respiratory  tract  the 
site  of  the  cancer,  the  greater  the  percentage 
of  pipe  and  cigar  smokers. 

Factors  Ruled  Out 

Several  factors  once  believed  to  be  associated 
with  the  development  of  these  cancers  were  ap- 
parently ruled  out  by  Dr.  Wynder’s  studies.  Hot 
food  seems  to  have  no  significance;  voice  strain 
could  not  be  demonstrated  to  be  a possible 
cause  of  larynx  cancer;  occupational  exposures 
did  not  appear  to  be  a factor.  It  is  of  interest 
also  that  dental  irritation  or  general  trauma 
seem  to  play  no  particular  role  in  the  develop- 
ment of  cancers  of  the  oral  cavity. 

The  studies  reported  by  Dr.  Wynder  are  based 
on  209  male  patients  with  cancer  of  the  larynx; 
209  matched  controls;  and  132  male  patients  with 
lung  cancer  also  serving  as  controls;  543  male 
patients  with  cancer  of  the  oral  cavity,  and  207 
male  control  patients  (patients  with  benign  le- 
sions of  head  and  neck  or  chest  and  patients 
with  cancer  of  the  lower  gastrointestinal  regions 
or  lymphomas). 


GASTRO-INTESTINAL  OBSTRUCTION 

by  Meyer  O.  Cantor,  M.D.,  and  Roland  P.  Reynolds,  M.D.,  565 
pages.  Illustrated.  (1957)  William  & Wilkins.  $18. 

Two  surgeons  from  Grace  Hospital,  Detroit, 
co-ordinate  the  roles  of  such  branches  of  medi- 
cine as  raidology,  internal  medicine,  and  surgery, 
in  the  treatment  of  advanced  cases  of  intestinal 


obstruction.  All  phases  of  management  and 
treatment  are  considered,  including  nursing.  The 
book’s  comprehensive,  well-illustrated,  and  a 
good  source  of  reference. 


Stacey^s  Medical  Books,  San  Francisco. 
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VOLUNTARY  HEALTH  INSURANCE 

OLUNTARY  health  insurance  against  costs  in- 
curred through  sickness  and  accident  continues 
to  spread  its  protective  coverage  over  more  and 
more  Americans. 

The  Health  Insurance  Institute,  taking  a for- 
ward look  to  year-end  growth  figures,  predicts 
that  by  Dec.  31,  1957,  over  123  million  people 
in  the  U.  S.  will  be  protected  by  some  form  of 
health  insurance  designed  to  help  pay  hospital, 
doctor  or  other  medical  care  bills.  This  rep- 
resents close  to  75  per  cent  of  the  total  U.  S.  civi- 
lian population. 

Breaking  down  the  national  totals  on  health 
insurance  coverage  for  1957,  an  estimated  109 
million  persons  will  be  covered  for  surgical  ex- 


penses, 74  million  will  have  regular  medical 
expense  protection,  13  million  will  be  insured 
against  major  -medical  expenses,  and  43  million 
for  loss  of  income  coverage,  in  addition  to  the 
123  million  protected  against  the  cost  of  hospital 
bills.  Biggest  growth  in  the  type  of  coverage 
in  recent  years  has  been  major  medical  expense 
insurance  which  helps  to  absorb  the  cost  of 
serious,  or  catastrophic,  illness. 

Health  insurance  today  covers  more  people 
than  any  other  single  type  of  insurance  in  force, 
the  institute  reports. 

Total  health  insurance  benefits  paid  out  this 
year  by  insurance  companies.  Blue  Cross-Blue 
Shield  and  miscellaneous  plans,  will  amount  to 
an  estimated  $4.2  billion,  as  compared  to  $3.6 
billion  in  1956.  This  aceounts  for  a major  con- 
tribution to  the  nation’s  over-all  medical  bill. 


CANCER  SOCIETY 

P HOENIX  will  be  the  site  of  the  American 
Cancer  Society’s  annual  regional  meeting  in 
1958.  This  was  voted  by  delegates  at  the  1957 
annual  business  meeting  Sept.  24  in  Las  Vegas. 

Lay  and  professional  delegates  for  Region 
Six  which  is  composed  of  the  states  of  Arizona, 
California,  Colorado,  Nebraska,  Nevada,  New 
Mexico  and  Utah,  voted  to  invite  the  delegates 


of  Region  Five  to  join  them  for  a combined  meet- 
ing of  the  two  regions  in  September  1958  in 
Phoenix.  Arizona  delegates  to  the  meeting  were 
Dr.  Edward  H.  Bregman  and  Dr.  Mary  Cald- 
well. 

Also  at  the  Las  Vegas  meeting,  Horace  B. 
Taylor,  past  regional  chairman,  nominated  Dr. 
Edward  H.  Bregman  of  Phoenix  to  be  Region 
Six  chairman  for  the  coming  year.  He  was 
unanimously  elected  to  the  post  by  the  dele- 
gates. 


FOR  SALE 

1 Westinghouse  DUCONDEX  200  KV  constant 
potential  unit  rated  at  25  MA 

1 Westinghouse  Superficial  X-Ray  unit 
rated  at  100  KV  at  5 MA 

1 Hydraulic  Treatment  cart  with  casters 

Contact 

RHODES  & KILLIAN,  ATTORNEYS  AT  LAW 

9 West  Pepper  Place,  Mesa,  Arizona 
PHONE  WO  4-4557 


NEW . . . intranasal  synergism 


C^tCuM: 


Convenient  plastic, 
unbreakable  squeeze  bottle. 
Leakproof , delivers 
a fine  mist. 


DECONGESTIVE 

Neo-Synephrine®  HCl  0.5% 

ANTI-INFLAMMATORY 

Hydrocortisone  0.02% 

ANTI-ALLERGIC 

Thenfadil®  HCl  0.05% 

ANTIBACTERIAL 

Neomycin  (sulfate) 

1 mg./cc. 

(equivalent  to 
0.6  mg.  neomycin 
base/cc.) 


Polymyxin  B 
(as  sulfate) 
3000  u/cc. 


LABORATORIES 

NEW  YORK  18,  N.  Y, 


(/b 


Neo-Synephrine  (brand  of 
phenylephrine)  and  Thenfadil 
(brand  of  thenyldiomine), 
trademarks  reg.  U.S.  Pat.  Off, 


POTENTIATED  ACTION  for 

better  clinical  results 

COLDS 

SINUSITIS 

ALLERGIC  RHINITIS 
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AMERICAN  CANCER  SOCIETY 
SEMINAR 

Jan.  23  through  25, 1958 
Tuc.sonInn  Tucson,  Ariz. 


PANEL 

Axel  N.  Arneson,  M.D.,  Onconological  Gyne- 
cologist, 457  North  Kings  Highway,  St.  Louis. 

James  Barrett  Brown,  M.D.,  Plastic  Surgeon, 
.508  North  Grand  Avenue,  St.  Louis  3,  Mo. 

Vincent  F.  Gollins,  M.D.,  Therapeutic  Radiolo- 
gist, Baylor  University,  Houston,  Texas. 

Ross  Golden,  M.D.,  Diagnostic  Radiologist, 
University  of  Galifornia. 

Gornelius  F.  Lehmann,  M.D.,  Dermatologist, 
705  East  Houston  Street,  San  Antonio,  Texas. 
Ian  G.  MacDonald,  M.D.,  Oncological  Sur 
geon,  2009  Wilshire  Boulevard,  Los  Angeles. 

Arthur  Purdy  Stout,  M.D.,  Pathologist,  Gollege 
of  Physicians  and  Surgeons. 

E.  Dale  Trout,  Ph.D.,  Physicist,  General  Elec- 
u.e  Gompany. 

Thursday,  Jan.  23  — 9:45  through  11:30  a.m. 

SKIN  TUMORS  — Doctors  Brown,  Gollins  and 
Lehmann 

1.  Doctor  Lehman:  "The  Dermatologist  and  Skin 

Gancer.” 

2.  Doctor  Collins:  “Radiotherapy  of  Skin  Le- 

sions.” 

3.  Doctor  Brown:  “Surgical  Treatment  of  Skin 

Lesions”  — 25  minutes. 

12-2  — Luncheon  with  round  table  discussion, 
(cost  included  in  registration  fee) 

Thursday,  Jan.  23  — 2:30  through  4:00  p.m. 
CANCER  OF  THE  HEAD  AND  NECK  - Doc- 
tors Brown,  Collins,  Golden,  MacDonald  and 
Stout. 

1.  Doctor  Golden:  “Roentgen  Diagnosis  of  Dis- 

eases of  the  Sinuses  and  Larynx.” 

2.  Doctor  Stout:  “Carcinoma  in  situ  (Larynx).” 

3.  Doctor  Brown:  “Surgical  Treatment  of  Cancer 

of  the  Head  and  Neck.” 

4.  Doctor  MacDonald:  “Prophylactic  Neck  Di- 

section, Prophylactic  Neck  Irradiation.  Sur- 
gery vs.  Irradiation,  Carcinoma  of  the  Lip 
and  Larynx.” 

5.  Doctor  Collins:  “Radiotherapy  in  Cancer  of 

the  Head  and  Neck”  — 15  minutes. 

Friday,  Jan.  24  — 9:30  to  11:00  a.m. 

THE  ABDOMINAL  MASS  — Doctors  Golden, 
MacDonald  and  Stout. 


1.  Doctor  Golden:  “Diagnostic  Procedures  and 

Examples  in  Differential  Diagnosis  of  Ab- 
dominal Masses.” 

2.  Doctor  Stout:  “Pathology  of  Abdominal 

Masses.” 

3.  Doctor  MacDonald:  “Surgery  of  Abdominal 

Masses,  Including  a Discussion  of  the  Cura- 
bility of  Late  Cancer.” 

4.  Doctor  Collins:  “Radiotherapy  of  the  Abdom- 

inal Mass.” 

12-2  — Luncheon  with  round  table  discussion. 
Friday,  Jan.  24  — 2:30  to  4:00  p.m. 

PELVIC  TUMORS  — Doctors  Arneson,  Collins 
and  Stout. 

1.  Doctor  Arneson:  “The  Pros  and  Cons  of  En- 

dometrial Carcinoma”  (Surgery  alone,  ir- 
radiation alone,  combined  therapy)  — 30 
minutes. 

2.  Doctor  Collins:  “Cancer  of  the  Ovary"  — 

Therapy  — PCobalt  — 30  minutes. 

Saturday,  Jan.  25  — 9:30  through  10:15  a.m. 

Mr.  Trout:  “The  Application,  Limitation  and 
Dangers  of  Radiation  Therapy.” 

10:30  a.m.  through  12 

END  RESULTS  AND  COMPLICATIONS  - 
Doctors  Arneson,  Brown,  Collins,  MacDonald 
and  Stout. 

1.  Doctor  Brown:  “The  Treatment  of  Lesions 

from  Irradiation,  Atomic  Radiation  and 
Cathode  Ray  Burns.” 

2.  Doctor  Arneson:  “Carcinoma  of  the  Cervix 

following  Cervical  Irradiation,  End  Results.” 

3.  Doctor  MacDonald:  “End  Results,  600  Cases 

of  Carcinoma  of  the  Breast”  — 15  minutes. 

4.  Doctor  Stout:  “Results  Following  2 M.E.V.  Ir- 

radiation in  Inoperable  Lung  Cancer.” 

5.  Doctor  Collins:  “End  Results  and  Complica- 

tions Cancer  of  the  Breast”  — 15  minutes. 

6.  Dr  Lehman:  “End  Results  — Skin  Cancer.” 
Seminar  to  be  held  at  the  Tucson  Inn,  Jan.  23-25, 

The  American  Academy  of  General  Practice 
has  approved  the  American  Cancer  Society 
seminar  to  be  held  at  the  Tucson  Inn,  Jan.  23-25, 
1958,  for  a total  of  seven  hours  formal  credit 
(Category  I). 
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FUNDAMENTAL  CANCER 
RESEARCH 

T 

1 HE  12th  annual  symposium  on  fundamental 
cancer  research  will  be  held  March  6,  7 and 
8,  1958  at  the  University  of  Texas  M.  D.  Ander- 
son Hospital  and  Tumor  Institute,  Houston, 
Texas. 

The  topic  for  the  symposium  will  be  “Radia- 
tion Biology  and  Cancer.”  The  first  day  will  be 
devoted  to  papers  from  the  staff  at  M.  D.  An- 
derson Hospital  which  relate  to  the  general  sym- 
posium subject.  The  final  two  days  of  the 
program  will  consist  of  papers  presented  by 
recognized  authorities  in  radiation  research. 

Chairmen  for  the  radiation  biology  sessions 
include:  Titus  C.  Evans,  Radiation  Research 
Laboratory,  University  of  Iowa  College  of  Me- 
dicine; Jacob  Eurth,  Pathology  Department, 
Children’s  Cancer  Research  Eoundation,  Inc., 
Boston,  and  Henry  S.  Kaplan,  Radiology  De- 
partment, Stanford  University  Medical  School, 
San  Francisco.  General  chairman  of  the  sym- 
posium is  Warren  K.  Sinclair,  chief  physicist  at 
the  University  of  Texas  M.  D.  Anderson  Hos- 
pital and  Tumor  Institute. 


LOS  ANGELES  RADIOLOGICAL 
CONFERENCE 

The  lOth  annual  mid-winter  radiological  con- 
ference, sponsored  by  the  Los  Angeles  Radiolo- 
gical Society,  will  be  held  at  the  Biltmore  Hotel, 
Los  Angeles,  California,  on  Saturday  and  Sun- 
day, Feb.  22  and  23,  1958. 

An  outstanding  program  of  pertinent  interest 
has  been  arranged  and  the  guest  speakers  will 
be:  Dr.  Ralston  Paterson,  Manchester,  England, 
Professor  William  V.  Mayneord,  London,  Eng- 
land; Dr.  D.  L.  McRae,  Montreal,  Canada; 
Dr.  E.  B.  D.  Neuhauser,  Boston,  Mass.;  Dr. 
Robert  Stone,  San  Francisco;  Dr.  L.  H.  Garland, 
San  Francisco;  and  Dr.  G.  W.  Beadle,  Pasadena. 

The  conference  fee  of  $20  includes  two  lunch- 
eon meetings  featuring  questions  and  answers. 
A banquet  ( $7.50  per  plate ) , preceded  by  cock- 
tails, will  be  held  Saturday  evening.  Reserva- 
tions may  be  made  through:  Dr.  John  H.  Eaton, 
65  No.  Madison  Avenue,  Pasadena,  Calif. 

Courtesy  cards  will  be  available  to  residents 
in  radiology  and  radiologists  in  the  armed  forces 
by  advance  registration,  with  reduced  tariff  for 


the  luncheons  and  banquet.  Hotel  reservations 
should  be  made  promptly  through  the  conven- 
tion manager,  Biltmore  Hotel,  Los  Angeles, 
Calif. 


POSTGRADUATE  COURSE  — 
MEDICAL  TECHNOLOGY 

T 

1 HE  Ninth  annual  postgraduate  course  in 
medical  technology  will  be  offered  at  the  Uni- 
versity of  Kansas  Medical  Center,  Kansas  City, 
Kans.,  on  Jan.  6,  7 and  8,  1958.  The  37  mem- 
ber guests  and  K.U.  faculty  includes  the  follow- 
ing nationally  known  instructors: 

George  E.  Cartwright,  M.D.,  Associate  Pro- 
fessor of  Medicine,  University  of  Utah  College 
of  Medicine,  Salt  Lake  City,  Utah. 

Bradley  E.  Copeland,  M.D.,  Instructor  in 
Pathology,  Harvard  Medical  School;  Senior 
Scientist,  Cancer  Research  Institute,  Boston, 
Mass. 

Robert  D.  Wise,  M.D.,  Ph.D.,  Associate  Pro- 
fessor of  Medicine  and  Director,  Division  of  In- 
fectious Diseases,  Jefferson  Medical  College  of 
Philadelphia,  Pa. 

Subjects  of  current  interest  in  microbiology 
are  presented  Jan.  6;  hematology  is  discussed 
on  Jan.  7;  and  the  Jan.  8 program  covers  clinical 
laboratory  medicine  and  a chemistry  symposium. 
Panel  discussions  provide  an  opportunity  for 
question  and  answer  sessions. 

Special  emphasis  has  been  placed  on  the  dem- 
onstration workshops.  Each  enrollee  will  have 
an  oportunity  to  attend  four  of  the  following 
demonstrations: 

Blood  banking  procedures 
Serological  techniques 
Enteric  organisms 
Calibration  of  photometers 
Urinary  sediment  examination 
Tissue  culture  techniques 
Medical  photography 
Paper  electrophoresis 
Inflammatory  activity  tests 
Coagulation  defects 
Helminths : laboratory  diagnosis 
Blood  slides 

Automatic  chemical  analyzer 
Viruses:  laboratory  diagnosis 
Special  tissue  stains 

The  course  is  open  to  all  who  serve  in  medical 
laboratories.  Enrollment  fee  for  the  three  days 
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is  $12.  Program  announcement  may  be  ob- 
tained by  writing  to  the  Department  of  Post- 
gradaute  Medicine,  University  of  Kansas  School 
of  Medicine,  Kansas  City  12,  Kan. 


FIFTH  INTERNATIONAL  CONGRESS 
ON  DISEASES  OF  THE  CHEST 

T 

1 HE  Fifth  International  Congress  on  Diseases 
of  the  Chest,  sponsored  by  the  American  College 
of  Chest  Physieians,  will  be  held  in  Tokyo, 
Japan,  Sept.  7-11,  1958.  The  congress  will  be 
presented  under  the  patronage  of  the  govern- 
ment of  Japan  and  the  Japan  Science  Council. 
The  congress  has  been  endorsed  by  the  Japan 
Medical  Association. 

Scientific  pai^ers,  panel  discussions,  fireside 
conference  and  motion  pictures  will  be  presented 
on  the  following  subjects: 

Radiation  hazards 

Coronary  disease 

Occupational  diseases  of  the  chest 

Benign  and  malignant  chest  tumors 

Tuberculosis 

Cardiopulmonary  function  studies 

Asthma  and  emphysema 

Cardiovascular  surgery 

Effect  of  jet  air  travel  in  chest  disease 

Bronchoesophagology 

Tropical  diseases  of  the  chest 

Etiology  of  lung  cancer 

Pediatric  cardiology 

Metabolic  disorders 

Miscellaneous  topics  on  chest  diseases 

1958  MEDICLINICS  OF  MINNESOTA 

At  Covemor’s  Club  Hotel 
Fort  Lauderdale,  Fla. 

March  2 through  March  12, 1958 
FACULTY 

Harold  F.  Buchstein,  M.D.,  Neurosurgery 
Thomas  P.  Cook,  B.S. 

Harry  B.  Hall,  M.C.,  Orthopaedics 
Arthur  C.  Kerkhof,  M.D.,  Internal  Medicine 
Franeis  W.  Lynch,  M.D.,  Dermatology 
Ames  W.  Naslund,  M.D.,  Roentgenology 
O.  L.  Norman  Nelson,  M.D.,  Internal  Medicine 
Owen  F.  Robbins,  M.D.,  Obstetrics  and 
Cynecology 

Albert  V.  Stoesser,  M.D.,  Pediatrics 
Robert  J.  Tenner,  M.D.,  Proctology 
Richard  L.  Varco,  M.D.,  Surgery 


CARDIAC  SYMPOSIUM 

Janiiarij  31  — February  1 
Valleyho  Hotel  Scottsdale,  Arizona 

SPEAKERS 

Arthur  M.  Masters,  M.D. 

Charles  P.  Bailey,  M.D. 

Robert  P.  Grant,  M.D. 

Edgar  V.  Allen,  M.D. 

Sponsored  by 

The  Heart  Association  of  Arizona 
Clarence  B.  Warrenburg,  M.D. 

SYSTEMATIC  ARTERIAL  EMBOLISM 

by  John  Martin  Askey,  M.D.  157  pages.  Illustrated.  (1957)  Gnine 
& Stratton.  $5.75. 

Clearly  and  concisely,  the  author  adroitly 
builds  a discussion  around  a current  controversial 
problem.  Diseussions  of  current  clinical  obser- 
vations on  systemic  arterial  embolism  are  fol- 
lowed by  considerations  of  pathogenesis,  diag- 
nostic, and  prophylactic  measures,  and  treat- 
ments, both  acute  and  continuous.  Pertinent 
illustrations  and  a good  bibliography  add  value 
to  a meaty  volume. 

Stacey*s  Medical  Books,  San  Francisco. 


WAYLAND 

PRESCRIPTION  PHARMACIES 
INC. 

☆ 

13  E.  Monroe  Street 
Phone  Alpine  4-4171 
PHOENIX,  ARIZONA 

☆ 

FREE  DELIVERY 
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when  anxiety  and  tension  "erupts”  in  the  G.  I.  tract.., 

IN  ILEITIS 


PATH  I BAM  ATE 

Meprobamate  with  PATH! LON®  Lederle 

Combines  Meprobamate  {400  mg.)  the  most  widely  prescribed  tranquilizer  . . . helps  control 
the  “emotional  overlay”  of  ileitis  — without  fear  of  barbiturate  loginess,  hangover  or 
habituation  . . .with  PATHILON  {25  mg.)  the  anticholinergic  noted  for  its  extremely  low  toxicity 
and  high  effectiveness  in  the  treatment  of  many  G.I.  disorders. 

Dosage:  1 tablet  t.i.d.  at  mealtime.  2 tablets  at  bedtime.  Supplied:  Bottles  of  100,  1,000. 

’Trademark  ® Registered  Trademark  for  Tridihexethyl  Iodide  Lederle 

LEDERLE  LABORATORIES  DIVISION,  AMERICAN  CYANAMID  COMPANY,  PEARL  RIVER,  NEW  YORK 
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The  Case  History  in  this  discussion  is  selected 
from  the  Case  Records  of  the  Massachusetts  Gen- 
eral Hospital,  and  reprinted  from  the  New  England 
Journal  of  Medicine.  The  discussant  under  Differ- 
ential Diagnosis  is  a member  of  the  staff  of  the 
Massachusetts  General  Hospital.  The  other  dis- 
cussants are  members  of  the  Phoenix  Clinical  Club. 


MASSACHUSETTS  GENERAL 
HOSPITAL 

PRESENTATION  OF  CASE 
NO.  30 

A 46-YEAR-OLD  man  entered  the  hospital  be- 
cause of  muscular  weakness  and  atrophy. 

About  eight  years  before  admission,  he  had 
noticed  the  gradual  development  of  weakness 
and  muscular  wasting  in  the  hands,  associated 
with  rapid,  irregular  twitchings  of  the  muscles 
of  the  shoulders,  arms  and  hands  that  did  not 
produce  movement  at  the  joints.  As  time  passed, 
the  affected  muscles  became  progressively  weak- 
er, although  he  was  able  to  continue  his  work 
as  a commercial  artist.  He  had  also  observed, 
since  the  onset  of  the  weakness,  that  sudden  or 
strong  movements  of  the  arm  or  shoulder  mus- 
cles residted  in  a strong,  persistent  contraction, 
which  failed  to  relax  immediately.  At  times 
these  spasms  were  painful,  although  they  usual- 
ly were  not.  Occasionally,  they  occurred  in  the 
jaw  muscles.  Three  years  before  admission,  a 
neurologist  found  fairly  good  strength,  with  min- 
imal wasting  in  the  shoulders,  arms  and  hands. 
The  neck  and  sternocleidomastoid  muscles  were 
considered  to  be  somewhat  small,  but  strong. 
There  was  no  abnormality  of  the  cranial  nerves 
or  the  legs.  On  gripping  strongly,  he  was  unable 
to  relax  his  grasp,  but  his  fingers  went  into  a 
position  of  flexion  at  the  metacarpophalangeal 
joints  and  extension  at  the  interphalangeal  joints 
for  .30  seconds  to  one  minute.  Similar  persistent 
contractions  could  be  demonstrated  in  the  del- 
toid and  other  arm  muscles.  The  deep  reflexes 
were  exaggerated  in  the  arms  and  at  the  knees; 
the  abdominal  reflexes  were  active  and  sym- 
metrical; the  plantar  reflexes  were  normal.  There 
were  no  sensory  changes.  Quinine,  0.3  gm.  three 
times  daily,  was  prescribed,  after  which  there 
was  great  improvement  in  the  muscular  spasms. 
However,  the  weakness  and  twitchings  became 


steadily  worse.  About  three  months  before  ad- 
mission, he  had  increasing  shortness  of  breath 
on  slight  exertion  and  required  two  pillows  at 
night.  He  had  otherwise  remained  in  good  gen- 
eral health,  although  he  reported  a weight  loss 
of  about  40  pounds  over  the  previous  five  years. 

At  the  age  of  19,  during  a world  epidemic,  he 
had  had  a two-month  illness  called  “encephali- 
tis” in  which  he  had  headache,  was  drowsy  and 
yet  slept  poorly,  and  felt  “nervous.”  He  made  a 
complete  recovery  from  this.  He  had  had  no 
other  noteworthy  illnesses.  The  family  history 
was  unremarkable. 

Physical  examination  showed  a generally  thin 
man,  who  was  using  the  accessory  muscles  of 
respiration.  The  chest  expanded  poorly,  and  no 
movement  of  the  diaphragm  could  be  demon- 
strated by  percussion.  Breath  sounds  were  di- 
minished throughout  both  lungs.  The  heart  was 
normal.  The  remainder  of  the  general  examina- 
tion was  not  remarkable. 

On  neurologic  examination,  he  was  alert,  ori- 
ented and  co-operative.  The  eyes,  including  the 
pupils,  and  ocular  movements  were  normal. 
There  was  no  weakness  or  atrophy  of  the  tongue, 
in  which  there  were  no  definite  fasciculations  or 
fibrillation.  The  neck,  shoulder,  scapular  and 
arm  muscles  were  moderately  weak,  and  there 
was  severe  weakness  and  wasting  of  the  small 
muscles  of  the  hands,  especially  on  the  right. 
The  muscles  of  the  legs  and  feet  were  fairly 
strong,  although  not  normally  so,  with  greatest 
weakness  distally. 

There  were  widespread,  coarse  fasciculations 
in  the  arms,  hands  and  legs.  There  was  difficulty 
in  immediately  relaxing  a firm  hand  grasp  and 
strong  extension  of  the  knee  against  resistance 
resulted  in  mild  cramps  in  the  quadriceps  mus- 
cle. The  deep  reflexes  and  abdominal  reflexes 
were  present  and  equal;  the  plantar  reflexes 
were  normal.  There  were  no  sensory  abnormal- 
ities. 

The  temperature  was  99°F.,  the  pulse  64  and 
the  respirations  18.  The  blood  pressure  was  130 
systolic,  70  diastolic. 

Examination  of  the  blood  and  urine  were  neg- 
ative. Lumbar  puncture  gave  clear  cerebrospi- 
nal fluid  under  a pressure  equivalent  to  80  mm. 
of  water;  the  fluid,  which  contained  no  cells,  had 
a total  protein  of  19  mg.  per  100  cc.  and  gave  a 
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colloidal  gold  reaction  of  0001110000  and  a neg- 
ative Wassermann  reaetion. 

An  electromyogram,  performed  with  surface 
electrodes  on  the  quadriceps,  hamstring,  anteri- 
or-tibial  and  gastrocnemius  muscles  bilaterally, 
diselosed  spontaneous  fasciculations,  but  normal 
activity  with  voluntary  contractions.  Similar  bi- 
lateral recordings  from  the  biceps,  triceps  and 
flexor  and  extensor  muscles  of  the  wrist  revealed 
fasciculations,  most  marked  in  the  right  biceps 
and  wrist  extensor  muscles.  Voluntary  contrac- 
tion of  the  right  arm  showed  a failure  of  relaxa- 
tion of  all  museles  lasting  18  seconds.  The  pa- 
tient was  found  dead  in  bed  on  the  morning  of 
the  fourth  hospital  day. 

DR.  LESLIE  B.  SMITH 

The  diagnostic  problem  for  today  concerns  a 
46-year-old  male,  who  for  eight  years  before  his 
death,  suffered  from  progressive  muscular  weak- 
ness, atrophy,  museular  fasciculation,  and  per- 
sistent contractions  which  failed  to  release  im- 
mediately. 

The  order  of  progressive  involvement  of  the 
muscles  was;  hands,  shoulders,  jaws,  neck,  legs, 
and  the  muscles  of  respiration.  The  museles  of 
the  face,  eyes,  and  the  tongue  were  not  affected. 
There  were  no  sensory  disturbances  and  quinine 
improved  the  muscular  spasms. 

Other  tlian  the  weakness  and  the  atrophy,  the 
two  main  clinical  findings  were  fasciculation 
and  myotonia  (failure  of  muscle  to  release  after 
contraction ) . 

During  the  course  of  my  reading  and  in  con- 
versation with  others,  I have  tound  that  the 
terms  fibrillation  ( fibrillar  contractions ) and  fas- 
ciculation ( fascicular  muscular  twitching ) in  the 
past  were  considered  to  be  the  same,  hence  are 
still  erroneously  used  synonomously.  However, 
partieularly  since  electromyography,  these  two 
terms  have  distinct  connotations. 

Fibrillation  is  the  spontaneous  twitching  of 
muscle  fibers  with  a frequency  of  two  to  30  per 
second.  These  contractions  are  so  feeble  that 
they  never  produce  movements  at  the  joints. 
Fibrillation  is  habitually  present  in  denervated 
muscles,  hence  is  called  “fibrillation  of  denerva- 
tion.” It  can  be  seen  with  the  naked  eye  in  the 
tongue,  but  in  other  parts  of  the  body  it  can  not 
be  seen  because  of  the  skin.  It  has  been  called 
the  “crying”  of  the  muscle  for  proper  nourish- 
ment needed  for  survival.  It  denotes  acetylcho- 
line sensitivity. 

The  electromyogram,  in  this  case  today,  failed 


to  show  any  fibrillation  of  denervation,  hence  it 
should  be  cafe  to  conclude,  even  though  fascicu- 
lation was  such  a prominent  feature,  that  he  did 
not  have  a lower  motor  neuron  disease  such  as 
occurs  in: 

1.  Poliomyelitis 

2.  Progressive  spinal  muscular  atrophy; 

a.  Bulbar  type 

b.  Amyotrophic 

c.  Spinal  type 

d.  Charcot-Marie-Tooth 

3.  Syringomyelia 

4.  Syphilitic  amyotrophy 

5.  Intermedullary  tumors 

6.  Traumatic  lesions 

7.  Other  diseases  of  the  gray  matter  of  the 

cord. 

Bundle  Involvement 

Fasciculation  is  the  small  involuntary  move- 
ments visible  on  the  surface  of  the  muscles, 
rhythmical  or  irregular,  involving  not  the  whole 
muscle,  but  only  some  of  the  bundles.  They  are 
almost  always  too  feeble  to  produce  movements 
at  the  joints.  They  may  be  seen  in  normal  mus- 
cle when  it  is  over-fatigued,  or  during  exposure 
to  cold.  Fasciculation,  although  frequently  seen 
in  diseases  of  nerve  degeneration,  is  an  adjunc- 
tive and  not  a pirmary  finding.  It  involves  the 
peripheral  portion  of  the  lower  motor  neuron 
and  may  be  functional.  The  wave  form  and  du- 
ration is  similar  to  that  of  the  motor  units.  How- 
ever, the  amplitude  is  lower  and  the  frequency 
is  about  one  to  three  per  second.  It  has  been 
said  that  for  practical  purposes  fasciculation  does 
not  occur  in  the  myopathies  or  primary  muscular 
dystrophies.  However,  it  has  been  seen  in  some 
cases  of  myopathy. 

An  outstanding  feature  of  this  case  was  the 
delay  of  the  muscles  to  relax  after  contraction 
(myotonia).  Myotonia  is  the  inability  to  relax  a 
muscle  normally  after  its  contraction  due  to  re- 
petitive discharges  beyond  the  myoneural  junc- 
tion. Although  the  mechanism  is  not  thoroughly 
understood,  some  believe  that  it  is  the  opposite 
of  myasthenia  gravis. 

In  the  absence  of  fibrillation  and  the  presence 
of  myotonia,  the  problem  then  narrows  down  to 
deciding  which  one  of  the  muscular  dystrophies 
was  present. 

Progressive  muscular  dystrophy  is  the  primary 
degenerative  disease  of  the  skeletal  muscles.  The 
innervation  of  the  affected  muscle  is  sound,  in 
contrast  to  the  neural  and  spinal  atrophies.  The 


;94 


Arizona  Medicine 


December,  1957 


final  proof  of  the  existence  of  dystrophy  is  in 
the  demonstration  of  intact  muscle  nerves  and 
nerve  endings  in  the  presence  of  severe  degen- 
erative changes  in  the  muscle  fibers. 

The  characteristic  features  of  symmetrical  dis- 
tribution of  muscular  atrophy,  the  retention  of 
faradic  excitability  in  proportion  to  the  remain- 
ing power  of  contraction,  the  intact  sensibility 
and  preservation  of  cutaneous  reflexes  and  the 
liability  to  heredofamilial  incidence  serve  to  set 
this  group  of  diseases  apart  on  clinical  grounds. 
The  case  today  has  all  of  these  qualifications  ex- 
cept for  known  heredity. 

The  Adams,  Denny-Brown,  and  Pearson  clin- 
ical classification  of  muscular  dystrophy  is: 

1.  Severe  generalized  familial  muscular  dys- 
trophy is  a rapidly  progressive  type  of  myopathy 
beginning  usually  in  early  childhood,  with  a 
strong  familial  liability,  and  occurring  predomi- 
nantly in  males  with  or  without  pseudohyper- 
trophy; the  most  common  type  being  Duchenne’s 
pseudohypertrophic  muscular  dystrophy. 

2.  Mild  restricted  muscular  dystrophy  is  a 
slowly  progressive  proximal  myopathy,  involving 
primarily  the  musculature  of  the  shoulders  and 
often  the  face,  with  long  remissions  and  often 
complete  arrest  and  weak  familial  incidence. 
The  age  onset  is  two  to  60  years.  The  best  known 
form  is  facio-scapulo-humeral  dystrophy  of  Lan- 
douzy  and  Dejerine. 

3.  Progressive  dystrophy  ophthalmoplegia  is  a 
very  slowly  progressive  myopathy  involving  pri- 
marily, and  usually  limited  to  the  elevators  of 
the  eyelids  and  external  ocular  muscles. 

4.  Dystrophia  Myotonica  (Myotonic  Dystro- 
phy or  Myotonia  Atrophica)  is  a steadily  pro- 
gressive familial  distal  myopathy  with  associated 
weakness  of  the  muscles  of  the  face  and  eleva- 
tors of  the  eyelids  and  a tendency  to  myotonic 
persistence  of  muscular  contractions,  testicular 
atrophy,  and  these  cases  may  have  cataracts  and 
glandular  disturbance. 

Welanders  Series 

VVelander  has  collected  a large  series  of  cases 
without  familial  cataracts  with  onset  between  30 
and  80  years  of  age.  Testicular  atrophy,  although 
accepted  as  a part  of  dystrophia  myotonica,  is 
not  always  present,  also,  hypothyroid  ( Hoffman’s 
syndrome),  baldness,  and  feeblemindedness  may 
or  may  not  be  present. 

Myotonia  congenita  (Thomsen’s  disease)  has 
myotonia  as  a feature,  but  does  not  exhibit  dys- 
trophia, hence  Adams,  Denny-Brown,  and  Pear- 


son do  not  classify  it  as  a form  of  muscular  dys- 
trophy. There  is  still  considerable  confusion  in 
the  classification  of  Thomsen’s  disease  which  I 
believe  is  the  practical  import,  in  that  unequivo- 
cal dystrophy  features  imply  a grave  prognosis, 
which  is  not  true  in  hereditary  myotonia  (Thom- 
sen’s disease. ) Only  a fourth  of  the  cases  are 
hereditary,  hence  one  can  readily  conceive  of 
the  confusion  in  the  classification  of  these  dis- 
eases. Because  here  is  a disease  called  heredi- 
tary, whereas  75  per  cent  are  nonhereditary. 
Also,  in  Thomsen’s  disease,  muscular  hypertrophy 
is  present. 

One  author  has  stated  that  the  classification 
of  the  muscular  dystrophies  is  complex  and  im- 
possible. Also,  the  primary  muscular  diseases 
may  at  times  be  indistinguishable  from  the  neu- 
rogenic muscular  atrophies.  This  is  because  in 
some  of  the  muscular  diseases,  fibrous  scarring 
may  interrupt  the  lower  motor  neuron  so  that 
some  of  the  muscle  fibers  may  show  fibrillation 
of  degeneration.  I repeat  again,  that  the  case  un- 
der discussion  did  not  show  fibrillation  of  de- 
generation, hence  must  be  classified  as  a muscu- 
lar dystrophy. 

I’ve  had  a lot  of  fun  and  learned  much  in  try- 
ing to  pin  a specific  diagnosis  on  this  case. 

Diagnosis:  Progressive  muscular  dystrophy 

simulating  dystonia  myotonia,  but  of  the  type 
collected  by  Welander  without  familial  cataracts 
or  endocrine  disorders  which  actually  sets  it 
aside  from  true  dystrophia  myotonia  (myotonic 
dystrophy  or  myotonia  atrophica). 

BIBLIOGRAPHY 

1.  An  Index  of  Differential  Diagnosis  of  Main  Symptoms— 
French. 

2.  Textbook  of  Medicine— Cecil. 

3.  Clinical  Electromyography— Marinacci. 

4.  Disease  of  the  Muscles Adams,  Denny-Brown,  Pearson. 

5.  Handbook  of  Differential  Diagnosis— Hyman. 

PAUL  B.  JARRETT,  M.D. 

This  case  is  difficult  to  fit  into  a single  diag- 
nosis because  of  the  combination  of  atrophy  and 
fibrillary  twitching  with  myotonia.  Since  unusual 
manifestations  of  several  neuromyopathies  may 
be  responsible,  let  us  consider  the  possibilities 
and,  by  elimination,  reduce  those  remaining  to 
probabilities. 

( 1 ) Syringomyelia  is  associated  with  muscular 
atrophy,  trophic  changes  and  spasticity;  but  is 
also  usually  asociaesd  as  well  with  sensory  loss 
due  to  destruction  of  fibers  of  pain  and  tempera- 
ture as  they  cross  in  the  grey  commissure  from 
cavitation  and  gliosis. 

( 2 ) The  next  possibility  to  merit  consideration 
is  progressive  muscular  dystrophy,  or  the  dijs- 
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trophies  which  includes  the  pseudohypertrophic 
type,  the  hypertrophic  or  Spiller  type,  the  facio- 
seapulohumeral  variety  and  myotonia  dystro- 
phiea  and  myotonia  congenita.  Progressive  mus- 
cular atrophy  usually  has  its  onset  at  an  early 
age,  and  there  is  an  absence  of  fibrillation  — a 
marked  feature  of  this  case.  Next,  myotonia  dys- 
trophica,  myotonia  congenita  or  myotonia  atro- 
phica. These  synonyms  were  once  thought  to  be 
separate  entities,  but  are  now  thought  to  be 
stages  of  a degenerative  process  spread  over 
several  generations,  appearing  as  a cataraet  in 
the  earlier  and  eventually  as  the  full  blown  dis- 
ease in  the  later  generations.  The  myotonia  re- 
sponds to  quinine  as  did  our  patient,  but  the 
atrophy  does  not  respond  to  this  medieament. 
In  some  cases  the  cataract  is  slight  or  absent. 
This  diagnosis  is  a possibility  — usually  though, 
the  atrophy  involves  the  museles  of  the  face, 
producing  the  so  called  “hatehet  face.”  Our  pa- 
tient did  not  have  this  manifestation,  nor  were 
there  any  endoerine  features  such  as  testicular 
atrophy,  mentioned  in  the  protoeol. 

Muscular  Atrophies 

(3)  Next  we  must  eonsider  the  muscular  atro- 
phies whieh  are  heredofamilial  disorders  char- 
aeterized  by  interstitial  neuritis  and  degenera- 
tive changes  in  the  anterior  horn  eells.  Of  these, 
the  ones  to  consider  are:  (a)  Amyotrophic  lat- 
eral sclerosis,  which  in  this  case  is  a possibility 
beeause  in  the  beginning  it  is  common  to  find 
weakness  and  atrophy  of  the  museles  of  the 
hands  whieh  spreads  to  the  forearms  and  shoul- 
der girdles.  Fibrillations  are  almost  always  pres- 
ent. However,  there  is  usually  evidence  of  long 
tract  involvement  with  hyperactive  deep  tendon 
reflexes  and  a positive  Babinski  sign. 

(b)  Progressive  muscular  atrophy  has  clinical 
manifestations  similar  to  amyotrophic  lateral 
sclerosis,  but  without  evidence  of  long  tract  in- 
volvement, and  instead  of  spasticity  in  the  lower 
extremities,  atrophy  and  weakness  may  occur 
with  no  loss  of  deep  tendon  reflexes  until  quite 
late.  Myotonia  isn’t  neeessarily  a feature,  or  this 
diagnosis  would  fit  the  pieture  very  nicely. 

Third  Stage 

(4)  The  history  of  epidemic  encephalitis  27 
years  earlier  is  possibly  of  significanee.  I discov- 
ered that  there  is  a third  stage  of  this  disease,  a 
progressive  chronic  phase  which  may  be  delayed 
many  years  from  the  aeute  onset.  The  longest 
interval  I was  able  to  find  was  17  years,  but 
since  this  man’s  symptoms  began  eight  years  pre- 


viously, that  would  have  made  an  interval  of  19 
years  from  the  date  of  his  eneephalitis  onset. 
What  might  the  symptoms  be?  They  are  stated 
as  being  varied  and  sometimes  bizarre.  In  the 
epidemie  form  of  Von  Economo’s  encephalitis, 
extreme  variability  of  symptoms  and  signs  in 
different  patients  is  eommon.  Some  eases,  ac- 
cording to  my  source  of  information,  exhibit  rig- 
idity and  other  hyperkinetic  phenomena  or  trem- 
ors, ehoreo-athetoid,  myoclonie  and  other  dys- 
kenetic  movements.  About  50  per  cent  of  these 
eases  exhibit  ehronic,  often  progressive  symp- 
toms. It  is  an  interesting  hypoothesis  for  this 
case. 

(5)  Myoclonus  may  be  found  in  the  museles 
below  a lesion  within  the  vertebral  eanal  which 
impinges  on  the  posterior  nerve  roots  or  on  the 
posterior  or  lateral  portions  of  the  spinal  cord, 
especially  if  the  patient  is  hyperventilated,  but 
cord  tumor  doesn’t  seem  likely  in  the  absence  of 
long  tract  involvement. 

My  ehoiee  would  be: 

1.  Progressive  museular  atrophy. 

2.  Myotonia  atrophica  appearing  late  in  life. 

3.  Degenerative  ehronic  phase  of  Von  Eeono- 

mo’s  eneephalomyelitis. 

DIFFERENTIAL  DIAGNOSIS 

Dr.  John  Walton:  This  interesting  case,  like  all 
those  discussed  in  this  amphitheater,  presents 
certain  ineonsisteneies  and  difficulties  in  diag- 
nosis. 

There  were  three  striking  clinical  features: 
progressive  atrophy  of  the  limb  musculature, 
particularly  in  the  upper  limbs  and  always  most 
severe  in  the  distal  part  of  the  extremities;  wide- 
spread muscular  fasciculations;  and  cramps  pro- 
voked by  movement  and  associated  with  diffi- 
eulty  in  relaxation  of  muscles,  particularly  those 
controlling  the  grip.  I think  it  would  be  as  well 
to  consider  eaeh  of  these  salient  features  of  the 
story  individually  to  determine  what  produced 
them. 

Muscle  atrophy  was  mainly  peripheral,  was 
mueh  less  severe  proximally  and  in  the  late 
stages  involved  the  diaphragm  and  perhaps  the 
intercostal  muscles.  Sueh  muscular  atrophy  could 
have  resulted  from  disease  in  the  anterior-horn 
eells,  in  the  spinal  anterior  nerve  roots,  in  the 
peripheral  nerves  or  in  the  muscles  themselves. 
Motor-neuron  or  motor-system  disease,  which 
immediately  springs  to  mind  as  the  probable 
eause  of  this  clinical  picture,  is  probably  a single 
entity  although  it  may  be  manifested  in  three 
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distinct  clinical  forms.  The  first  is  the  progres- 
sive muscle  atrophy  of  Aran  and  Duchenne;  the 
second  and  most  common  is  amyotrophic  lateral 
sclerosis,  with  atrophy  of  muscles  in  the  upper 
limbs  and  spasticity  in  the  lower;  and  the  third 
is  progressive  bulbar  palsy,  in  which  the  atrophy 
and  motor  weakness  usually  begin  in  muscles 
supplied  by  the  medulla  or  bulb.  The  picture  of 
progressive  peripheral  muscular  wasting  with 
widespread  fasciculations  in  this  patient  is  char- 
acteristic of  progressive  muscular  atrophy,  but 
the  brisk  tendon  reflexes  in  the  lower  limbs  sug- 
gest an  element  of  lateral  sclerosis.  One  slight 
inconsistency  is  the  eight-year  history,  since 
many  patients  fail  to  survive  so  long.  The  disease 
is  often  fatal  within  two  to  six  years  of  the  onset. 
On  the  other  hand,  Muller,  in  a recent  study  of 
this  disease,  found  that  some  patients  survived 
for  15  years,  so  that  this  eertainly  does  not  rule 
out  the  diagnosis. 

One  possible  cause  of  nerve-root  disease  in 
such  a case  is  carcinomatosis  involving  the  men- 
inges, with  widespread  infiltration  of  anterior 
roots  and  spinal  nerves,  and  this  may  giv'e  rise 
to  a progressive  peripheral  atrophy.  The  same 
statement  is  true  of  cervical  spondylosis  (multi- 
ple disk  degeneration  in  the  cervical  spine), 
which  may  result  in  pressure  on  multiple  roots, 
causing  atrophy  in  the  muscles  of  the  upper 
limbs,  and  at  the  same  time  may  compress  the 
spinal  cord,  giving  increased  reflexes  and  some- 
times spasticity  in  the  lower  limbs.  Of  course, 
inflammatory  disease  of  the  meninges,  like  men- 
ingovascular syphilis,  may  involve  ner\e  roots 
in  the  cervical  region  and  also  the  cord,  giving 
the  picture  of  syphilitic  amyotrophy.  I think  the 
negative  spinal  fluid  findings  rule  out  several  of 
these  diagnoses,  and  in  fact  a number  of  other 
points,  which  I shall  discuss  in  a moment,  make 
any  of  them  unlikely. 

Peripheral  Nerves 

Turning  now  to  the  peripheral  nerves,  I won- 
der if  this  could  have  been  a polyneuropathy,  of 
which  there  are  multitudinous  causes.  The  ab- 
sence of  sensory  loss  in  this  case  is  very  much 
against  the  commoner  types  of  polyneuropathy, 
but,  on  the  other  hand,  we  sometimes  see  cases 
of  polyneuropathy  that  are  entirely  motor  and 
show  no  sensory  changes  whatever.  There  is  no 
doubt  that  this  picture  eould  have  been  caused 
by  a predominantly  motor  type  of  peripheral 
neuropathy. 

Finally,  we  come  to  the  muscles.  A disease  of 


the  myoneural  junction  like  myasthenia  gravis 
could  not  conceivably  produce  this  clinical  pic- 
ture. Could  the  condition  have  been  a muscular 
dystrophy  or  myopathy?  The  commonly  occur- 
ring types  of  muscular  dystrophy  usually  begin 
in  the  proximal  muscles  of  the  limbs  and  only  in 
the  late  stages  do  they  spread  to  involve  the 
more  distal  muscles.  This,  however,  is  not  true 
of  the  very  rare  distal  myopathy  described  by 
Gowers  and,  more  recently,  by  Welander  in 
Scandinavia,  but  in  distal  myopathy,  fascicula- 
tion  of  muscles  is  virtually  unknown  and  cer- 
tainly is  never  so  gross  as  that  seen  in  this  case. 
Cases  of  muscular  dystrophy  of  all  types  prac- 
tically never  show  fasciculations.  Another  hered- 
ofamilial myopathy,  myotonic  dystrophy  or  dys- 
trophia myotonica,  is  characterized  by  myo- 
pathic muscular  wasting  and  weakness  in  the 
peripheral  muscles  of  both  upper  and  lower 
limbs,  but  this  disease  is  always  associated  with 
involvement  of  the  sternocleidomastoid,  tem- 
poral and  masseter  muscles,  and  with  myotonia, 
or  difficulty  in  relaxation  of  grip.  Furthermore, 
there  are  usually  endocrine  disturbances  in  these 
patients;  the  males  have  frontal  baldness  and 
gonadal  atrophy.  Another  characteristic  and  al- 
most invariable  feature  of  dystrophia  myotonica 
is  cataract.  Apparently,  in  the  case  under  dis- 
cussion, the  eyes  were  normal.  Futhermore,  in 
all  cases  of  dystrophia  myotonica  there  is  some 
in\'olvement  of  facial  muscles;  in  this  patient  the 
face  was  normal.  For  all  these  reasons  I do  not 
think  that  this  was  dystrophia  myotonica,  al- 
though the  muscular  cramps  and  the  failure  to 
relax  the  grip  were  very  suggestive  of  myotonia. 

Other  Causes 

Could  this  have  been  thyrotoxic  myopathy  or 
some  other  myopathy  of  metabolic  cause?  Apart 
from  the  weight  loss  of  40  pounds  in  five  years, 
which,  although  somewhat  severe,  could  have 
been  a result  of  the  muscular  wasting,  there  was 
no  evidence  of  thyrotoxicosis.  Sometimes,  the 
myopathy  of  thyrotoxicosis  precedes  the  other 
manifestations  by  a number  of  years,  but  I should 
think  that  after  eight  years  there  would  have 
been  some  other  manifestations  of  this  disease, 
and  certainly  none  were  mentioned  in  the  pro- 
tocol. In  thyrotoxic  myopathy,  too,  atrophy  and 
weakness  of  muscles  are  most  often  proximal; 
furthermore,  fasciculations  are  rare,  although 
they  have  been  described.  I think  I can  dismiss 
polymyositis  or  dermatomyositis  very  quickly. 
This  is  practically  always  a disease  of  the  proxi- 
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mal  muscles.  In  some  cases  there  is  minimal  and 
in  others  severe  skin  involvement;  fasciculations 
are  very  rare.  To  me  this  clinieal  picture  is  not 
at  all  like  that  of  polymyositis. 

Although  fasciculation  in  muscle  has  been 
proved  to  be  a phenomenon  that  arises  peripher- 
ally, because  it  persists  after  blocking  or  section 
of  the  motor  nerve,  it  is  undoubtedly  true  that 
most  patients  with  widespread  fasciculations  are 
proved  to  have  disease  of  the  anterior-horn  cells. 
As  I have  mentioned  already,  this  phenomenon 
is  seen  most  clearly  and  frequently  in  patients 
with  progressive  motor  neuron  disease— amyotro- 
phie  lateral  sclerosis,  progressive  muscular  atro- 
phy and  progressive  bulbar  palsy.  However,  it 
is  oeeasionally  seen  in  other  eonditions  that  may 
damage  the  anterior-horn  cells,  such  as  syringo- 
myelia, peripheral  neuropathy  and  cervical-disk 
disease,  but  it  is  not  usually  so  marked  and  wide- 
spread as  in  this  case.  Faseiculation  in  museles 
may  be  benign  and  widespread  and  is  frequently 
discovered  in  medical  students  and  medieal  prac- 
titioners who  happen  to  notice  that  their  muscles 
are  twitching.  A diagnosis  of  myokymia  has  been 
applied  to  this  condition  of  widespread  benign 
fasciculations,  in  which,  however,  the  fascicula- 
tions tend  to  involve  two  or  three  motor  units, 
not  a single  motor  unit,  and  clinically  are  much 
coarser  than  those  in  motor-neuron  disease.  The 
faet  that  I am  diseussing  the  case  here  today 
is  very  good  evidence  that  this  was  not  a benign 
disorder. 

Lastly,  I shall  consider  the  muscular  cramps 
and  the  impaired  ability  to  relax  the  muscles 
after  a strong  grip  or  after  a forceful  movement. 
These  were  powerful,  sustained  contractions, 
which  were  invariably  initiated  by  voluntary 
movement  and  did  not  occur  spontaneously;  the 
description  was  absolutely  characteristic  of  myo- 
tonia. As  described,  these  cramps  were  not  those 
seen  in  tetany,  salt  depletion,  hypocalcemia,  or 
hypoparathyroidism.  They  were  not  like  the  ach- 
ing, nagging  pains  resulting  from  the  extrapyra- 
midal  rigidity  of  muscles  in  Parkinson’s  disease, 
nor  were  they  like  the  sharp  cramps  and  the 
flexor  and  extensor  spasms  that  one  sees  in  pa- 
tients with  disease  of  the  pyramidal  tracts  and 
spasticity.  None  of  these  seem  to  fit  the  descrip- 
tion that  we  are  given  in  this  case;  the  only  one 
that  would  explain  the  elinical  findings  is  myo- 
tonia. I do  not  think  that  this  was  a so-called 
myotonoid  disturbance,  the  slow  lethargic  fail- 
ure to  relax  muscle  usually  seen  in  the  large. 


bulky  museles  of  patients  with  Hoffmann’s  syn- 
drome—in  other  words  in  cases  of  myxedema 
with  muscle  involvement.  Some  patients  with 
myxedema  have  large,  bulky  muscles,  which  tend 
to  be  painful  and  the  seat  of  nagging  cramps; 
relaxation  in  these  museles  is  often  impaired. 
Faseiculations  would  not  be  expected  in  Hoff- 
mann’s syndrome,  and  certainly  the  other  find- 
ings in  this  case  rule  out  any  suggestion  of  myxe- 
dema. Relief  by  quinine  is  also  very  character- 
istic of  myotonia.  Although  quinine  may  often 
relieve  museular  cramps  from  whatever  cause, 
the  relief  is  usually  most  striking  in  patients  with 
myotonia.  For  this  reason,  I think  that  I should 
have  to  conclude  that  the  phenomenon  that  this 
patient  showed  was  true  myotonia.  Was  the  fail- 
ure to  relax  the  grip  made  worse  by  cold? 

Colloquy 

Dr.  Edward  P.  Richardson  Jr.;  We  do  not 
have  sufficient  information  to  answer  that  ques- 
tion. 

Dr.  Walton:  Did  the  patient  have  a test  of  the 
basal  metabolic  rate,  or  recent  ealcium  and 
phosphorus  determinations? 

Dr.  Richardson:  No. 

Dr.  Walton:  Before  attempting  to  correlate 
the  muscular  atrophy,  fasciculations  and  cramps 
—this  apparently  myotonic  phenomenon— I shall 
look  briefly  at  the  other  findings.  There  was  a 
previous  history  of  encephalitis,  which  seems 
clearly  to  have  been  encephalitis  lethargiea.  A 
number  of  cases  of  amyotropic  lateral  sclerosis 
oceurring  as  a sequel  to  epidemic  encephalitis 
have  been  reported;  however,  in  most  of  these 
there  was  evidence  of  Parkinson’s  disease  as  well 
as  the  manifestations  of  motor-neuron  disease. 
Furthermore,  the  latent  period  is  not  usually  so 
long.  In  this  ease  it  was  27  years  before  the  mus- 
cular atrophy  began.  This  relation  was  recently 
discussed  very  fully  by  Greenfield  and  Matthews, 
who  reported  two  cases  of  amyotrophic  lateral 
sclerosis  occurring  as  a sequel  to  epidemic  ence- 
phalitis, but  both  patients  had  postencephalitic 
Parkinson’s  disease;  they  referred  to  other  cases 
in  the  literature  in  which  there  had  been  no  evi- 
dence of  Parkinson’s  disease,  but  simply  the  pic- 
ture of  amyotrophic  lateral  sclerosis,  apparently 
as  a sequel  to  encephalitis. 

The  investigations  in  this  case  were  never  of 
any  great  help.  The  cerebrospinal-fluid  examina- 
tion excluded  any  of  the  more  active  forms  of 
polyneuropathy,  in  which  the  protein  is  usually 
raised,  and  the  electromyogram  simply  con- 
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firmed  the  presence  of  fasciculations.  Will  you 
tell  us  about  the  electromyogram,  Dr.  Schwab? 

Dr.  Robert  S.  Schwab;  The  e.xamination 
showed  numerous  fasciculations,  some  large, 
some  small  and  some  series  of  identical-sized 
ones.  Throughout  the  record  there  were  contin- 
ual discharges  of  this  type  in  the  legs  and  arms. 
Tliese  examinations  were  all  done  on  the  ink 
writer  by  surface  electrode,  and  I cannot  find 
any  evidence  that  cathode-ray  studies  were  done. 
When  the  patient  contracted  the  flexor  muscles 
of  the  wrist  and  then  was  told  to  relax,  he  was 
unable  to  do  so;  the  contractions  continued  for 
18  seconds  and  then  began  to  disappear.  This  is 
the  myotonia  response. 

Dr.  Walton:  It  is  unfortunate  that  a needle 
electrode  study  was  not  done  because  in  such  a 
patient  one  might  expect  to  find  not  only  spon- 
taneous fasiculations,  but  also  spontaneous  fi- 
brillation or  spontaneous  contraction  of  single 
muscle  fibers  as  distinct  from  motor  units,  a 
phenomenon  that  is  probably  seen  only  in  de- 
nervated  muscle.  It  would  also  have  been  inter- 
esting because  a needle  electrode  study  in  case 
of  true  myotonia  shows  a characteristic  myon- 
tonic  discharge-chains  of  oscillations  of  high  po- 
tential waning  slowly  and  giving  a characteristic 
sound  in  the  loud  speaker  rather  like  that  of  a 
dive  bomber. 

Finally,  I must  try  to  correlate  the  different 
findings  in  this  case.  The  great  difficulty  is  to 
reconcile  on  the  one  hand  muscular  atrophy  and 
fasciculations,  which  are  characteristic  of  motor- 
neuron  disease,  particularly  when  associated 
with  increased  reflexes  in  the  lower  limbs,  and 
on  the  other  hand  the  muscle  cramps  and  de- 
layed relaxation,  which  are  very  suggestive  of 
myotonia  and  for  which  I can  think  of  no  other 
explanation.  Classic  myotonia  occurs  only  under 
two  circumstances  ( in  myotonia  congenita 
(Thomsen’s  disease)  and  in  dystrophia  myotoni- 
ca.  In  patients  with  myotonia  congenita  this  phe- 
nomenon is  usually  present  from  birth,  affects 
all  voluntary  muscles,  is  made  worse  by  cold  and 
is  relieved  after  the  patient  has  moved  about  for 
a while.  These  cases  run  an  essentially  benign 
course.  I cannot  believe  that  this  patient  had 
myotonia  congenita  that  did  not  appear  until 
the  age  of  46.  Dystrophia  myotonica  may  be  ex- 
cluded for  reasons  already  given. 

First  Described  In  1892 

A condition  of  myotonia  of  acute  onset  in 
adult  life  was  described  first  by  Talma  in  1892 


and  called  myotonia  acquisita.  Thomsen,  who 
recently  wrote  a monograph  on  myotonia,  has 
discussed  this  condition  in  great  detail  and  has 
come  to  the  conclusion  that  all  Talma’s  patients 
were  suffering  from  myotonia  congenita,  dys- 
trophia myotonica  or  Hoffmann’s  syndrome  — 
namely,  myxedema,  with  muscle  involvement. 
Many  people  now  believe  that  myotonia  acquisi- 
ta is  not  a distinct  entity.  Hence,  1 do  not  believe 
that  this  was  a case  of  myotonia  acquisita,  and 
as  I have  already  mentioned  the  clinical  picture 
was  not  like  that  of  polyneuritis  or  thyrotoxic 
myopathy. 

My  conclusion  must  be  that  this  was  an  ex- 
emple  of  progressive  motor-neuron  disease,  prob- 
ably of  the  type  of  amyotrophic  lateral  sclerosis, 
in  which  symptomatic  myotonia  occurred.  Re- 
cently, there  has  been  a report  by  Worster- 
Drought  and  Sargent  of  reactive  myotonia  in 
cases  of  polyneuritis;  Worster-Drought  men- 
tioned in  that  paper  that  he  had  seen  active  myo- 
tonia in  a patient  with  Charcot-Marie-Tooth  dis- 
ease or  peroneal  muscular  atrophy.  The  authors’ 
explanation  for  this  phenomenon  was  that  the 
muscles  in  a state  of  partial  denervation  became 
hyperirritable  and  so  gave  rise  to  the  phenome- 
non of  myotonia;  this  does,  however,  seem  to  be 
a very  facile  e.xplanation.  I shall  nevertheless 
have  to  conclude  that  "a  similar  symptomatic  or 
reactive  myotonia  occurred  in  this  case. 

Dr.  Renjamin  Castleman:  Dr.  Fisher,  would 
you  like  to  comment  on  this  case? 

Dr.  C.  Miller  Fisher:  One  clinical  point  that 
was  not  touched  upon  is  that  the  patient  was 
found  dead  in  bed,  and  I wonder  if  Dr.  Walton 
would  like  to  comment  on  that? 

Dr.  Walton:  I did  not  comment  on  that  be- 
cause I had  taken  so  much  time.  The  diaphragm 
was  involved,  and  I believe  that  he  probably 
had  hypostatic  pneumonia.  I cannot  give  any 
other  e.xplanation.  The  sudden  death  could  have 
been  cardiac,  but  I cannot  think  that  it  was  re- 
lated to  the  muscle  disease  except  so  far  as  he 
had  severe  involvement  of  the  muscles  of  res- 
piration and  presumably  some  degree  of  respira- 
tory failure. 

CLINICAL  DIAGNOSES 

Bulbar  palsy. 

Dystrophia  myotonica. 

DR.  JOHN  WALTON’S  DIASNOSIS 

Amyotrophic  lateral  sclerosis,  with  sympto- 
matic myotonia. 
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ANATOMICAL  DIAGNOSIS 

Progressive  muscular  atrophy. 

PATHOLOGICAL  DISCUSSION 

Dr.  Castlemen:  Autopsy  did  show  an  acute 
tracheobronchitis  with  a great  deal  of  pulmo- 
nary congestion;  that  is  all  we  found  as  a cause 
of  death.  I shall  ask  Dr.  Richardson  to  discuss 
the  central  nervous  system  findings. 

Dr.  Richardson:  Dr.  Walton  has  given  us  an 
illuminating  discussion  of  the  various  clinical 
phenomena  that  occurred  in  this  case  and  of  the 
diagnostic  possibilities.  He  was  puzzled  by  the 
occurrence  of  classic  myotonia  in  what  was 
otherwise  a case  of  progressive  muscular  atro- 
phy. This  feature  also  stood  out  prominently  in 
the  minds  of  the  clinicians  who  saw  the  patient 
during  life.  On  pathological  examination  we 
found  that  this  was  a case  of  motor-neuron  de- 
generation entirely  consistent  with  the  chronic, 
progressive  disease  of  the  motor  system  that  Dr. 
Walton  has  discussed.  The  disease  appeared  to 
affect  principally  the  anterior-horn  cells  of  the 
spinal  cord,  with  minimal  involvement  of  the 
cranial-nerve  motor  nuclei.  Myelin  stains  of  the 
cord  failed  to  demonstrate  any  involvement  of 
the  lateral  corticospinal  tracts,  so  that  perhaps 
the  exaggerated  tendon  reflexes  that  were  de- 
scribed in  the  first  examination  were  not  sig- 
nificantly exaggerated.  Cell  stains  showed  wide- 
spread disappearance  of  anterior-horn  cells  at 
all  levels  in  the  spinal  cord,  and  most  of  the  few 


100,000  EMPLOYED  ON  ATOMIC 
PROJECTS 

A handbook  issued  by  the  U.S.  Office  of  Edu- 
cation shows  a work  force  totaling  100,000  now 
is  employed  on  atomic  energy  projects  in  the 
United  States,  ranging  from  missiles  to  medical 
research.  Among  other  facts,  the  booklet  lists 
shipment  of  12,585  packages  of  radioisotopes  to 
2,360  institutions  in  every  state  and  to  46  foreign 
countries  in  1956.  Universities,  hospitals  and  re- 
search institutions  now  have  about  400  research 
contracts  with  the  Atomic  Energy  Commission  in 
medicine  and  other  “life  sciences,”  and  another 
400  contracts  are  in  effect  in  the  physical  sci- 
ences. Atomic  energy  products  were  described 
as  useful  in  the  study  of  anemia,  arthritis,  can- 
cer, diabetes,  heart  disease,  leukemia,  mental 
diseases,  nervous  diseases  and  some  chornic  ill- 
nesses. 


that  remained  appeared  diseased— in  that  they 
were  pale,  or  dark  and  shrunken.  There  were 
typical  reactive  changes  in  the  astrocytes  and 
microglia  in  the  affected  regions.  As  could  have 
been  expected,  there  was  secondary  degenera- 
tion in  the  anterior  roots.  All  these  phenomena 
indicate  a chronic  destructive  process.  Parts  of 
the  cord  other  than  those  specifically  affected 
were  intact,  and  there  were  no  significant 
changes  elsewhere  in  the  nervous  system.  Rep- 
resentative scetions  of  skeletal  muscles  demon- 
strated findings  typical  of  denervation  atrophy, 
with  groups  of  small  muscle  fibers,  correspond- 
ing to  diseased  motor  units,  interspersed  among 
groups  of  fibers  of  normal  size,  of  which  the 
motor-nerve  supply  had  not  been  affected.  This 
case  must  be  classified  as  progressive  muscular 
atrophy  rather  than  amyotrophic  lateral  sclero- 
sis, because  of  lack  of  pyramidal-tract  involve- 
ment. 

A Physician:  Does  Thomsen’s  disease  and 
other  diseases  in  which  there  is  myotonia  show 
anything  in  the  muscles? 

Dr.  Richardson:  Thomsen’s  disease  (myotonia 
congenita ) shows  nothing  that  can  be  recognized 
as  histologically  abnormal  in  the  muscle  other 
than  some  distortion  of  fibers  that  may  be  arti- 
facts due  to  the  abnormal  contractility.  The  mus- 
cles in  cases  of  dystrophia  myotonica  show 
changes  very  closely  resembling  those  of  pro- 
gressive muscular  dystrophy,  which  are  different 
from  what  we  find  in  cases  such  as  this. 


NIH  ALLOCATES  $46  MILLION  IN 
GRANTS  FOR  MEDICAL  RESEARCH 

ATIONAL  Institutes  of  Health  has  allocated 
$46  million  in  research  grants,  or  46  per  cent  of 
the  $99  million  appropriated  for  the  fiscal  year 
ending  next  June  30.  A total  of  478  non-federal 
institutions  share  in  the  3,325  grants,  with  more 
than  two-thirds  of  the  money  going  as  continu- 
ation grants  or  supplements  and  the  remainder 
for  new  projects. 

Totals  by  institutes:  Cancer,  384  grants  for 
$5.9  million;  heart,  62  grants  for  $9.6  million; 
allergy  and  infectious  diseases,  620  grants  for 
$7.6  million;  arthritis  and  metabolic  diseases,  579 
grants  for  $7.1  million;  dental,  105  grants  for 
$968,000;  mental  health,  189  grants  for  $3.9  mil- 
lion; neurological  diseases  and  blindness,  357 
grants  for  $4.7  million;  general,  449  grants  for 
$5.9  million. 
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MEDICAL  AUXILIARY 

By  Mrs.  M.  W.  Phillips,  President-elect, 

Aii.xiliary  to  the  Arizona  Medical  Association 
REPORT  OF  CHICAGO  CONFERENCE 

T 

I HE  three-day  annual  conference  of  state  pres- 
idents, presidents-elect,  and  national  committee 
chairmen  held  at  the  Drake  Hotel  in  Chicago 
was  a potent  capsule.  Pertinent,  vital  informa- 
tion was  relayed  freely  and  authoritatively  by 
a wealth  of  resource  persons  representing  not 
only  the  American  Medical  Association,  but  other 
national  organizations. 

“Discussion  Group  Procedure  and  Role-Play- 
ing” as  directed  by  Martin  P.  Chworowsky, 
Ph.D.,  director  of  the  Greenfield  Center  for 
Human  Relations,  University  of  Pennsylvania, 
was  the  media  used  to  make  the  entire  confer- 
ence program  palatable  to  approximately  130 
enthusiastic  delegates.  Carrying  out  the  auxi- 
liary theme,  “Health  is  a Joint  Endeavor,”  the 
group  discussion  method  was  used  as  an  effec- 
tive means  of  strengthening  the  individual 
through  the  group. 

The  national  program  of  the  auxiliary  to  the 
AMA  was  offered  with  encouragement  to  inter- 
pret it  as  how  the  state  and  local  levels  can 
do  their  own  thinking.  However,  reminded 
that  in  a democracy  citizens  have  the  right  to 
their  own  interest  only  as  it  does  not  conflict 
with  the  overall  good  of  everyone,  county  auxi- 
liaries are  urged  to  fit  their  programs  into  those 
of  state  and  national.  In  effect,  the  auxiliary 
standards  are  set,  but  the  qualities  of  the  indi- 
vidual are  necessary  to  carry  out  the  program. 

An  AMA  roundup,  presented  by  E.  B.  Howard, 
.M.D.,  assistant  secretary,  informed  the  delega- 
tion of  latest  developments  in  the  Forand  bill, 
HR  9467,  proposed  amendment  to  the  Social 
Security  Act.  This  bill  is  designed  to  purchase 
hospital,  surgical,  and  nursing  home  care  for 
any  of  the  13  million  eligible  recipients  of  Old 
Age  Survivors  Insurance  and  is  considered  more 
serious  to  the  profession  and  the  nation  than 
previous  bills  because  it  changes  social  security 
by  providing  service  benefits  requiring  govern- 
mental control,  supervision,  and  regulation.  Hos- 
pitals would  have  contracts  with  the  government 


to  receive  payments;  only  board  men  would  be 
permitted  to  do  surgery  except  in  emergency 
cases;  and  the  surgeons’  fees  would  be  set.  We 
can  help  fight  the  Forand  bill  by  knowing  the 
facts  and  writing  personal  letters  to  our  legis- 
lators telling  why  we  oppose  HR  9467. 

Dr.  Howard  also  reported  that  probably  the 
second  biggest  problem  to  the  AMA  is  the  en- 
croachment of  third  parties,  particularly  the 
unions,  who  are  building  their  own  hospitals 
and  hiring  panels  of  physicians,  consequently 
narrowing  the  field  of  activity  of  the  indepen- 
dent doctor.  The  steel  workers  are  considering 
this  move  following  in  the  direction  of  the 
United  Mine  Workers. 

Results  of  the  management  survey  will  be 
changes  to  make  AMA  better  co-ordinated  and 
increase  efficiency.  A general  manager  has 
been  hired,  and  possible  extensive  remodeling 
of  the  headquarters  building  interior  is  pending. 

The  question  of  covering  physicians  by  social 
security  remains  controversially  on  the  horizon. 
Dr.  Howard  announced  that  AMA  is  firmly  op- 
posed to  compulsory  coverage  and  emphasized 
the  importance  of  each  physician  knowing  all 
the  facts  before  forming  an  opinion. 

Services  of  a new  managing  editor  have  been 
acquired  for  Today’s  Health.  Jim  Liston,  for- 
merly with  Better  Homes  and  Gardens,  will  re- 
place W.  W.  Bauer  whose  many  assignments 
have  made  it  impossible  for  him  to  devote  full 
time  to  the  magazine.  Forthcoming  innovations 
include  new  features  and  a startling  new  cover. 
The  prime  goal  for  Today’s  Health  is  still  “a 
copy  in  every  doctor’s  office.” 

Recruitment  activity  was  highlighted  with  the 
suggestion  that  emphasis  be  placed  in  which- 
ever allied  medical  fields  would  meet  local  needs. 
Auxiliaries  are  urged  to  work  with  career  groups 
in  conducting  this  phase  of  the  program. 

The  urgent  necessity  of  American  Medical 
Education  Funds  was  discussed  and  continua- 
tion of  fund  raising  ideas  and  promotion  en- 
couraged. 

Civil  defense  authorities  warned  that  when  we 
need  civil  defense,  it’s  too  late  to  start  the  plan- 
ning. Working  with  other  civil  defense  groups 
was  advised  for  better  effectiveness,  and  in  ad- 
dition to  emergency  reaction  planning,  atten- 
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tion  was  focused  upon  knowing  one’s  blood  type. 

David  B.  Allman,  M.D.,  president  of  AMA, 
preseribed  a dose  of  eare  mixed  with  what  we 
say  and  do  as  doctors’  wives.  In  eomplimenting 
the  whole  auxiliary  program,  he  maintained  that 
om  “greatest  angle”  is  still  public  relations  and 
that  our  actions,  good  and  bad,  reflect  directly 
upon  our  husbands.  We  remain  their  only 
salesmen;  so  let’s  appraise  the  impressions  we 
create. 

Concern  was  expressed  at  the  growing  ten- 
deney  of  the  Ameriean  character  changing  from 
that  of  a self-directed  to  a eonformist  people. 
This  alarming  trend  is  shown  not  only  in  the 
thinking  of  mature  citizens,  but  also  in  results 
of  tests  given  to  teenagers  and  undergraduate 

AEC  MEDICAL  COMMITTEE  SAYS 
WEAPONS  TESTS  SHOULD 
CONTINUE 

A six-man  advisory  committee  on  biology  and 
medicine  has  informed  the  Atomie  Energy  Com- 
mission that  necessary  tests  of  thermonuclear 
weapons  are  justified  despite  radiation  hazards. 
The  group  thus  sides  with  the  AEC  in  a debate 
that  has  been  the  subject  of  lengthy  congres- 
sional hearings  and  is  expected  to  continue  in 
the  next  session.  Comments  the  group:  “ . . . if 
we  wish  to  maintain  a first  elass  military  organi- 
zation for  the  safety  of  the  country,  we  must  at 
least  keep  abreast  of  new  weapons  develop- 
ment. . . ” 

The  eommittee  concedes,  however,  that  tests 
must  be  kept  within  reasonable  bounds,  particu- 
larly when  more  nations  decide  to  conduet  their 
own  tests.  “In  time  the  situation  may  well  be- 
come serious  . . . The  question  arises  in  the 
minds  of  many  thoughtful  persons  whether  the 
number  and  power  of  bombs  exploded  in  tests 
are  being  kept  at  the  minimum  eonsistent  with 
scientifie  and  military  requirements.” 

The  committee  made  some  estimate  of  maxi- 
mum damage  to  be  expected  from  the  annual 
detonation  of  atomie  explosives  equal  to  the  av- 
erage of  all  tests  held  in  the  last  five  years.  They 
ineluded  leukemia,  an  increase  of  160  deaths 
and  possibly  another  36  deaths  over  current  rate 
of  11,400;  birth  of  handicapped  children,  an  in- 
crease of  from  160  to  800  above  the  present  rate 
of  80,000  a year  in  the  U.S.;  shortening  of  life, 
a few  days  at  the  worst;  bone  cancer,  possibly 
no  effects  at  all  in  a lifetime. 
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students.  The  danger  of  losing  sight  of  the 
national  ideals  that  made  America  great  is  pre- 
sent in  the  slipping  away  from  liberalized  edu- 
cation in  all  fields.  We  eaeh  need  to  be  jolted 
into  evaluating  all  the  facts  before  making  deci- 
sions. Scientific  studies  and  fact-finding  groups 
are  essential  to  intelligent  and  practieal  judg- 
ments made  by  the  individual.  As  related  to 
the  auxiliary,  our  joint  endeavors  are  needed  to 
work  on  problems  that  can  be  successful  only 
if  everyone  eontributes  in  her  own  way.  Whether 
you  play  the  role  of  leader,  elaborator,  co-or- 
dinator, evaluator,  fenergizer,  compromiser,  or 
harmonizer,  remember  that  it  takes  fill . ki|ids, 
and  there  is  a definite':  place  in  the  auxiliai'f^  for 
you. 

■’  

DIAGNOSIS  AND  TREATMENT  OF  PULMONARY 
TUBERCULOSIS 

by  Paul  Dulault,  M.D.  2nd  ed.  426  pages.  Illustrated.  Lea  & 
Febiger.  $9. 

All  phases  of  modern  management  are  cover- 
ed, with  special  attention  to  the  use  of  anti- 
biotics and  other  ehemotherapeutic  agents  and 
on  surgieal  procedures  perfected  during  the  last 
decade.  Well  illustrated  chapters  on  the  path- 
ology of  tuberculosis  and  on  differential  diag- 
nosis are  included.  > 


Stacey’s  Medical  Books,  San  Francisco. 


OFFICE  EQUIPMENT 

1636  NORTH  CENTRAL 

(just  north  of  McDowell) 


Azotrex  is  the  only  Vm 
urinary  anti-infective 
agent  combining;  « 

L (1)  the  broad-spectrum  1 
& antibiotic  efficiency  of  1 
Tetrex— the  original 
tetracycline  phosphate 
complex  which  pro- 
.vL  vides  faster  and  higher 
blood  levels; 


(2)  the  chemothera- 
peutic  effectiveness  of 
sulfamethizole— out- 
standing  for  solubility,  W 
t absorption  and  safety:  1 

■ (3)  the  pain-relieving 

action  of  phenylazo- 
diamino-pyridine  HCI 
—long  recognized  as  a 
urinary  analgesic. 


of  url 

through 


This  unique  formulation 
assures  faster  and  more 
certain  control  of  urinary 
infections,  by  provid- 
ing  comprehensive  effec-  A 
tiveness  against  whatever 
sensitive  organisms  may 
be  involved.  Indicated  in 
the  treatment  of  cystitis, 
urethritis,  pyelitis,  pyelo-  js^^  . | 

nephritis,  ureteritis  and 
prostatitis  due  to  bacterial 
If  infection.  Also  before  and 
^ after  genitourinary  surgery 
and  instrumentation,  and 
for  prophylaxis. 


lAl 


^Br  In  each  AZOTREX  Capsule 

F Tetrex  (tetracycline  phos- 

phate complex).  125  mg. 

Sulfamethizole  250  mg. 

Phenylazo-diamino-  . 

pyridine  HCI 50  mg.  Jm 

Min.  adulf  dose;  1 cap,  q.i.d. 
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fections 

Vtide- analgesic  action 
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both- 
orally  for 

dependable  prophylaxis- 
suhlingually  for 
fast  relief 
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